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House of Representatives
The House met at 9 a.m.
The Chaplain, Reverend James David

Ford, D.D., offered the following pray-
er:

When all is said and done, O God, we
are aware and appreciative of all Your
gifts to us and to all people. We have
been blessed in ways that have been
greater than our deserving. Your grace
has touched our lives with love and
compassion and mercy. O gracious God,
from whom all blessings flow, we ask
Your benediction on us and those about
us that in all things Your hand will
sustain us and Your mercy will be
without end. This is our earnest pray-
er. Amen.

f

THE JOURNAL

The SPEAKER. The Chair has exam-
ined the Journal of the last day’s pro-
ceedings and announces to the House
his approval thereof.

Pursuant to clause 1, rule I, the Jour-
nal stands approved.

f

PLEDGE OF ALLEGIANCE

The SPEAKER. Will the gentleman
from New York (Mr. SOLOMON) come
forward and lead the House in the
Pledge of Allegiance.

Mr. SOLOMON led the Pledge of Alle-
giance as follows:

I pledge allegiance to the Flag of the
United States of America, and to the Repub-
lic for which it stands, one nation under God,
indivisible, with liberty and justice for all.

f

MESSAGE FROM THE SENATE

A message from the Senate by Mr.
Lundregan, one of its clerks, an-
nounced that the Senate had passed
without amendment a bill and a con-
current resolution of the House of the
following titles:

H.R. 39. An act to reauthorize the African
Elephant Conservation Act.

H. Con. Res. 298. concurrent resolution ex-
pressing deepest condolences to the State

and people of Florida for the losses suffered
as a result of the wild land fires occurring in
June and July 1998, expressing support to the
State and people of Florida as they overcome
the effects of the fires, and commending the
heroic efforts of firefighters from across the
Nation in battling the fires.

f

ANNOUNCEMENT BY THE SPEAKER

The SPEAKER. The Chair will enter-
tain one-minutes after legislative busi-
ness.

f

PATIENT PROTECTION ACT OF 1998

Mr. GOSS. Mr. Speaker, by direction
of the Committee on Rules, I call up
House Resolution 509 and ask for its
immediate consideration.

The Clerk read the resolution, as fol-
lows:

H. RES. 509

Resolved, That upon the adoption of this
resolution it shall be in order to consider in
the House the bill (H.R. 4250) to provide new
patient protections under group health
plans. The bill shall be considered as read for
amendment. The amendments printed in the
report of the Committee on Rules accom-
panying this resolution shall be considered
as adopted. The previous question shall be
considered as ordered on the bill, as amend-
ed, and on any further amendment thereto to
final passage without intervening motion ex-
cept: (1) one hour of debate on the bill, as
amended, equally divided and controlled by
Representative Hastert of Illinois and a
Member opposed to the bill; (2) the further
amendment printed in the Congressional
Record and numbered 2 pursuant to clause 6
of rule XXIII, which shall be in order with-
out intervention of any point of order or de-
mand for division of the question, shall be
considered as read, and shall be separately
debatable for one hour equally divided and
controlled by the proponent and an oppo-
nent; and (3) one motion to recommit with or
without instructions.

The SPEAKER pro tempore (Mr.
LAHOOD). The gentleman from Florida
(Mr. GOSS) is recognized for 1 hour.

Mr. GOSS. Mr. Speaker, I am going
to depart from normal custom and

yield the first minute of this to the dis-
tinguished gentleman from New York
(Mr. LAZIO) for a matter of colleague
comity.

(Mr. LAZIO of New York asked and
was given permission to speak out of
order.)

HONORING THE HONORABLE ROB PORTMAN

Mr. LAZIO of New York. I want to
thank the gentleman from Florida (Mr.
GOSS) and the gentleman from New
York (Mr. SOLOMON) for their courtesy.

Mr. Speaker, I rise to honor my pal
and colleague, the gentleman from
Ohio, Mr. ROB PORTMAN. He is one of
the most accomplished people in this
Congress. He stood up for America’s
taxpayers and was the driving force be-
hind the landmark IRS reform bill
signed into law this week. He authored
the National Underground Railroad
Act signed into law this week. By pre-
serving underground railroad sites,
America celebrates the journey of
slaves from bondage to freedom.

The gentleman from Ohio is the con-
gressional leader in the war against
drugs. His Drug-Free Communities Act,
signed into law, will give us peace of
mind when our children are away from
home. His pro-business mandates legis-
lation is the law of this House and his
pro-environment tropical rain forest
legislation should be signed into law
next week.

In an era when bipartisanship is es-
sential for legislative success, Rob
Portman is the even-headed leader we
need. He is balanced and principled,
substantive, competent, intelligent. He
is a man of integrity, of modesty and of
great character.

The gentleman form Ohio, Mr. ROB
PORTMAN, gets the job done for families
in Cincinnati, in Ohio, and throughout
America.
ANNOUNCEMENT BY THE SPEAKER PRO TEMPORE

The SPEAKER pro tempore. The
Chair would like to announce that the
rules do not allow Members to wear
badges when they are addressing the
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House. The Chair will enforce this rule
throughout the debate today.

Mr. GOSS. Mr. Speaker, for purposes
of debate only, I yield the customary 30
minutes to the gentleman from Texas
(Mr. FROST), pending which I yield my-
self such time as I may consume. Dur-
ing consideration of this resolution, all
time yielded is for the purpose of de-
bate only.

Mr. Speaker, this is a structured rule
that allows timely consideration of
this very, very important legislation
on health care. In yesterday’s Rules
meeting, which actually went on for
quite a while, the minority requested
that the Dingell substitute be made in
order and we indeed have obliged them
in this rule. It provides for 1 hour of de-
bate on the Patient Protection Act to
be equally divided between the gen-
tleman from Illinois (Mr. HASTERT) and
an opponent, and 1 hour of debate on
the Dingell substitute. These are two
very different approaches to providing
better health care for more Americans
and I am sure that we will have quite
a vigorous debate on the merits of each
today. Finally, the rule provides for
one motion to recommit with or with-
out instructions. In effect, giving the
minority two bites at the apple. I cer-
tainly feel this is a fair rule.

Mr. Speaker, today we will move to
restore true patient power. The Patient
Protection Act is the only bill that re-
stores commonsense patient protec-
tions to Americans while also extend-
ing affordable coverage to the 41 mil-
lion Americans who currently lack it
and cannot get health care coverage.
One clear difference between the two
approaches is the fact that the Ken-
nedy-Dingell Patients’ Bill of Rights
makes no effort to secure affordable
health insurance for the 40-plus million
Americans who have none currently. In
fact, when asked what the Kennedy-
Dingell bill does for uninsured Ameri-
cans, the minority leader in the other
body reportedly summed it up in two
words, and I quote, ‘‘Not much.’’ In-
stead of turning our backs on the unin-
sured, our bill attacks their problem
head-on. We know that over 75 percent
of uninsured Americans are in a family
where the primary caregiver works for
a small business. This is especially true
in southwest Florida, which I rep-
resent, where mom and pop shops can-
not afford to provide their employees
with health insurance. The Patient
Protection Act allows small businesses
to pool their resources and the achieve
economies of scale needed to offer qual-
ity, affordable health insurance to
their employees. If it is good enough
for the Microsofts and the IBMs and
the GMs of the world, should it not be
good enough for the little guys, too?
We take care of that.

As with any major proposal, there
comes a certain level of misinforma-
tion and this effort is no exception.
Many of my friends on the other side of
the aisle have confused a patient’s bill
of rights with a trial lawyer’s right to
bill. Under our bill, patients would still

have the right to sue their HMO for
malpractice and that includes punitive
damages. I wonder how many times I
am going to be saying that in the next
few months. Under our bill, patients
would still have the right to sue their
HMO for malpractice, and that includes
punitive damages. I think we are going
to be hearing some debate on that sub-
ject today. If the HMO runs the wrong
tests on you or they happen to cut off
the wrong foot, you will have recourse
through the courts, of course. That is
essential and that is protected. But as
we studied the problem and talked to
people, the folks who were being denied
care in what we call coverage disputes,
we thought we could do better than
settling for, or encouraging even more
litigation. I do not know many people
who have gotten much good medical
attention in a courtroom. We came to
the conclusion that we have an innova-
tive solution that assures patients get
the care they need, up front, when they
need it, at a place they need it, from a
doctor, from a real medical person. Our
expedited internal and external appeals
process means that if your HMO denies
your experimental treatment, or your
treatment, you will be able to have a
doctor, independent of the HMO, review
that decision. Of course if you are
unsatisfied at the end of that process,
you can take the offending HMO to
court. However, unlike the current law,
the judge will have the flexibility to
serve a fine up to $250,000 against the
HMO plan. This is not available under
current law and it is a healthy and rea-
sonable constraint on HMO abuse. I
know it has already got their atten-
tion.

We have provided commonsense pa-
tient protections in this package.
Women will have direct access to their
OB-GYN. Kids will get to see a pedia-
trician without any red tape or having
to get permission from a government
official. And, most importantly, doc-
tors will have no restrictions on the
recommendations they give their pa-
tients. No gag rule. These are positive
steps to improve the doctor-patient re-
lationship, not a retreat into more
nonsensical and, I would say, very ex-
pensive bureaucracy that other ap-
proaches take.

Mr. Speaker, as a member of Chair-
man HASTERT’s working group, I can
assure you that we have worked hard
and I think we have come up with a
pretty good package that provides real
protections without returning us to the
days of double-digit inflation. I encour-
age my friends on both sides of the
aisle to ignore the demagogues and
focus on the pro-patient, pro-small
business, pro-family provisions in our
health care bill. I believe they will find
it is worth reading.

Mr. Speaker, I reserve the balance of
my time.

Mr. FROST. Mr. Speaker, I yield my-
self such time as I may consume.

Mr. Speaker, there is no doubt that
the American public wants managed
care reform. Today we have the oppor-

tunity to respond. At long last after
months and months of denying that a
problem exists, the Republican major-
ity has agreed to let the House vote on
a bill that seeks to provide a response
to the concerns of millions of Ameri-
cans. While what we have before us
today is two bills, one written behind
closed doors by the Republican leader-
ship and supported by the insurance in-
dustry, there really is only one bill
which meets the critical test of ad-
dressing the concerns of our constitu-
ents. That bill is a bipartisan proposal
supported by doctors, nurses and con-
sumers.

Mr. Speaker, there are two bills be-
fore us today, but if we listen carefully
to what our constituents have been
saying, there is little doubt how we
should vote. Only the bipartisan bill
sponsored by the gentleman from Iowa
(Mr. GANSKE) and the gentleman from
Michigan (Mr. DINGELL) really offers
working families what they have been
asking for. The bipartisan Ganske-Din-
gell Patients’ Bill of Rights assures
working families access to necessary
medical care and will return health
care decision-making to patients and
their doctors. The bipartisan bill will
give patients real remedies for real
problems. The Ganske-Dingell Pa-
tients’ Bill of Rights will reform a sys-
tem that is badly in need of repair.

My Republican colleagues will say
today that the bipartisan bill is noth-
ing more than big government. They
will say the bipartisan bill is nothing
more than a lawyers full employment
act. Well, if that is the case, Mr.
Speaker, why then is the Ganske-Din-
gell substitute supported by the Amer-
ican Medical Association, an organiza-
tion not normally known to support
big government or trial lawyers? Why
then is it supported by the American
Nurses Association, an organization
representing those health care givers
closest to the patient? Why then, Mr.
Speaker, is it supported by consumer
groups and opposed by insurance com-
panies? The arguments my Republican
colleagues will make against the
Ganske-Dingell bill are just plain
bogus and no one should be fooled.
Ganske-Dingell offers real reform, not
just election year posturing.

That we are even able to consider and
debate Ganske-Dingell today is testi-
mony to the power of the call of the
American people. For far too long, my
Republican colleagues have denied that
there is a problem, but the voices of
working families who have been de-
manding that the Congress respond to
their real concerns has been heard.

b 0915

In their efforts to deny the House the
opportunity to respond to those con-
cerns, the Republican leadership had us
guessing until 12:30 a.m. this morning
whether they were even going to give
the bipartisan substitute a place at the
table. I suspect that only after it be-
came clear that the rule might not
pass without the Ganske-Dingell
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amendment made in order that the Re-
publican leadership relented and
agreed to make the substitute in order.

Mr. Speaker, every Member in this
House needs to recognize that the bi-
partisan substitute offers American
working families something more than
election year rhetoric. Ganske-Dingell
is a good bill and deserves the support
of every Member of this body. To do
less is to do disservice to our constitu-
ents. I urge Members to do the right
thing and to support Ganske-Dingell.

Mr. Speaker, I reserve the balance of
my time.

Mr. GOSS. Mr. Speaker, I yield as
much time as he may consume to the
distinguished gentleman from Glens
Falls, New York (Mr. SOLOMON), chair-
man of the Committee on Rules.

Mr. SOLOMON. Mr. Speaker, I was
not going to speak this morning. We
spoke enough yesterday and last night
into the wee hours. But I just want to
make sure that all the Members on
both sides of the aisle know, as the
gentleman from Florida (Mr. GOSS) has
just outlined, that this is a negotiated
fair rule that was approved by the
Democrat minority.

The Dingell substitute is made in
order with ample time for debate so
that this House has its choice, and that
is the way that it should be. I just want
to point out that we are going to be
somewhat repetitive here, because
what is going to be said now in this
next hour on the rule could have not
been wasted if we had had unanimous
consent.

The gentleman from Michigan (Mr.
DINGELL) last night agreed to unani-
mous consent to bring this bill on the
floor without taking this extra hour of
time on the rule. That means that
Members could have gone back home.
It is difficult in these last 3 or 4 weeks
now before we recess for the August
break, and taking up the rule today is
going to add another hour and a half. It
is too bad that the Democratic minor-
ity objected to us offering a unanimous
consent to bring this bill on the floor,
and I just wanted Members to know
that.

But I hope that they will come over
and vote for the rule, vote for the bill,
and we will at least will have made
some great progress in patients’ rights.

Mr. FROST. Mr. Speaker, I yield my-
self 30 seconds.

Mr. Speaker, the gentleman from
New York was bemoaning the fact that
we could not bring this measure up
under unanimous consent but, rather,
that we would have an hour’s debate on
the rule. This may be the most impor-
tant piece of legislation we will con-
sider this year. Certainly it is reason-
able to have an hour debate on the rule
on this matter.

The other side was so anxious to
bring this up quickly early this morn-
ing and out of the line of fire without
public attention. It is clearly appro-
priate to have an hour’s debate on the
rule.

Mr. Speaker, I yield 2 minutes to the
gentleman from Texas (Mr. GREEN).

(Mr. GREEN asked and was given
permission to revise and extend his re-
marks.)

Mr. GREEN. Mr. Speaker, I thank
my colleague and friend, the gen-
tleman from Texas, and a Member of
the Committee on Rules for allowing
me to speak this morning.

I rise, not in opposition to the rule,
but in opposition to the process where
we have gotten to today, Mr. Speaker.
Managed care reform is not about poli-
tics; it is about people.

We have a responsibility to guaran-
tee the American people top quality
health care. We have a responsibility
to protect our children from negligent
medical decisions made by insurance
companies.

The Republican proposal that we will
be debating today is simply profit over
people. The only people in our country
who are guaranteed immunity from
their decisions are foreign diplomats
and HMO officials.

We cannot really have a Patients’
Bill of Rights without access to spe-
cialists, a timely internal and external
appeals process, point of service op-
tions, choice for our patients, account-
ability of that decision matter, and
open communication between the pa-
tient and a provider; in other words, no
gag rule.

Can we honestly say that the system
will protect patients without an en-
forcement mechanism, without an ac-
countability? There is no responsibil-
ity.

The Republican bill that will be
voted on today never enjoyed a public
hearing. It was drafted behind closed
doors. In fact, I serve on the committee
that would have been helping draft this
bill, and we did have hearings over the
last few months, but this bill never had
a public hearing.

We did not see it until late last
night. Do my colleagues know why?
Because, one, it does not end gag rules.
It does not define severe pain as a rea-
son a constituent of mine can go to the
emergency room. It also does not actu-
ally provide for the point of service op-
tion that we want, the choice for that
patient. That is easily bypassed by the
HMO decision makers.

The Republican bill also will decide
what medically necessary is. My con-
cern is we are not giving the patient
and that physician or that provider the
decision making that the Democratic
bill provides; and that is why, later on
today, we hopefully will pass the Din-
gell-Ganske bill.

Mr. Speaker, I include the following
for the RECORD:

ISSUES OF CONCERN IN THE HASTERT TASK
FORCE BILL

Does not end gag rules
While the bill claims to end gag rules, the

statutory language creates a loophole that
guts the protection. Under the Balanced
Budget Act, Medicare and Medicaid plans
cannot ‘‘prohibit or otherwise restrict’’ med-
ical communications. The GOP bill only re-
fers to prohibitions. So a plan could ‘‘allow’’
medical communications, but only after the
doctor first complies with certain restric-

tions (such as calling the plan first and de-
livering the advice in pig latin). The deletion
of the words ‘‘or restrict’’ render this protec-
tion hollow. This also creates the possibility
for lawsuits over whether something is a re-
striction or a prohibition.
Does not define/include ‘‘severe pain’’ as a rea-

son to get ‘‘emergency medical care
The access to emergency care language in

Medicare and Medicaid contains a specific
definition of what a prudent layperson would
think required immediate treatment: ‘‘a
medical condition manifesting itself by
acute symptoms of sufficient severity (in-
cluding severe pain) such that a prudent
layperson, who possesses an average knowl-
edge of health and medicine, could reason-
ably expect the absence of immediate medi-
cal attention to result in—(1) placing the
health of the individual (or, with respect to
a pregnant woman, the health of the woman
or her unborn child) in serious jeopardy, (2)
serious impairment to bodily functions, or
(3) serious dysfunction of any bodily organ or
part.’’

By contrast, the GOP bill does not include
‘‘severe pain’’ as a condition that health
plans must cover in the emergency room.
The deletion is significant. For example, the
American Heart Association advises that
anyone experiencing crushing chest pain
should go to the ER immediately, as that is
a warning sign of a possible heart attack.

Under H.R. 4250, a health plan can refuse to
pay the ER bills of a man who went to the
emergency room with crushing chest pain
but whose EKG came out negative. That
might be only a temporary result; he might
have a heart attack when the plan gives him
a bill for the ER services!
Allows the plan to decide what is ‘‘medically

necessary’’
At its heart, the debate over HMO reform

is really about ensuring that health care de-
cisions are made by doctors and patients, not
by HMO business executives. H.R. 4250, how-
ever, does not fulfill that promise. Under the
disclosure section, plans must inform par-
ticipants of whether care may be excluded
because ‘‘of a failure to meet the plan’s re-
quirements for medical appropriate-
ness. . . .’’ In other words, it is not the doc-
tor and patient who decide what is medically
necessary; it is the plan which retains that
capability.

During Commerce Committee testimony
two years ago, Dr. Linda Penno, a former
HMO medical reviewer, described this as a
plan’s ‘smart-bomb’ capability. By retaining
the power to define what is and what is not
medically necessary, the plan is able to take
control of health care decisionmaking.

This is also relevant to the external ap-
peals provisions of the Hastert Task Force
Bill. The review is limited to whether the
plan followed its own definition of medical
necessity or whether or not a treatment is
experimental.
Point of service provision is easily by-passed

The most powerful argument in the health
care debate is the right to choose your own
doctor. The GOP bill attempts to respond to
this by including a point of service provision
for closed panel HMOs (allowing patients to
see providers outside the network). H.R. 4250,
however, contains loopholes that effectively
gut the provision. Employers would not have
to offer employees point of service coverage
if they could prove that this will cause pre-
miums to rise just 1%—even if all of the
added costs would be borne by employees
who chose this option! And this ‘‘proof’’
could be prospective—meaning a company
would not have to offer a single employee a
POS option to determine its actual effect on
premiums.
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I am concerned that it will be easy for em-

ployers to ‘‘prove’’ that premiums will in-
crease 1%. For example, one study by oppo-
nents of this legislation suggested that man-
aged care reform legislation would increase
premiums between 3 and 90%. While CBO’s
very low estimate of 4% should put those
wild allegations to bed, they show how easy
it is to prospectively make a doom and
gloom forecast with a straight face. Combine
that with the fact that insurance premiums
are expected to take a big jump this year,
and it is not hard to see how health plans
will be able to use the 1% threshold to avoid
offering their employees a choice of health
care providers.

Mr. GOSS. Mr. Speaker, I yield 2
minutes to the distinguished gen-
tleman from Iowa (Mr. GANSKE).

Mr. GANSKE. Mr. Speaker, I want to
thank the Committee on Rules for
bringing a fair rule to the floor. I in-
tend to support it. I encourage all my
colleagues to support the rule.

Mr. Speaker, think about how far we
have come in the last 6 months. Six
months ago, we would have never had
this debate on the abuses in managed
care. Today we are going to have that
debate.

Let me briefly outline some of the ar-
guments you will hear today so you
can evaluate the competing proposals.
Here is a sample of key protections
which are not included in the Hastert
task force bill, but are included in the
substitute plan that I will offer:

The Ganske-Dingell substitute pro-
vides patients with access to clinical
trials. The Hastert bill does not.

The Ganske-Dingell substitute allows
doctors to override drug formularies
when medically necessary. The Hastert
bill does not.

The Ganske substitute provides for
ongoing access to specialists for chron-
ic conditions. The Hastert bill does
not.

The Ganske substitute prevents plans
from giving doctors financial incen-
tives to deny care. The Hastert bill
does not.

The Ganske substitute has hospital
stay protection for mastectomy pa-
tients. The Hastert bill does not.

The Ganske substitute provides
choice for doctors within the plan. The
Hastert bill does not.

The Ganske substitute has a provi-
sion for guaranteeing continuity of
care when providers leave the network.
The Hastert bill does not.

The Ganske substitute requires plans
to collect quality data or to maintain
quality improvement programs. The
Hastert plan does not.

There are other significant provi-
sions in the Hastert bill that are of sig-
nificant concern. The Hastert bill al-
lows a plan to decide what is medically
necessary. The Hastert bill requires en-
rollees to spend their own money to se-
cure an independent review.

Finally, I would draw your attention
to the HealthMart and MEWA, Mul-
tiply Employee Working Association,
provisions which could make it more
difficult for States to fund high-risk
pools and other programs to help keep
health insurance affordable. I am glad

to support the rule. I look forward to
the debate today.

Mr. FROST. Mr. Speaker, I yield 2
minutes to the gentleman from Michi-
gan (Mr. STUPAK).

Mr. STUPAK. Mr. Speaker, I thank
the gentleman for yielding to me. I am
going to oppose this bill today and I
am going to oppose the rule here today,
because we are going to have 2 hours,
basically, to debate this bill.

I think it shows the insensitivity of
this rule, insensitivity to basic rights
that every American demands, and in-
sensitivity to a basic understanding to
health care in this Nation.

We as parents, we all know the world
stops when a child falls ill. As sons and
daughters, we want the best for our
parents when they need health care. As
husbands and wives and brothers and
sisters, when a family member is
stricken, we insist that nothing comes
between that patient and their health
care. We want the best possible treat-
ment. Unfortunately, the Hastert bill
does not provide it.

That is what health insurance is sup-
posed to be about. We pay for it, we
have it, and we want it when we need
it. The doctors, the nurses, the hos-
pitals, the emergency room, the medi-
cine, we want whatever it takes to get
our child, our parents back healthy
again. That is how it used to be.

But in the last years, millions of
Americans have moved into managed
care plans, and something got in the
way. Priorities were shifted from pa-
tients to profits. Emergency room cri-
ses were compromised by boardroom
considerations. Professionals in white
lab coats start taking orders, not from
doctors, but insurance bureaucrats.
The delivery of top-notch health care
became less important; and the bottom
line, profit.

When we take a look at the bill
today, we will see that the Democratic
bill, the Ganske-Dingell bill is the only
one that will get the job done for us
when we pay for health care and we de-
mand quality care.

The Democratic bill is designed to
provide medical coverage. Medical pro-
fessions will be back in control of med-
ical decisions. Emergency care in an
emergency, no questions asked, under-
neath the Democratic plan. Expedited
appeals process to approve the care we
deserve before it is too late. Access to
a specialist when you need it.

I hope we will defeat this rule and
put some time into the Democratic
plan.

Mr. GOSS. Mr. Speaker, I yield my-
self such time as I may consume.

Mr. Speaker, I would note to the gen-
tleman who just spoke that we have
tried very hard to accommodate all the
schedules. It is a busy time of year.
But surely our plan is more sensitive
for the debate of this important issue
than the discharge petition that they
have provided for.

Mr. Speaker, I am very pleased to
yield such time as he may consume to
the distinguished gentleman from Illi-

nois (Mr. HASTERT), the leader of the
Speaker’s task force on health care.

Mr. HASTERT. Mr. Speaker, today is
an important day for American fami-
lies. Today we will take a step forward
to strengthen the Nation’s health care
system. Today we will debate and vote
upon the House Republican-sponsored
Patient Protection Act.

Our legislation is the only proposal
on the table that truly protects pa-
tients and guarantees choices without
the heavy hand of big government. Spe-
cifically, our bill guarantees patients
have increased access to affordable
health care they need when they need
it most by holding insurance compa-
nies accountable.

How? Our proposal guarantees the
unprecedented expedited review proc-
ess internally and externally. We want
patients to receive the care they need
first rather than be thrown into a long,
drawn-out legal process controlled by
lawyers after harm or death has oc-
curred. Patients should be treated in
hospital rooms, not courtrooms.

Besides true accountability, our plan
has another major advantage over
other proposals in this Congress. The
Patient Protection Act is the only bill
which will help cover the 42 million un-
insured working Americans.

We create new initiatives to guaran-
tee more access to affordable health
care choices. Association Health Care
Plans, HealthMarts, Community
Health Organizations, and Expanded
Medical Savings Account help employ-
ees and employers work together to
provide the coverage that best meet
their need.

As a matter of fact, just this week at
a news conference, the Senate minority
leader TOM DASCHLE was asked, ‘‘What
does the Democrat plan do for the un-
insured?’’ His response, ‘‘Not much.’’
At least he was truthful.

I hope my colleagues on the other
side of the aisle today are just as forth-
right and resist the temptation to dis-
tort the facts about what is in the
House Republican plan. We truly be-
lieve that high quality health care de-
pends upon the patient-doctor relation-
ship.

Personally, I believe that doctors
owe their patients the benefit of their
education, the benefit of their experi-
ence, and the benefit of their good
judgment. Medical decisions should be
decided by doctors, not by insurance
company bureaucrats.

We prevent health plans from
gagging doctors for explaining the full
range of treatment options available
no matter what the cost, no matter if
the other options are covered by the
plan or not. We also ensure patients
have ready access to emergency room
care and prohibit their health plan
from arbitrarily refusing to pay for it.
We guarantee that women and children
have direct access to their doctors
without having first going to the insur-
ance company gatekeeper.
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Our proposal will also empower pa-

tients and doctors through informa-
tion. It creates new access to plan cov-
erage information while also protect-
ing individual patient records from
abuse through new confidentiality re-
quirements.
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Access to affordable health care is a
fundamental patient protection. With-
out affordability, you cannot have ac-
cessibility, nor, for that matter, health
care coverage at all. As you can see, we
are protecting patients and guarantee-
ing choices, without the heavy hand of
big government.

Mr. Speaker, we must have a com-
prehensive approach to meeting Ameri-
ca’s health care needs. Our Patient
Protection Act is the only proposal be-
fore Congress that increases accessibil-
ity, affordability and accountability in
our health care system. I urge my col-
leagues to support this rule so we can
deliver the health care reform that
Americans need.

Mr. FROST. Mr. Speaker, I yield
three minutes to the gentleman from
New Jersey (Mr. PALLONE).

Mr. PALLONE. Mr. Speaker, I do
want to first thank the gentleman
from Michigan (Mr. DINGELL) and the
gentleman from Iowa (Mr. GANSKE) and
the members of the Democratic Health
Care Task Force and all those who
worked very hard to make sure that
this substitute came up today. The dis-
charge petition effort, which I think
has over 190 Members, and other efforts
to appear before the Committee on
Rules finally brought fruit, I think,
and made it possible for us to bring the
substitute up today, and that hard
work, I believe, paid off.

In my view, there is nothing more
important in the managed care debate
than giving patients the right to hold
their HMO accountable when they are
denied the care they need. Any legisla-
tion that fails to give patients that
renders the protections within it abso-
lutely meaningless. The Patient’s Bill
of Rights includes an enforcement
mechanism which ensures patients will
finally get that right. Our bill repeals
the ERISA exemption, the 1974 law
which shields HMOs from being sued if
they deny people needed care.

The other bill we are considering
today, the Republican bill, does noth-
ing to hold HMOs accountable for their
actions. If not only leaves ERISA es-
sentially intact, it actually exacer-
bates the problem. Its external appeals
process only applies to people whose in-
surance comes under ERISA. Individ-
uals in the private insurance market
are left without any external recourse
when they are denied care. What is
even worse is that those who are fortu-
nate enough to be covered by ERISA
are subject to the HMO’s definition of
‘‘medical necessity.’’

The Republican bill allows HMOs,
and not doctors and patients, to define
‘‘medical necessity.’’ This provision, of
course, flies in the face of the whole

idea of managed care debate, that med-
ical necessity should be the deter-
minant of whether or not a patient
needs care and not cost considerations.
It all but guarantees that insurance
company bureaucrats will continue to
make medical decisions and people will
continue to be denied care because of
it.

I also want to dispel a myth that my
Republican colleagues have been work-
ing overtime to spread. The Patients’
Bill of Rights does not create any new
Federal legislation. Repealing the
ERISA exemption would simply allow
patients to go back to their states,
where individuals would normally
bring suit. In other words, the Pa-
tients’ Bill of Rights does not create a
new Federal remedy. Its approach is es-
sentially states’ rights by repealing a
Federal preemption.

Another piece of propaganda the Re-
publicans have been actively spreading
is the charge that the Patients’ Bill of
Rights provides for employers to be
sued for medical malpractice. This is
patently false. In fact, the Patients’
Bill of Rights specifically excludes em-
ployers from liability. Any employer
can only be held liable if they inter-
vene in a medical decision that leads to
injury or death.

Mr. Speaker, President Clinton re-
cently said that ‘‘a right without a
remedy is not a right,’’ referring to
HMOs. If you want good patient protec-
tions, and, just as importantly, en-
forcement of those protections, vote
‘‘yes’’ on the Patients’ Bill of Rights
and vote ‘‘no’’ on the Republican bill.

Mr. GOSS. Mr. Speaker, I yield two
minutes to the distinguished gen-
tleman from Kentucky (Mr. BUNNING).

(Mr. BUNNING asked and was given
permission to revise and extend his re-
marks.)

Mr. BUNNING. Mr. Speaker, I rise in
strong support of the rule and the Pa-
tient Protection Act. This bill is a
well-crafted piece of legislation which
addresses many of the problems facing
our Nation’s rapidly changing health
care system.

What the bill does makes it worth
supporting. It strengthens health care
plan accountability by providing a sys-
tem of reviews and appeals, to make
sure that Americans who have health
insurance get the care they need when
they need it; it guarantees patients’
choice by ensuring a point of service
option, so that patients have the free-
dom to see the provider of their choice;
it expands the availability and afford-
ability of health insurance for millions
of Americans through the creation of
HealthMarts and Association Health
Plans, by creating Community Health
Center networks, and by expanding
Medical Savings Accounts; it guaran-
tees the right of patients to emergency
room service; it guarantees the right of
women to have direct access to their
OB-GYN; it guarantees parents the
right to direct access to pediatricians
for their children.

These are much-needed improve-
ments, and they are the one big reason

to support the Patient Protection Act,
the things it does.

But there is another reason to sup-
port the Patient Protection Act, and
that is what it does not do. It does not
load down the health care system with
a new layer of bureaucracy; it does not
guarantee an explosion of unnecessary
costs and costly litigation, it puts peo-
ple into care, and not into courtrooms;
and it would not increase the cost of
health care dramatically, like the Pa-
tients’ Bill of Rights would do.

Mr. Speaker, it is a very good piece
of legislation because of what it does,
and even because of what it does not
do.

I urge my colleagues to support the
Patient Protection Act.

Mr. FROST. Mr. Speaker, I yield two
minutes to the gentlewoman from the
Virgin Islands (Ms. CHRISTIAN-GREEN).

Ms. CHRISTIAN-GREEN. Mr. Speak-
er, I thank my colleague for yielding
me time.

Mr. Speaker, I rise in support of the
Ganske-Dingell bill. As a physician
who has practiced medicine for more
than 20 years, I know well many of the
troubling aspects of the industry, par-
ticularly as they affect minorities.
That is why I rise today to support the
Ganske-Dingell bill and to bring to this
body’s attention and to the attention
of the American people an issue which
might not be discussed today, the dis-
crimination of African-American phy-
sicians and patients by managed care
plans.

Because minority physicians often
serve poorer, sicker and are often solo
practitioners and not a part of a group
that makes a tidy profit each year, we
do not make attractive candidates for
inclusion into managed care plans.

Similarly, because minority patients
are often uninsured and receive medi-
cal assistance from programs such as
Medicare and Medicaid, they are also
not attractive sources of revenue to
such plans as well. As we seek to re-
form the managed care industry, we
must not forget the concerns of minori-
ties in this effort and their struggle to
have their health care needs addressed.

My friends in the majority must stop
playing politics with the lives of the
American public and pass the Patients’
Bill of Rights. The people who put us
here and depend on us have asked us
for and deserve a better health care de-
livery system. The Ganske-Dingell bill
does that. I urge its passage. Let us put
the ‘‘care’’ back in health care.

Mr. FROST. Mr. Speaker, I yield
three minutes to the gentleman from
Texas (Mr. DOGGETT).

Mr. DOGGETT. Mr. Speaker, before
coming to this Congress, I worked each
day in a much different place, in a
courtroom, as a judge on the highest
court in Texas. I was called a justice,
as were my colleagues, and asked to do
justice. And yet, time after time, I
found my hands and those of my col-
leagues tied by a Federal law.

We saw victims of injustice, who had
suffered not only some grievous loss in
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terms of an illness or an injury, but the
same families who suffered abuse at
the hands of insurance companies, and,
because of a law that was passed in this
National capital, we were powerless to
do anything about it.

Recently the State of Texas became
the first state to pass a new law to try
to hold these managed care companies
accountable for what they were doing.
And, wouldn’t you know it, the same
insurance companies that used to come
into my court went into another court
to try to block this new state account-
ability law.

Today that same group of health care
companies finds willing allies over here
from the Republican leadership to help
them continue to do the very same
thing. They are folks who would deny
help to the infirm. What is happening
here is much like a firefighter, who
sometimes builds a small fire in order
to stop a much larger fire. There is a
fire of outrage burning across this
country, as one family after another
suffers abuse and limitation of care at
the hands of managed care companies.

So the Republican leadership has
come forward today in a very contrived
fashion. They tried to provide the least
amount of reform possible and still call
it ‘‘patients rights,’’ while doing essen-
tially nothing to untie the hands of
judges all across this country to pro-
vide a remedy.

Mr. Speaker, they say that what they
are about is providing help to patients
and not getting lawyers in the process.
But, you know, that is false under their
whole procedure. They keep lawyers in-
volved in the process. They keep them
involved only for the insurance com-
pany, not for the victim of the insur-
ance company’s abuse. They say that it
is okay to have the lawyers that write
the loopholes, that counsel the insur-
ance companies to interfere with some
clerk, who never had any health care
experience, in the best recommenda-
tions of a physician or other health
care provider to help that physician’s
patient get well. But Republicans
would deny any enforcement, any ac-
countability, for that insurance com-
pany.

They say they are opposed to getting
juries involved in this process, and that
is also false. They simply leave the
only jury as not a jury of one’s peers,
but an insurance company, that acts as
judge, jury and, in too many cases, exe-
cutioner when it comes to providing
health care. We would remedy that
through the Dingell proposal, not
through some election year sop.

Mr. FROST. Mr. Speaker, I yield 2
minutes to the gentlewoman from Con-
necticut (Ms. DELAURO).

Ms. DELAURO. Mr. Speaker, I rise in
support of the Ganske-Dingell bill and
truly relish this debate. I truly wish we
had more time for it.

Today we are going to vote on a Re-
publican sham HMO reform bill which
actually leaves patients with less
rights than they have under current
law.

Let me give you an example. The
GOP bill will repeal state laws that
keep HMOs from giving out your pri-
vate medical records. Under this Re-
publican proposal, your employer could
call for your medical records and your
HMO could release your personal medi-
cal records without your permission.

But the worst thing about this politi-
cal charade is that the Republican bill
does not address the one problem that
millions of Americans have asked us to
fix, that doctors and patients should
make medical decisions, not insurance
company bean counters.

Under the GOP bill, HMOs will con-
tinue to define what is medical neces-
sity and accountants will continue to
decide what medical care Americans
ought to receive. And if some HMO bu-
reaucrat with no medical training
makes a mistake that injures or kills
you or a member of your family, you
have no legal recourse. The GOP bill
says, too bad, and tough luck.

This is a sham bill, and that is why
the American Medical Association and
dozens of other medical groups oppose
it, and why the HMO companies sup-
port it. It has no protections and no en-
forcement mechanism. That is why the
President has said he will veto it.

Let us pass real reform for the Amer-
ican people in this country. That is
what they want, that is what they
need. Pass the Democratic Patients’
Bill of Rights. It is the way that we
need to address the serious issue of get-
ting back the decisionmaking between
doctors and patients, and out of the
hands of the HMOs.

Mr. GOSS. Mr. Speaker, I yield my-
self such time as I may consume.

Mr. Speaker, regrettably, the last
speaker has been victimized by misin-
formation in the paper, in the Washing-
ton Post this morning, as have other
Members. When we get to the debate
we will explain that much of what was
presented was incorrect.

Mr. Speaker, I yield 3 minutes to the
distinguished gentleman from Missouri
(Mr. TALENT), a member of the special
task force.
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Mr. TALENT. Mr. Speaker, I thank
the gentleman for yielding me this
time.

I am very pleased to rise in strong
support of the Patient Protection Act
because it is the only bill on the House
floor today that will provide health
care coverage to millions of people,
hard-working Americans who currently
do not have it. It is the only bill that
will ensure that Americans who have
health care coverage get the coverage
their physician recommends when they
need it, before they get sick, and it is
the only bill that does what it does
without big government and big bu-
reaucracy.

First, access to the uninsured. Mr.
Speaker, there are 42 million Ameri-
cans today who do not have health care
coverage. Most of them work for small
employers who, because of the high ad-

ministrative costs and the low buying
power with small pools, cannot afford
to provide them health insurance. If
they worked for IBM, they would have
access to a variety of different options.

So what our bill does is allows those
small employers to pool together and
get the buying power of a pool. It will
cover millions of people with good, pri-
vate sector health insurance and pro-
vide many more choices to millions of
those who currently only have one
choice or two.

What does the Dingell bill do? What
does it do for the uninsured? Well, ac-
cording to a cosponsor from the other
body, not much. In fact, the ‘‘not-
much’’ plan is worse than not much,
because according to the CBO, it will
drive costs up to the point that 1.6 mil-
lion people who now have health insur-
ance will be thrown off the health in-
surance rolls.

Our bill also ensures that people will
get the care they need when they need
it, and does it without big government.
It provides swift, certain, low-cost ac-
cess for somebody whose physician has
recommended care whose plan has
turned it down to get that decision re-
versed. First internal review has to be
before a physician, not a health care
professional, not a nurse. That is a dif-
ference from the Dingell bill.

Second, automatic appeal has a right
to an external review before physi-
cians. The Dingell bill does not have
that. We get people in the treatment
rooms, not waste billions of dollars
that should be spent on health care in
the courtrooms.

Mr. Speaker, all of us who have dealt
with this issue have dealt with the sto-
ries about people who have needed cov-
erage and have had it denied by their
managed care plans. Those are not just
horror stories, they are horrible sto-
ries. Tales of human misery, of pain, of
loss of babies, loss of limbs; that should
not happen. Under our bill and only
under our bill those stories would not
have happened and will not happen in
the future.

That is what this debate today is
about, that is what this bill is about. It
should not be about politics, it should
not be about an issue for November; it
should be about helping the people to
get the care that they need when their
physician recommends it. That is why
I rise in strong support of the Patient
Protection Act.

Mr. FROST. Mr. Speaker, I yield 2
minutes to the gentlewoman from
Texas, (Ms. EDDIE BERNICE JOHNSON).

Ms. EDDIE BERNICE JOHNSON of
Texas. Mr. Speaker, it is ironic that I
stand here and know so well that every
taxpaying American has paid for much
of the research that persons now are
denied the result of.

I wish this was not such a partisan
area, because we are dealing with the
most basic need and right of the Amer-
ican people, and that is health care. No
insurance company has the right to
only insure young, healthy people.
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I have heard all kinds of rhetoric

about the bureaucracy. The bureauc-
racy rests with the insurance compa-
nies who are doing everything they can
to deny care so that health care pre-
miums can be used as cash cows. That
is most unfortunate. Can we imagine
someone who goes to an emergency
room, very ill, very confused and
frightened, and then be told they have
to wait to get permission to take care
of them. That is where we are today.

I do not understand, frankly, how we
can become so committed to an indus-
try, the insurance industry, that we
forget that we are here to protect peo-
ple.

Mr. Speaker, I rise against this rule
because I do not want it to continue to
gag physicians who have been educated
and trained to take care of patients. I
do not want to support a system that
only makes money for the insurance
companies. It has been never intended
that health care services be cash cows
for insurance companies.

This is a terrible rule. I hope we all
understand that the people are crying
out for help. They do not mean help
the insurance companies. They want
help themselves.

We owe it to the American people to
offer them this protection. We have
failed to do it with this Republican
plan, and I rise against this rule and
ask everyone to vote against it until
we can produce a decent plan.

Mr. GOSS. Mr. Speaker, I yield my-
self such time as I may consume to say
to the gentlewoman that I hope she
will be relieved to find when she reads
our bill that we have, in fact, removed
the gag order.

Mr. Speaker, I yield 1 minute to the
distinguished gentleman from Texas
(Mr. PAUL).

Mr. PAUL. Mr. Speaker, I thank the
gentleman for yielding me this time.

I rise in support of the rule. Under
the circumstances, the rule is very fair.
It offers an opportunity for our side to
vote for the Patient Protection Act as
well as a vote for the opposition. I
think that is quite fair, so I strongly
support the rule.

I would like to call to the attention
of my colleagues one particular part of
our bill that I think is very important
and addresses a problem I see as being
very serious.

In 1996, the Kennedy-Kassebaum bill
allowed for a national identifier and a
national data bank to control all our
medical records at a national level.
This is very dangerous. In a bill that is
called the Patient Protection Act, ob-
viously the best thing we can do is pro-
tect patient privacy. If we do not, we
interfere with the doctor-patient rela-
tionship, and this is a disaster.

This whole concept of a national
identifier—the administration is al-
ready working to establish this—is
dangerous and we must do whatever is
possible to stop it.

I compliment the authors of this bill
to prohibit this national medical data
bank.

Mr. FROST. Mr. Speaker, I would in-
quire about the time remaining.

The SPEAKER pro tempore (Mr.
LAHOOD). The gentleman from Texas
has 11 minutes remaining and the gen-
tleman from Florida has 10 minutes re-
maining.

Mr. FROST. Mr. Speaker, I yield 2
minutes to the gentleman from Ohio
(Mr. TRAFICANT).

Mr. TRAFICANT. Mr. Speaker, I sup-
port the rule; I also support the Demo-
crat substitute, and if it fails, I will
support the Republican bill. Both bills
are better than the current system,
and the need for reform is greater than
Democrat and Republican posturing.

Doctors should make decisions on
our health care, not businessmen. Pa-
tients should be able to choose the doc-
tor they want. Insurance companies
and business managers without medi-
cal degrees should not be delivering our
health care system.

Mr. Speaker, I say to my colleagues,
this current system is not managed
care; this system in America is man-
aged cost. Dollars are all they see, not
pain, not disease, not people, not chil-
dren, not cancer, not cures; they see
dollars.

The Congress of the United States is
appropriately making necessary
changes today, and these business peo-
ple have to understand that the Amer-
ican people want a doctor, not an ac-
countant, when they have a gall blad-
der problem, I say to my colleagues.
And hospitals should not be throwing
them out because of dollar concerns; it
should be predicated on sound medical
practice.

It is a shame when Congress has to
intervene, but America has gone from
the Hippocratic oath to hypocrisy in a
managed cost health care system.

I will support whatever survives; it is
better than the animal that still lives.

Mr. GOSS. Mr. Speaker, I yield 2
minutes to the gentlewoman from Ken-
tucky (Mrs. NORTHUP).

Mrs. NORTHUP. Mr. Speaker, I am
glad to be a part of this debate. In my
previous life I was part of the Ken-
tucky General Assembly, and while
they were altruistic legislators that
created the disaster that we had in
Kentucky, the fact is that that is ex-
actly what they created, a terrible dis-
aster.

We had what would be proposed
today by the Democrats in the term of
health care reform, and what it created
were enormously escalating prices,
prices that escalated so fast that we
tried to intervene by capping the prices
of our insurance premiums. What did
that do? It chased 45 out of 47 of the in-
surance companies that were selling in-
surance in Kentucky right out of the
State.

So what did our consumers in Ken-
tucky get left with? They got left with
higher prices for insurance, they got
left with higher copayments, and they
got left with fewer choices.

I am so proud to be here today, to be
part of an effort to give the American

people what they really want. What do
they want? They want essential medi-
cal services. They want them to be af-
fordable, both the insurance and the
copayments, and they want more
choices. We are taking a giant step in
that direction today.

What we are doing is helping make
sure that medical money stays in medi-
cine. The American people resent the
fact that they pay for their insurance,
that their employer contributes to
their insurance, and they make copay-
ments, and a tremendous amount of
that money gets diverted to lawyers, to
court costs, to liability costs and to ad-
ministrative costs.

We need to make sure that all the
money we spend in medicine, under-
standing that there is a finite amount
of money that gets spent on good
health delivery, for patients when they
need it.

We need to make sure that we do not
create a bill that has so many man-
dates in it that we begin to say to the
American people, you are going to pay
more and more because we know what
you need and want, not you. I thank
the task force for creating this oppor-
tunity.

Mr. FROST. Mr. Speaker, I yield 2
minutes to the gentleman from Mary-
land (Mr. CARDIN).

Mr. CARDIN. Mr. Speaker, I thank
my friend from Texas for yielding me
this time.

Mr. Speaker, this is one of the most
important issues that we are going to
deal with in this Congress, how we pro-
vide patients protection in the health
care system of this country. I am out-
raged, and I hope my colleagues are
outraged, by the process that we are
using in considering this legislation.

There have been no hearings on the
Republican bill. It did not go through
any of the committees of jurisdiction
for the purpose of markup or to try to
get the drafting done correctly, and no
wonder that this bill is drafted so poor-
ly. My Republican colleagues did not
get it right. It is not going to do what
they are advertising.

Let me just give one example. H.R.
815, which I introduced many, many
months ago, deals with access to emer-
gency care. We have 240 cosponsors of
that legislation that adopts the pru-
dent layperson standard so that an
HMO has to reimburse a patient who
should go to an emergency room. We
passed it last year for Medicare and
Medicaid, and yet the Republican bill
does not get it right. It does not in-
clude pain. So if one has severe pain
and reasonably should go to an emer-
gency room, one’s HMO can deny cov-
erage. That is wrong. Even the HMOs
acknowledge that pain is a reason to go
to an emergency room. But my Repub-
lican colleagues did not put it in their
bill and they did not allow a correction
to be made. That is wrong.

Let me give another example. My Re-
publican colleagues brag about an ex-
ternal appeal process, that they are
giving the patients the right to take an
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appeal, but what they are not saying is
they did not get that right. The deci-
sion is not binding on the HMO. It is
not independent. The HMO gets to se-
lect the people that serve on the panel.
My Republican colleagues did not get
it right.

There is legislation that has been
filed that deals with external appeal,
but my Republican colleagues did not
bother taking it through the commit-
tees so that we could have that debate.

I urge my colleagues to adopt the bi-
partisan bill, which is our only chance
today to provide meaningful patient
protection.

Mr. GOSS. Mr. Speaker, I thank the
distinguished gentleman from Mary-
land (Mr. CARDIN), my friend, who is in-
deed my close friend. I did not get it
exactly right in describing our bill as
the debate will show, but that is why
we have the debate.

Mr. Speaker, I yield 2 minutes to the
gentleman from Ohio (Mr. BOEHNER).

(Mr. BOEHNER asked and was given
permission to revise and extend his re-
marks.)
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Mr. BOEHNER. Mr. Speaker, in just 3
years this Congress has delivered the
first balanced budget in a generation,
the first tax cuts from Washington in
16 years, and real reforms that are im-
proving the lives of many who are on
welfare today as they are able to move
from welfare to work.

Today we are going to move in a bi-
partisan fashion to continue to add to
our record of success and an oppor-
tunity to help the American people.

As I travel around my district, I have
had many conversations with my con-
stituents who are concerned about ac-
cess to good-quality health care. As
much as they want access, they are
also concerned about making sure that
it is affordable.

As I look at the two pieces of legisla-
tion that we are going to debate today,
it is clear to me that the bill brought
to us by the task force, headed by the
gentleman from Illinois (Mr. DENNIS
HASTERT), is a bill that does that. It
empowers consumers, not lawyers. It
makes sure that health care continues
to be affordable and accessible for all
Americans.

I think, in the end, that is what peo-
ple want. They do not want to go to
court. They want to be able to go to
the doctor. They want to be able to get
the treatments they need. And I think
the empowerment that we see in our
piece of legislation is exactly that.

The other bill that we will be debat-
ing, the proposal by the gentleman
from Michigan, in fact creates an awful
lot of big government, an awful lot of
access to lawsuits and to lawyers and
to courts, driving up the cost of health
care. My greatest concern about the
proposal from the gentleman from
Michigan is that, by opening up em-
ployers to the lawsuit abuse that could
occur, many employers in America are
going to say we are not going to be pro-

viding health care coverage to our em-
ployees anymore.

I know myself, as a small employer,
I would not continue to offer health
care to my employees if I am subject to
being sued by doctors, who may be on
solid ground, maybe not. I am going to
give them a voucher and let them go
fight for their own.

I do not think that is what the Amer-
ican people want. They want reason-
able access, reasonable cost to good-
quality care.

Mr. FROST. Mr. Speaker, I yield 2
minutes to the gentlewoman from
North Carolina (Mrs. CLAYTON).

(Mrs. CLAYTON asked and was given
permission to revise and extend her re-
marks.)

Mrs. CLAYTON. Mr. Speaker, I
thank the gentleman for yielding me
this time.

When a child has a disease that can
be cured, should the decision of wheth-
er to provide needed treatment be
made by a doctor and the child’s par-
ents or by bureaucrats who are count-
ing dollars and cents?

When a wife or mother has had a
mastectomy and the procedure has not
yet worn off, should she be forced to
leave the hospital because of a rigid
routine for saving dollars rather than
saving lives?

When a husband and a father is un-
able to get prior approval from the in-
surance who he is paying for an emer-
gency, should he be required to pay
that medical bill himself?

When a grandfather is stricken with
a life-threatening stroke, should the
person transporting him be required to
pass a hospital that is closest to him to
go to one that is further away because
a narrow-thinking person is more in-
terested in saving dollars than, again,
in saving lives?

H.R. 3605, which is the Patients’ Bill
of Rights, the Democrat substitute, in-
deed speaks to a number of basic rights
that all of these patients that I just de-
scribed should have and not have to
suffer. The Republican bill, H.R. 4250,
does not.

Many of the patient rights that we
are talking about indeed does mean
that a patient should have a right to
sue. A patient should have a right to
indeed hold us accountable for our li-
abilities and our rights. The patient
should have a right to choose their doc-
tor. A patient should have a right to
choose other professionals that they
desire.

H.R. 3605 does provide open commu-
nication. Although those on the other
side say the gag clause is in there, I
cannot find it. So I urge my colleagues
to support the Patients’ Bill of Rights,
the Democratic substitute.

Mr. GOSS. Mr. Speaker, I yield 1
minute to the gentleman from Florida
(Mr. WELDON), my colleague.

Mr. WELDON of Florida. Mr. Speak-
er, I thank the gentleman for yielding
me this time.

As a physician who still practices
medicine, I rise in strong support of

this rule. I have worked in managed-
care settings and I have worked in fee-
for-service settings. The important
issue here is can we, in Washington,
pass legislation that will help restore
the doctor-patient relationship and,
importantly, help restore quality
health care within managed-care net-
works?

Now, my good friends on the Demo-
crat side of the aisle have their bill; we
have our bill. We are going to have a
very interesting debate here this morn-
ing. I think the important issue, which
speaks of how much better our Repub-
lican bill is, is the fact our bill is the
bill that is not going to drive up costs,
where the Democrat bill will; and, im-
portantly, our bill is going to enable
people who are uninsured to have ac-
cess to health care and help them to
more easily afford health care.

I would encourage all my colleagues
to support this rule. Listen to the de-
bate during general debate and the de-
bate on the amendments and, in the
end, I believe our bill is going to pass.
Our bill is the better bill for restoring
quality, for restoring the doctor-pa-
tient relationship, for reducing cost
and giving the uninsured better access
to health care.

Mr. FROST. Mr. Speaker, I yield 2
minutes to the gentleman from Texas
(Mr. TURNER).

(Mr. TURNER asked and was given
permission to revise and extend his re-
marks.)

Mr. TURNER. Mr. Speaker, it has
been suggested that the Republican bill
is better, a better protection for pa-
tients. I submit to my colleagues that
the Republican bill is worse protection
for patients than exists in current law
in most of our States.

I come from Texas. The Texas legis-
lature passed patient protection legis-
lation in 1977, fully intending that all
HMOs be covered by the protections of
State law.

The Republicans submit a bill today
that would control patient protections
at the Federal level. It would set out a
set of rules that are far inferior to
those in the Democratic alternative.

On the Republican bill, if the HMO
denied coverage, the only remedy
would be to go, if an individual is in a
self-insured plan, to Federal Court.
And when that individual gets there,
they will not have a remedy.

In 1971, Phyllis Cannon was diag-
nosed with leukemia. She appealed to
her HMO for a bone marrow transplant.
The HMO refused. For over 40 days the
HMO refused coverage. About a month
after that, she died.

The court ruled that, under ERISA,
she had no recovery. Under the Repub-
lican bill today, she would be entitled,
her estate, to $20,000, a small price for
a life, the denial of treatment. Under
the Republican bill, the penalty is $500
a day. A much cheaper alternative for
an HMO than providing the treatment
that should have been provided to
Phyllis Cannon.

I submit to my colleagues that every
Member of this House needs to look at
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what their State has done to protect
patients, because a vote for the Repub-
lican bill is rolling back the protec-
tions that most of our States have al-
ready provided for patients under the
law. In every place in this country,
protecting patients enrolled in HMOs
has been a bipartisan effort. Only in
Washington is patient protection par-
tisan.

Mr. GOSS. Mr. Speaker, may I ask
for an accounting of the times again?

The SPEAKER pro tempore (Mr.
LAHOOD). The gentleman from Florida
(Mr. GOSS) has 6 minutes remaining
and the gentleman from Texas (Mr.
FROST) has 3 minutes remaining.

Mr. GOSS. Mr. Speaker, I yield 3
minutes to the gentlewoman from Ohio
(Ms. PRYCE), who is also a member of
the task force as well as a member of
leadership.

Ms. PRYCE of Ohio. Mr. Speaker, I
thank my friend for yielding me this
time, and I rise in strong support of
this rule. And as a member of the
working group on health care quality, I
first want to thank our chairman, the
gentleman from Illinois (Mr. DENNY
HASTERT), for his patience and exper-
tise and many hours of hard work that
got us here today.

Mr. Speaker, the Patient Protection
Act is the only managed care reform
bill that goes beyond patient protec-
tion to address the issues of access and
affordability of health care. Not only
does this bill ban gag rules, provide
emergency room access, and guaranty
a choice of provider, it increases the
number of people with insurance. It
does that by helping small employers
purchase affordable health benefits for
their employees.

Now, it is nice to talk about quality.
We all want the best health care we
can get. But A-plus care does not help
if we cannot afford to buy it. The Dem-
ocrat proposal would price many, many
people out of the market. We all know
that more requirements, regulations,
and government is not going to make
insurance any cheaper. Rest assured,
more government largess is just what
we will get with the Democrat health
bill.

Now, liability has become the rally-
ing cry for the opponents of the Pa-
tient Protection Act. And the health
care working group discussed this issue
at length and came to some very ra-
tional conclusions. As a former judge, I
think the solution we provide meets
every legitimate goal of liability re-
form. The bottom line is that Ameri-
cans pay a pretty sum for their health
insurance and they expect it to cover
the health care that they need when
they need it. That is the crux of this
debate.

Patients do not want bureaucrats de-
nying their access to care; and when a
claim is denied, patients want a quick
remedy that relies on the opinion of a
medical professional. But my Demo-
cratic colleagues would tell these dis-
satisfied patients that they must hire a
lawyer and they send them off to court.

Mr. Speaker, what the Democrats fail
to understand is that patients do not
want a lawyer, a court date and expen-
sive litigation. They want a doctor, a
diagnosis, and treatment their doctor
tells them that they need.

The Republican bill will get them
that care by guaranteeing patient ac-
cess to expedited review by independ-
ent medical experts. The Republican
plan keeps patients out of court and in
the health care system, and it requires
the health plans to provide the cov-
erage that they are promised.

The expedited appeals process in the
Patient Protection Act gives patients
the leverage they need to quickly get
the care they deserve without going to
court and waiting through years and
years of litigation. I urge my col-
leagues to support patients, not law-
yers’ paychecks, and vote for this rule
and the Republican Patient Protection
Act.

Mr. FROST. Mr. Speaker, I yield 1
minute to the gentlewoman from Texas
(Ms. JACKSON-LEE).

(Ms. JACKSON-LEE asked and was
given permission to revise and extend
her remarks.)

Ms. JACKSON-LEE of Texas. Mr.
Speaker, this is the real face of health
care in America: A young boy who had
a difficult birth and developed cerebral
palsy. And at age 14 months the bu-
reaucrats from the HMOs, the ones who
are there just to ensure that those who
need care do not get care, denied this
young boy speech therapy and other
kinds of therapies that he needed to
have a better life.

Americans know the real deal. They
understand what it means as they trav-
el around this summer on vacation and
something tragic happens and they go
to an emergency room away from their
State and that emergency room, be-
cause the HMO says they cannot come
in, sends them away. They understand
when a little one falls from a tree play-
ing in the back yard and has pain; and
the emergency room, because of the
HMO, says no because all they have is
pain as evidence of their injury and the
HMO says pain is not enough.

I would say to my colleagues, Mr.
Speaker, the real Bill of Rights is that
of the Democrats, and that is what we
need to support today. It is bipartisan,
it is for real, it will the right health
care coverage and the American people
know the real thing.

Mr. FROST. Mr. Speaker, I yield the
balance of my time to the gentleman
from Maryland (Mr. HOYER).

(Mr. HOYER asked and was given
permission to revise and extend his re-
marks.)

Mr. HOYER. Mr. Speaker, the gentle-
woman from Ohio (Ms. PRYCE) said
what the Democrats know. Let me tell
my colleagues what the Democrats
know. When people commit wrongs,
they do not want to be held account-
able, and the Republicans are making
sure that is true.

I rise today in opposition to H.R.
4250, the bill that my friends on the

other side of the aisle claim reforms
managed care. The previous speaker,
the chairman of their conference, said
what the Republican Congress had
brought as it pertains to a balanced
budget. We will argue that some other
time. The fact is, this Congress has not
brought hardly anything to the Amer-
ican public.
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It is the do-nothing Congress.
This bill is on the floor today because

a discharge petition was signed by the
gentleman from Iowa (Mr. GANSKE) and
the gentleman from Michigan (Mr. DIN-
GELL) and about 190 others of us, and
says, we want a health care reform bill
on this floor. That is the reason it is
here and the only reason we are here
today.

I rise in strong support of the sub-
stitute offered by the gentleman from
Iowa (Mr. GANSKE), a Republican and a
doctor, and the gentleman from Michi-
gan (Mr. DINGELL), the former Chair-
man of the Committee on Commerce,
now Ranking Member, and the next
Chairman of the Committee on Com-
merce.

The Republicans have chosen to sup-
port H.R. 4250, the so-called ‘‘Patient
Protection Act.’’ They bring this bill
to the floor today with no hearings, no
mark-ups, and no CBO estimate. In
other words, they were so panicked by
the discharge petition, that they
brought it to the floor without the reg-
ular process.

Mr. Speaker, the American public
wants access to health care. The Amer-
ican public wants decisions made by
their doctors and by themselves, not
by, as all of us have said, insurance
companies. They are right. But the
American public will not be fooled as
to which alternative gives them protec-
tion, as to which bill gives them ac-
cess, and as to which bill allows them
to hold accountable those who under-
cut their health care protection.

My colleagues, I ask you to support
the Democratic substitute, the Repub-
lican substitute, supported by Members
on the other side of the aisle, the
Ganske-Dingell substitute, supported
by Members on the other side of the
aisle, which does in fact do what every-
body says they want to do.

Mr. GOSS. Mr. Speaker, I yield my-
self such time as I may consume.

Mr. Speaker, this debate has been on
the rule. Very clearly, we have not
heard much concern about the rule,
with some question about sensitivity
by one speaker. But I do believe we
have got a better process here than a
discharge petition. And I think we will
have a fair, longer, more extensive,
complete, and deliberative debate at a
result of this rule. And I do urge that
everybody support it. I honestly do not
think it is controversial in any way.

What we are doing today is respond-
ing to the call of all American people
for improvements in our health care
system but particularly for those who
have no health care insurance. We are
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not responding to the interests of any
special groups or any special parties.
And there are plenty of those who are
asking for special attention. I think we
have responded to America, to the peo-
ple of America, who need health care.

We are doing this in the same spirit
that we resolved the job lock and port-
ability problems, the preexisting condi-
tion problems. We are doing this in
same way that made the trust fund
whole in Medicare. We are addressing
the problems in our country in health
care and we are doing it responsibly.

There has been a lot said and there
will be a lot more said, and there clear-
ly is much misinformation. I even read
some misinformation in the Washing-
ton Post this morning, which has obvi-
ously misled some of the speakers who
have addressed this during this rule.

It is very clear that we have made a
good bill, and it is very clear that not
everybody understands it yet. It is also
very clear that the Patient Protection
Act does not have any big brother in it.
There is no big brother in our bill. In
fact, we put a halt to the big brother
ID system that has been recently dis-
cussed and that so many Americans
find extremely distasteful and an inva-
sion of their privacy.

I think that many portions of the
legislation that we have, as virtually
everybody knows that is tuned into
this, have already been through appro-
priate committees and they have been
I think well put together and much de-
bated.

I think the critical point probably is
that what we have done in this bill is
cut into the 42 million Americans, that
big pool of people who do not have
health care insurance, and given them
the opportunity to get it.

The bill on the other side, the Din-
gell-Kennedy bill, adds, according to
CBO, to the pool of Americans who will
not have health care insurance. That is
simply unacceptable. Accessibility to
health care insurance is critical.

I want to close on a note that many
will recognize. My wife and I experi-
enced something this year that every
parent dreads, a seriously sick young-
ster coming in and asking for health
care and the plan that that child was
under could not perform. I personally
got involved with why and what went
wrong.

So when I speak to my colleagues to
say that I think we have a fix in the
patient protection care, I speak to
them as a parent, not as a legislator. I
assure my colleagues, I would not be
supporting this legislation if I did not
think my sick youngster would be bet-
ter off under this plan.

I urge support of this rule.
Mr. Speaker, I yield back the balance

of my time, and I move the previous
question on the resolution.

The previous question was ordered.
The SPEAKER pro tempore (Mr.

LAHOOD). The question is on the resolu-
tion.

The question was taken; and the
Speaker pro tempore announced that
the ayes appeared to have it.

Mr. FROST. Mr. Speaker, I object to
the vote on the ground that a quorum
is not present and make the point of
order that a quorum is not present.

The SPEAKER pro tempore. Evi-
dently a quorum is not present.

The Sergeant at Arms will notify ab-
sent Members.

The vote was taken by electronic de-
vice, and there were—yeas 279, nays
143, not voting 12, as follows:

[Roll No. 335]

YEAS—279

Aderholt
Archer
Armey
Bachus
Baesler
Baker
Ballenger
Barr
Barrett (NE)
Bartlett
Barton
Bass
Bateman
Bereuter
Bilbray
Bilirakis
Bliley
Blumenauer
Blunt
Boehlert
Boehner
Bonilla
Bono
Boswell
Boyd
Brady (TX)
Bryant
Bunning
Burr
Burton
Buyer
Callahan
Calvert
Camp
Campbell
Canady
Cannon
Capps
Chabot
Chambliss
Christensen
Clayton
Clement
Coble
Coburn
Collins
Combest
Cook
Cooksey
Cox
Cramer
Crane
Crapo
Cubin
Cummings
Cunningham
Danner
Davis (VA)
Deal
DeGette
Delahunt
DeLay
Diaz-Balart
Dickey
Dingell
Doyle
Dreier
Duncan
Dunn
Ehlers
Ehrlich
Emerson
English
Ensign
Etheridge
Everett
Ewing
Fawell
Foley
Fossella
Fowler
Fox

Franks (NJ)
Frelinghuysen
Frost
Gallegly
Ganske
Gekas
Gibbons
Gilchrest
Gillmor
Gilman
Goode
Goodlatte
Goodling
Gordon
Goss
Graham
Granger
Greenwood
Gutknecht
Hall (TX)
Hamilton
Hansen
Hastert
Hastings (WA)
Hayworth
Hefley
Hefner
Hill
Hilleary
Hobson
Hoekstra
Holden
Hooley
Horn
Hostettler
Houghton
Hulshof
Hunter
Hutchinson
Hyde
Inglis
Jackson-Lee

(TX)
Jenkins
Johnson (CT)
Johnson, Sam
Jones
Kanjorski
Kasich
Kelly
Kennedy (MA)
Kennelly
Kildee
Kilpatrick
Kim
Kind (WI)
King (NY)
Kingston
Klug
Knollenberg
Kolbe
LaHood
Largent
Latham
LaTourette
Lazio
Leach
Lewis (CA)
Lewis (KY)
Linder
Lipinski
Livingston
LoBiondo
Lofgren
Lucas
Manton
Manzullo
Mascara
McCarthy (MO)
McCarthy (NY)
McCollum
McCrery

McDade
McHugh
McInnis
McIntosh
McIntyre
McKeon
Metcalf
Mica
Millender-

McDonald
Miller (FL)
Mollohan
Moran (KS)
Moran (VA)
Morella
Murtha
Myrick
Nethercutt
Neumann
Ney
Northup
Norwood
Nussle
Obey
Ortiz
Oxley
Packard
Pallone
Pappas
Parker
Pascrell
Pastor
Paul
Paxon
Pease
Peterson (PA)
Petri
Pickering
Pitts
Pombo
Porter
Portman
Pryce (OH)
Quinn
Radanovich
Rahall
Ramstad
Redmond
Regula
Riggs
Riley
Rivers
Roemer
Rogan
Rogers
Rohrabacher
Ros-Lehtinen
Rothman
Roukema
Royce
Ryun
Salmon
Sanford
Sawyer
Saxton
Scarborough
Schaefer, Dan
Schaffer, Bob
Sensenbrenner
Sessions
Shadegg
Shaw
Shays
Sherman
Shimkus
Shuster
Skeen
Skelton
Smith (MI)
Smith (NJ)
Smith (OR)
Smith (TX)

Smith, Adam
Smith, Linda
Snowbarger
Snyder
Solomon
Souder
Spence
Stearns
Stump
Sununu
Talent
Tauzin

Taylor (MS)
Taylor (NC)
Thomas
Thornberry
Thune
Tiahrt
Traficant
Upton
Walsh
Wamp
Watkins
Watts (OK)

Weldon (FL)
Weldon (PA)
Weller
Wexler
Weygand
White
Whitfield
Wicker
Wilson
Wise
Wolf

NAYS—143

Abercrombie
Ackerman
Allen
Andrews
Baldacci
Barcia
Barrett (WI)
Becerra
Bentsen
Berman
Berry
Bishop
Blagojevich
Bonior
Borski
Boucher
Brady (PA)
Brown (CA)
Brown (FL)
Brown (OH)
Cardin
Carson
Castle
Clay
Clyburn
Condit
Conyers
Costello
Coyne
Davis (FL)
Davis (IL)
DeFazio
DeLauro
Deutsch
Dicks
Dixon
Doggett
Dooley
Edwards
Engel
Eshoo
Evans
Farr
Fattah
Fazio
Filner
Forbes
Frank (MA)

Furse
Gejdenson
Gephardt
Green
Hall (OH)
Harman
Hastings (FL)
Hilliard
Hinchey
Hinojosa
Hoyer
Istook
Jackson (IL)
John
Johnson (WI)
Johnson, E.B.
Kaptur
Kennedy (RI)
Kleczka
Klink
Kucinich
LaFalce
Lampson
Lantos
Lee
Levin
Lewis (GA)
Lowey
Luther
Maloney (CT)
Maloney (NY)
Martinez
Matsui
McDermott
McGovern
McHale
McKinney
McNulty
Meehan
Meek (FL)
Meeks (NY)
Menendez
Miller (CA)
Minge
Mink
Moakley
Nadler
Neal

Oberstar
Olver
Owens
Payne
Pelosi
Peterson (MN)
Pickett
Pomeroy
Poshard
Price (NC)
Rangel
Reyes
Rodriguez
Roybal-Allard
Rush
Sabo
Sanchez
Sanders
Sandlin
Schumer
Scott
Serrano
Sisisky
Skaggs
Slaughter
Spratt
Stabenow
Stark
Stenholm
Stokes
Strickland
Stupak
Tanner
Tauscher
Thompson
Thurman
Tierney
Towns
Turner
Velazquez
Vento
Visclosky
Waters
Watt (NC)
Waxman
Woolsey
Wynn

NOT VOTING—12

Chenoweth
Doolittle
Ford
Gonzalez

Gutierrez
Herger
Jefferson
Markey

Torres
Yates
Young (AK)
Young (FL)
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Mr. RANGEL and Mr. MENENDEZ
changed their vote from ‘‘yea’’ to
‘‘nay.’’

Ms. LOFGREN, Mrs. MCCARTHY of
New York, Mr. BILIRAKIS and Mr.
CRAMER changed their vote from
‘‘nay’’ to ‘‘yea.’’

So the resolution was agreed to.
The result of the vote was announced

as above recorded.
A motion to reconsider was laid on

the table.
Mr. HASTERT. Mr. Speaker, pursu-

ant to House Resolution 509, I call up
the bill (H.R. 4250) to provide new pa-
tient protections under group health
plans, and ask for its immediate con-
sideration in the House.

The Clerk read the title of the bill.
The SPEAKER pro tempore (Mr.

KOLBE). The bill is considered read for
amendment.

The text of H.R. 4250 is as follows:
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H.R. 4250

Be it enacted by the Senate and House of Rep-
resentatives of the United States of America in
Congress assembled,
SECTION 1. SHORT TITLE AND TABLE OF CON-

TENTS.

(a) SHORT TITLE.—The Act may be cited as
the ‘‘Patient Protection Act of 1998’’.

(b) TABLE OF CONTENTS.—The table of con-
tents is as follows:

Sec. 1. Short title and table of contents.

TITLE I—AMENDMENTS TO THE EM-
PLOYEE RETIREMENT INCOME SECU-
RITY ACT OF 1974

Subtitle A—Patient Protections.

Sec. 1001. Patient access to unrestricted
medical advice, emergency
medical care, obstetric and
gynecological care, and pedi-
atric care.

Sec. 1002. Effective date and related rules.

Subtitle B—Patient Access to Information

Sec. 1101. Patient access to information re-
garding plan coverage, managed
care procedures, health care
providers, and quality of medi-
cal care.

Sec. 1102. Effective date.

Subtitle C—New Procedures and Access to
Courts for Grievances Arising under Group
Health Plans

Sec. 1201. Special rules for group health
plans.

Sec. 1202. Effective date.

Subtitle D—Affordable Health Coverage for
Employees of Small Businesses

Sec. 1301. Short title of subtitle.
Sec. 1302. Rules governing association

health plans.

‘‘PART 8—RULES GOVERNING ASSOCIATION
HEALTH PLANS

‘‘Sec. 801. Association health plans.
‘‘Sec. 802. Certification of association

health plans.
‘‘Sec. 803. Requirements relating to

sponsors and boards of trustees.
‘‘Sec. 804. Participation and coverage re-

quirements.
‘‘Sec. 805. Other requirements relating

to plan documents, contribu-
tion rates, and benefit options.

‘‘Sec. 806. Maintenance of reserves and
provisions for solvency for
plans providing health benefits
in addition to health insurance
coverage.

‘‘Sec. 807. Requirements for application
and related requirements.

‘‘Sec. 808. Notice requirements for vol-
untary termination.

‘‘Sec. 809. Corrective actions and manda-
tory termination.

‘‘Sec. 810. Trusteeship by the secretary
of insolvent association health
plans providing health benefits
in addition to health insurance
coverage.

‘‘Sec. 811. State assessment authority.
‘‘Sec. 812. Special rules for church plans.
‘‘Sec. 813. Definitions and rules of con-

struction.
Sec. 1303. Clarification of treatment of sin-

gle employer arrangements.
Sec. 1304. Clarification of treatment of cer-

tain collectively bargained ar-
rangements.

Sec. 1305. Enforcement provisions relating
to association health plans.

Sec. 1306. Cooperation between Federal and
State authorities.

Sec. 1307. Effective date and transitional
and other rules.

TITLE II—AMENDMENTS TO PUBLIC
HEALTH SERVICE ACT

Subtitle A—Patient Protections and Point of
Service Coverage Requirements

Sec. 2001. Patient access to unrestricted
medical advice, emergency
medical care, obstetric and
gynecological care, pediatric
care.

Sec. 2002. Requiring health maintenance or-
ganizations to offer option of
point-of-service coverage.

Subtitle B—Patient Access to Information
Sec. 2101. Patient access to information re-

garding plan coverage, managed
care procedures, health care
providers, and quality of medi-
cal care.

Sec. 2102. Reporting on fraud and abuse en-
forcement activities.

Sec. 2103. Effective date.
Subtitle C—HealthMarts

Sec. 2201. Short title of subtitle.
Sec. 2202. Expansion of consumer choice

through HealthMarts.
‘‘TITLE XXVIII—HEALTHMARTS

‘‘Sec. 2801. Definition of HealthMart.
‘‘Sec. 2802. Application of certain laws

and requirements.
‘‘Sec. 2803. Administration.
‘‘Sec. 2804. Definitions.

SUBTITLE D—COMMUNITY HEALTH
ORGANIZATIONS

Sec. 2301. Promotion of provision of insur-
ance by community health or-
ganizations.

TITLE III—AMENDMENTS TO THE
INTERNAL REVENUE CODE OF 1986

Subtitle A—Patient Protections
Sec. 3001. Patient access to unrestricted

medical advice, emergency
medical care, obstetric and
gynecological care, pediatric
care.

Sec. 3002. Effective date and related rules.

Subtitle B—Patient Access to Information

Sec. 3101. Patient access to information re-
garding plan coverage, managed
care procedures, health care
providers, and quality of medi-
cal care.

Sec. 3102. Reporting on fraud and abuse en-
forcement activities.

Sec. 3103. Effective date.

Subtitle C—Medical Savings Accounts

Sec. 3201. Expansion of availability of medi-
cal savings accounts.

Sec. 3202. Exception from insurance limita-
tion in case of medical savings
accounts.

TITLE IV—HEALTH CARE LAWSUIT
REFORM

Subtitle A—General Provisions

Sec. 4001. Federal reform of health care li-
ability actions.

Sec. 4002. Definitions.
Sec. 4003. Effective date.

Subtitle B—Uniform Standards for Health
Care Liability Actions

Sec. 4011. Statute of limitations.
Sec. 4012. Calculation and payment of dam-

ages.
Sec. 4013. Alternative dispute resolution.

TITLE V—CONFIDENTIALITY OF HEALTH
INFORMATION

Sec. 5001. Confidentiality of protected
health information.

‘‘PART D—CONFIDENTIALITY OF PROTECTED
HEALTH INFORMATION

‘‘Sec. 1181. Inspection and copying of
protected health information.

‘‘Sec. 1182. Supplementation of protected
health information.

‘‘Sec. 1183. Notice of confidentiality
practices.

‘‘Sec. 1184. Establishment of safeguards.
‘‘Sec. 1185. Availability of protected

health information for purposes
of health care operations.

‘‘Sec. 1186. Relationship to other laws.
‘‘Sec. 1187. Civil penalties.
‘‘Sec. 1188. Definitions.

Sec. 5002. Study and report on effect of
State law on health-related re-
search.

Sec. 5003. Study and report on State law on
protected health information.

Sec. 5004. Protection for certain information
developed to reduce mortality
or morbidity or for improving
patient care and safety.

TITLE VI—MEDICAL SAVINGS ACCOUNTS
FOR FEDERAL EMPLOYEES

Sec. 6001. Medical savings accounts for Fed-
eral employees.

Sec. 6002. Effective date.
TITLE I—AMENDMENTS TO THE EM-

PLOYEE RETIREMENT INCOME SECU-
RITY ACT OF 1974

Subtitle A—Patient Protections
SEC. 1001. PATIENT ACCESS TO UNRESTRICTED

MEDICAL ADVICE, EMERGENCY
MEDICAL CARE, OBSTETRIC AND
GYNECOLOGICAL CARE, AND PEDI-
ATRIC CARE.

(a) IN GENERAL.—Subpart B of part 7 of
subtitle B of title I of the Employee Retire-
ment Income Security Act of 1974 is amended
further by adding at the end the following
new sections:
‘‘SEC. 713. PATIENT ACCESS TO UNRESTRICTED

MEDICAL ADVICE, EMERGENCY
MEDICAL CARE, OBSTETRIC AND
GYNECOLOGICAL CARE, PEDIATRIC
CARE.

‘‘(a) PATIENT ACCESS TO UNRESTRICTED
MEDICAL ADVICE.—

‘‘(1) IN GENERAL.—In the case of any health
care professional acting within the lawful
scope of practice in the course of carrying
out a contractual employment arrangement
or other direct contractual arrangement be-
tween such professional and a group health
plan or a health insurance issuer offering
health insurance coverage in connection
with a group health plan, the plan or issuer
with which such contractual employment ar-
rangement or other direct contractual ar-
rangement is maintained by the professional
may not impose on such professional under
such arrangement any prohibition with re-
spect to advice, provided to a participant or
beneficiary under the plan who is a patient,
about the health status of the participant or
beneficiary or the medical care or treatment
for the condition or disease of the partici-
pant or beneficiary, regardless of whether
benefits for such care or treatment are pro-
vided under the plan or health insurance cov-
erage offered in connection with the plan.

‘‘(2) HEALTH CARE PROFESSIONAL DEFINED.—
For purposes of this subsection, the term
‘health care professional’ means a physician
(as defined in section 1861(r) of the Social Se-
curity Act) or other health care professional
if coverage for the professional’s services is
provided under the group health plan for the
services of the professional. Such term in-
cludes a podiatrist, optometrist, chiro-
practor, psychologist, dentist, physician as-
sistant, physical or occupational therapist
and therapy assistant, speech–language pa-
thologist, audiologist, registered or licensed
practical nurse (including nurse practi-
tioner, clinical nurse specialist, certified
registered nurse anesthetist, and certified
nurse–midwife), licensed certified social
worker, registered respiratory therapist, and
certified respiratory therapy technician.
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‘‘(b) PATIENT ACCESS TO EMERGENCY MEDI-

CAL CARE.—
‘‘(1) IN GENERAL.—To the extent that the

group health plan (or health insurance issuer
offering health insurance coverage in con-
nection with the plan) provides for any bene-
fits consisting of emergency medical care (as
defined in section 503(b)(9)(I)), except for
items or services specifically excluded—

‘‘(A) the plan or issuer shall provide bene-
fits, without requiring preauthorization, for
appropriate emergency medical screening ex-
aminations (within the capability of the
emergency facility, including ancillary serv-
ices routinely available to the emergency fa-
cility) to the extent that a prudent
layperson, who possesses an average knowl-
edge of health and medicine, would deter-
mine such examinations to be necessary in
order to determine whether emergency medi-
cal care (as so defined) is required, and

‘‘(B) the plan or issuer shall provide bene-
fits for additional emergency medical serv-
ices following an emergency medical screen-
ing examination (if determined necessary
under subparagraph (A)) to the extent that a
prudent emergency medical professional
would determine such additional emergency
services to be necessary to avoid the con-
sequences described in section 503(b)(9)(I).

‘‘(2) UNIFORM COST-SHARING REQUIRED.—
Nothing in this subsection shall be construed
as preventing a group health plan or issuer
from imposing any form of cost-sharing ap-
plicable to any participant or beneficiary
(including coinsurance, copayments,
deductibles, and any other charges) in rela-
tion to benefits described in paragraph (1), if
such form of cost-sharing is uniformly ap-
plied under such plan, with respect to simi-
larly situated participants and beneficiaries,
to all benefits consisting of emergency medi-
cal care (as defined in section 503(b)(9)(I))
provided to such similarly situated partici-
pants and beneficiaries under the plan.

‘‘(c) PATIENT ACCESS TO OBSTETRIC AND
GYNECOLOGICAL CARE.

‘‘(1) IN GENERAL.—In any case in which a
group health plan (or a health insurance
issuer offering health insurance coverage in
connection with the plan)—

‘‘(A) provides benefits under the terms of
the plan consisting of—

‘‘(i) routine gynecological care (such as
preventive women’s health examinations), or

‘‘(ii) routine obstetric care (such as routine
pregnancy-related services),
provided by a participating physician who
specializes in such care (or provides benefits
consisting of payment for such care), and

‘‘(B) the plan requires or provides for des-
ignation by a participant or beneficiary of a
participating primary care provider,

if the primary care provider designated by
such a participant or beneficiary is not such
a physician, then the plan (or issuer) shall
meet the requirements of paragraph (2).

‘‘(2) REQUIREMENTS.—A group health plan
(or a health insurance issuer offering health
insurance coverage in connection with the
plan) meets the requirements of this para-
graph, in connection with benefits described
in paragraph (1) consisting of care described
in clause (i) or (ii) of paragraph (1)(A) (or
consisting of payment therefor), if the plan
(or issuer)—

‘‘(A) does not require authorization or a re-
ferral by the primary care provider in order
to obtain such benefits, and

‘‘(B) treats the ordering of other routine
care of the same type, by the participating
physician providing the care described in
clause (i) or (ii) of paragraph (1)(A), as the
authorization of the primary care provider
with respect to such care.

‘‘(3) CONSTRUCTION.—Nothing in paragraph
(2)(B) shall waive any requirements of cov-

erage relating to medical necessity or appro-
priateness with respect to coverage of gyne-
cological or obstetric care so ordered.

‘‘(d) PATIENT ACCESS TO PEDIATRIC CARE.—
‘‘(1) IN GENERAL.—In any case in which a

group health plan (or a health insurance
issuer offering health insurance coverage in
connection with the plan) provides benefits
consisting of routine pediatric care provided
by a participating physician who specializes
in pediatrics (or consisting of payment for
such care) and the plan requires or provides
for designation by a participant or bene-
ficiary of a participating primary care pro-
vider, the plan (or issuer) shall provide that
such a participating physician may be des-
ignated, if available, by a parent or guardian
of any beneficiary under the plan is who
under 18 years of age, as the primary care
provider with respect to any such benefits.

‘‘(2) CONSTRUCTION.—Nothing in paragraph
(1) shall waive any requirements of coverage
relating to medical necessity or appropriate-
ness with respect to coverage of pediatric
care.

‘‘(e) TREATMENT OF MULTIPLE COVERAGE
OPTIONS.—In the case of a plan providing
benefits under two or more coverage options,
the requirements of subsections (c) and (d)
shall apply separately with respect to each
coverage option.’’.

(b) CONFORMING AMENDMENT.—The table of
contents in section 1 of such Act is amended
by adding at the end of the items relating to
subpart B of part 7 of subtitle B of title I of
such Act the following new item:
‘‘Sec. 713. Patient access to unrestricted

medical advice, emergency
medical care, obstetric and
gynecological care, and pedi-
atric care.’’.

SEC. 1002. EFFECTIVE DATE AND RELATED
RULES.

(a) IN GENERAL.—The amendments made by
this subtitle shall apply with respect to plan
years beginning on or after January 1 of the
second calendar year following the date of
the enactment of this Act, except that the
Secretary of Labor may issue regulations be-
fore such date under such amendments. The
Secretary shall first issue regulations nec-
essary to carry out the amendments made by
this section before the effective date thereof.

(b) LIMITATION ON ENFORCEMENT ACTIONS.—
No enforcement action shall be taken, pursu-
ant to the amendments made by this sub-
title, against a group health plan or health
insurance issuer with respect to a violation
of a requirement imposed by such amend-
ments before the date of issuance of regula-
tions issued in connection with such require-
ment, if the plan or issuer has sought to
comply in good faith with such requirement.

(c) SPECIAL RULE FOR COLLECTIVE BARGAIN-
ING AGREEMENTS.—In the case of a group
health plan maintained pursuant to one or
more collective bargaining agreements be-
tween employee representatives and one or
more employers ratified before the date of
the enactment of this Act, the provisions of
subsections (b), (c), and (d) of section 713 of
the Employee Retirement Income Security
Act of 1974 (as added by this subtitle) shall
not apply with respect to plan years begin-
ning before the later of—

(1) the date on which the last of the collec-
tive bargaining agreements relating to the
plan terminates (determined without regard
to any extension thereof agreed to after the
date of the enactment of this Act), or

(2) January 1, 2001.
For purposes of this subsection, any plan
amendment made pursuant to a collective
bargaining agreement relating to the plan
which amends the plan solely to conform to
any requirement added by this subtitle shall
not be treated as a termination of such col-
lective bargaining agreement.

(d) ASSURING COORDINATION.—The Sec-
retary of Labor, the Secretary of the Treas-
ury, and the Secretary of Health and Human
Services shall ensure, through the execution
of an interagency memorandum of under-
standing among such Secretaries, that—

(1) regulations, rulings, and interpreta-
tions issued by such Secretaries relating to
the same matter over which two or more
such Secretaries have responsibility under
the provisions of this subtitle, section 2101,
and subtitle A of title III (and the amend-
ments made thereby) are administered so as
to have the same effect at all times, and

(2) coordination of policies relating to en-
forcing the same requirements through such
Secretaries in order to have a coordinated
enforcement strategy that avoids duplica-
tion of enforcement efforts and assigns prior-
ities in enforcement.

(e) TREATMENT OF RELIGIOUS NONMEDICAL
PROVIDERS.—

(1) IN GENERAL.—Nothing in this Act (or
the amendments made thereby) shall be con-
strued to—

(A) restrict or limit the right of group
health plans, and of health insurance issuers
offering health insurance coverage in con-
nection with group health plans, to include
as providers religious nonmedical providers,

(B) require such plans or issuers to—
(i) utilize medically based eligibility stand-

ards or criteria in deciding provider status of
religious nonmedical providers,

(ii) use medical professionals or criteria to
decide patient access to religious nonmedical
providers,

(iii) utilize medical professionals or cri-
teria in making decisions in internal or ex-
ternal appeals from decisions denying or lim-
iting coverage for care by religious nonmedi-
cal providers, or

(iv) compel a participant or beneficiary to
undergo a medical examination or test as a
condition of receiving health insurance cov-
erage for treatment by a religious nonmedi-
cal provider, or

(C) require such plans or issuers to exclude
religious nonmedical providers because they
do not provide medical or other data other-
wise required, if such data is inconsistent
with the religious nonmedical treatment or
nursing care provided by the provider.

(2) RELIGIOUS NONMEDICAL PROVIDER.—For
purposes of this subsection, the term ‘‘reli-
gious nonmedical provider’’ means a pro-
vider who provides no medical care but who
provides only religious nonmedical treat-
ment or religious nonmedical nursing care.

Subtitle B—Patient Access to Information
SEC. 1101. PATIENT ACCESS TO INFORMATION

REGARDING PLAN COVERAGE, MAN-
AGED CARE PROCEDURES, HEALTH
CARE PROVIDERS, AND QUALITY OF
MEDICAL CARE.

(a) IN GENERAL.—Part 1 of subtitle B of
title I of the Employee Retirement Income
Security Act of 1974 is amended—

(1) by redesignating section 111 as section
112; and

(2) by inserting after section 110 the follow-
ing new section:

‘‘DISCLOSURE BY GROUP HEALTH PLANS

‘‘SEC. 111. (a) DISCLOSURE REQUIREMENT.—
‘‘(1) GROUP HEALTH PLANS.—The adminis-

trator of each group health plan shall take
such actions as are necessary to ensure that
the summary plan description of the plan re-
quired under section 102 (or each summary
plan description in any case in which dif-
ferent summary plan descriptions are appro-
priate under part 1 for different options of
coverage) contains, among any information
otherwise required under this part, the infor-
mation required under subsections (b), (c),
(d), and (e)(2)(A).
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‘‘(2) HEALTH INSURANCE ISSUERS.—Each

health insurance issuer offering health insur-
ance coverage in connection with a group
health plan shall provide the administrator
on a timely basis with the information nec-
essary to enable the administrator to comply
with the requirements of paragraph (1). To
the extent that any such issuer provides on
a timely basis to plan participants and bene-
ficiaries information otherwise required
under this part to be included in the sum-
mary plan description, the requirements of
sections 101(a)(1) and 104(b) shall be deemed
satisfied in the case of such plan with re-
spect to such information.

‘‘(b) PLAN BENEFITS.—The information re-
quired under subsection (a) includes the fol-
lowing:

‘‘(1) COVERED ITEMS AND SERVICES.—
‘‘(A) CATEGORIZATION OF INCLUDED BENE-

FITS.—A description of covered benefits, cat-
egorized by—

‘‘(i) types of items and services (including
any special disease management program),
and

‘‘(ii) types of health care professionals pro-
viding such items and services.

‘‘(B) EMERGENCY MEDICAL CARE.—A descrip-
tion of the extent to which the plan covers
emergency medical care (including the ex-
tent to which the plan provides for access to
urgent care centers), and any definitions pro-
vided under the plan for the relevant plan
terminology referring to such care.

‘‘(C) PREVENTATIVE SERVICES.—A descrip-
tion of the extent to which the plan provides
benefits for preventative services.

‘‘(D) DRUG FORMULARIES.—A description of
the extent to which covered benefits are de-
termined by the use or application of a drug
formulary and a summary of the process for
determining what is included in such for-
mulary.

‘‘(E) COBRA CONTINUATION COVERAGE.—A
description of the benefits available under
the plan pursuant to part 6.

‘‘(2) LIMITATIONS, EXCLUSIONS, AND RESTRIC-
TIONS ON COVERED BENEFITS.—

‘‘(A) CATEGORIZATION OF EXCLUDED BENE-
FITS.—A description of benefits specifically
excluded from coverage, categorized by types
of items and services.

‘‘(B) UTILIZATION REVIEW AND
PREAUTHORIZATION REQUIREMENTS.—Whether
coverage for medical care is limited or ex-
cluded on the basis of utilization review or
preauthorization requirements.

‘‘(C) LIFETIME, ANNUAL, OR OTHER PERIOD
LIMITATIONS.—A description of the cir-
cumstances under which, and the extent to
which, coverage is subject to lifetime, an-
nual, or other period limitations, categorized
by types of benefits.

‘‘(D) CUSTODIAL CARE.—A description of the
circumstances under which, and the extent
to which, the coverage of benefits for custo-
dial care is limited or excluded, and a state-
ment of the definition used by the plan for
custodial care.

‘‘(E) EXPERIMENTAL TREATMENTS.—Whether
coverage for any medical care is limited or
excluded because it constitutes experimental
treatment or technology, and any definitions
provided under the plan for the relevant plan
terminology referring to such limited or ex-
cluded care.

‘‘(F) MEDICAL APPROPRIATENESS OR NECES-
SITY.—Whether coverage for medical care
may be limited or excluded by reason of a
failure to meet the plan’s requirements for
medical appropriateness or necessity, and
any definitions provided under the plan for
the relevant plan terminology referring to
such limited or excluded care.

‘‘(G) SECOND OR SUBSEQUENT OPINIONS.—A
description of the circumstances under
which, and the extent to which, coverage for

second or subsequent opinions is limited or
excluded.

‘‘(H) SPECIALTY CARE.—A description of the
circumstances under which, and the extent
to which, coverage of benefits for specialty
care is conditioned on referral from a pri-
mary care provider.

‘‘(I) CONTINUITY OF CARE.—A description of
the circumstances under which, and the ex-
tent to which, coverage of items and services
provided by any health care professional is
limited or excluded by reason of the depar-
ture by the professional from any defined set
of providers.

‘‘(J) RESTRICTIONS ON COVERAGE OF EMER-
GENCY SERVICES.—A description of the cir-
cumstances under which, and the extent to
which, the plan, in covering emergency med-
ical care furnished to a participant or bene-
ficiary of the plan imposes any financial re-
sponsibility described in subsection (c) on
participants or beneficiaries or limits or con-
ditions benefits for such care subject to any
other term or condition of such plan.

‘‘(c) PARTICIPANT’S FINANCIAL RESPONSIBIL-
ITIES.—The information required under sub-
section (a) includes an explanation of—

‘‘(1) a participant’s financial responsibility
for payment of premiums, coinsurance, co-
payments, deductibles, and any other
charges, and

‘‘(2) the circumstances under which, and
the extent to which, the participant’s finan-
cial responsibility described in paragraph (1)
may vary, including any distinctions based
on whether a health care provider from
whom covered benefits are obtained is in-
cluded in a defined set of providers.

‘‘(d) DISPUTE RESOLUTION PROCEDURES.—
The information required under subsection
(a) includes a description of the processes
adopted by the plan pursuant to section
503(b), including—

‘‘(1) descriptions thereof relating specifi-
cally to—

‘‘(A) coverage decisions,
‘‘(B) internal review of coverage decisions,

and
‘‘(C) any external review of coverage deci-

sions, and
‘‘(2) the procedures and time frames appli-

cable to each step of the processes referred
to in subparagraphs (A), (B), and (C) of para-
graph (1).

‘‘(e) INFORMATION AVAILABLE ON REQUEST.—
‘‘(1) ACCESS TO PLAN BENEFIT INFORMATION

IN ELECTRONIC FORM.—
‘‘(A) IN GENERAL.—In addition to the infor-

mation required to be provided under section
104(b)(4), a group health plan (and a health
insurance issuer offering health insurance
coverage in connection with a group health
plan) shall, upon written request (made not
more frequently than annually), make avail-
able to participants and beneficiaries, in a
generally recognized electronic format, the
following information:

‘‘(i) the latest summary plan description,
including the latest summary of material
modifications; and

‘‘(ii) the actual plan provisions setting
forth the benefits available under the plan

to the extent such information relates to the
coverage options under the plan available to
the participant or beneficiary. A reasonable
charge may be made to cover the cost of pro-
viding such information in such generally
recognized electronic format. The Secretary
may by regulation prescribe a maximum
amount which will constitute a reasonable
charge under the preceding sentence.

‘‘(B) ALTERNATIVE ACCESS.—The require-
ments of this paragraph may be met by mak-
ing such information generally available
(rather than upon request) on the Internet or
on a proprietary computer network in a for-
mat which is readily accessible to partici-
pants and beneficiaries.

‘‘(2) ADDITIONAL INFORMATION TO BE PRO-
VIDED ON REQUEST.—

‘‘(A) INCLUSION IN SUMMARY PLAN DESCRIP-
TION OF SUMMARY OF ADDITIONAL INFORMA-
TION.—The information required under sub-
section (a) includes a summary description
of the types of information required by this
subsection to be made available to partici-
pants and beneficiaries on request.

‘‘(B) INFORMATION REQUIRED FROM PLANS

AND ISSUERS ON REQUEST.—In addition to in-
formation required to be included in sum-
mary plan descriptions under this sub-
section, a group health plan (and a health in-
surance issuer offering health insurance cov-
erage in connection with a group health
plan) shall provide the following information
to a participant or beneficiary on request:

‘‘(i) NETWORK CHARACTERISTICS.—If the
plan (or issuer) utilizes a defined set of pro-
viders under contract with the plan (or
issuer), a detailed list of the names of such
providers and their geographic location, set
forth separately with respect to primary
care providers and with respect to special-
ists.

‘‘(ii) CARE MANAGEMENT INFORMATION.—A
description of the circumstances under
which, and the extent to which, the plan has
special disease management programs or
programs for persons with disabilities, indi-
cating whether these programs are voluntary
or mandatory and whether a significant ben-
efit differential results from participation in
such programs.

‘‘(iii) INCLUSION OF DRUGS AND BIOLOGICALS
IN FORMULARIES.—A statement of whether a
specific drug or biological is included in a
formulary used to determine benefits under
the plan and a description of the procedures
for considering requests for any patient-spe-
cific waivers.

‘‘(iv) PROCEDURES FOR DETERMINING EXCLU-
SIONS BASED ON MEDICAL NECESSITY OR EXPER-
IMENTAL TREATMENTS.—Upon receipt by the
participant or beneficiary of any notification
of an adverse coverage decision based on a
determination relating to medical necessity
or an experimental treatment or technology,
a description of the procedures and medi-
cally-based criteria used in such decision.

‘‘(v) PREAUTHORIZATION AND UTILIZATION
REVIEW PROCEDURES.—Upon receipt by the
participant or beneficiary of any notification
of an adverse coverage decision, a descrip-
tion of the basis on which any
preauthorization requirement or any utiliza-
tion review requirement has resulted in such
decision.

‘‘(vi) ACCREDITATION STATUS OF HEALTH IN-
SURANCE ISSUERS AND SERVICE PROVIDERS.—A
description of the accreditation and
licencing status (if any) of each health insur-
ance issuer offering health insurance cov-
erage in connection with the plan and of any
utilization review organization utilized by
the issuer or the plan, together with the
name and address of the accrediting or
licencing authority.

‘‘(vii) MEASURES OF ENROLLEE SATISFAC-
TION.—The latest information (if any) main-
tained by the plan, or by any health insur-
ance issuer offering health insurance cov-
erage in connection with the plan, relating
to enrollee satisfaction.

‘‘(viii) QUALITY PERFORMANCE MEASURES.—
The latest information (if any) maintained
by the plan, or by any health insurance
issuer offering health insurance coverage in
connection with the plan, relating to quality
of performance of the delivery of medical
care with respect to coverage options offered
under the plan and of health care profes-
sionals and facilities providing medical care
under the plan.

‘‘(C) INFORMATION REQUIRED FROM HEALTH
CARE PROFESSIONALS ON REQUEST.—Any
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health care professional treating a partici-
pant or beneficiary under a group health
plan shall provide to the participant or bene-
ficiary, on request, a description of his or her
professional qualifications (including board
certification status, licensing status, and ac-
creditation status, if any), privileges, and ex-
perience and a general description by cat-
egory (including salary, fee-for-service, capi-
tation, and such other categories as may be
specified in regulations of the Secretary) of
the applicable method by which such profes-
sional is compensated in connection with the
provision of such medical care.

‘‘(D) INFORMATION REQUIRED FROM HEALTH
CARE FACILITIES ON REQUEST.—Any health
care facility from which a participant or
beneficiary has sought treatment under a
group health plan shall provide to the partic-
ipant or beneficiary, on request, a descrip-
tion of the facility’s corporate form or other
organizational form and all forms of licens-
ing and accreditation status (if any) assigned
to the facility by standard-setting organiza-
tions.

‘‘(f) ACCESS TO INFORMATION RELEVANT TO
THE COVERAGE OPTIONS UNDER WHICH THE
PARTICIPANT OR BENEFICIARY IS ELIGIBLE TO
ENROLL.—In addition to information other-
wise required to be made available under
this section, a group health plan (and a
health insurance issuer offering health insur-
ance coverage in connection with a group
health plan) shall, upon written request
(made not more frequently than annually),
make available to a participant in connec-
tion with a period of enrollment the sum-
mary plan description for any coverage op-
tion under the plan under which the partici-
pant is eligible to enroll and any information
described in clauses (i), (ii), (iii), (vi), (vii),
and (viii) of subsection (e)(2)(B).

‘‘(g) ADVANCE NOTICE OF CHANGES IN DRUG
FORMULARIES.—Not later than 30 days before
the effective of date of any exclusion of a
specific drug or biological from any drug for-
mulary under the plan that is used in the
treatment of a chronic illness or disease, the
plan shall take such actions as are necessary
to reasonably ensure that plan participants
are informed of such exclusion. The require-
ments of this subsection may be satisfied—

‘‘(1) by inclusion of information in publica-
tions broadly distributed by plan sponsors,
employers, or employee organizations,

‘‘(2) by electronic means of communication
(including the Internet or proprietary com-
puter networks in a format which is readily
accessible to participants),

‘‘(3) by timely informing participants who,
under an ongoing program maintained under
the plan, have submitted their names for
such notification, or

‘‘(4) by any other reasonable means of
timely informing plan participants.

‘‘(h) DEFINITIONS.—For purposes of this sec-
tion—

‘‘(1) GROUP HEALTH PLAN.—The term ‘group
health plan’ has the meaning provided such
term under section 503(b)(6).

‘‘(2) MEDICAL CARE.—The term ‘medical
care’ has the meaning provided such term
under section 733(a)(2).

‘‘(3) HEALTH INSURANCE COVERAGE.—The
term ‘health insurance coverage’ has the
meaning provided such term under section
733(b)(1).

‘‘(4) HEALTH INSURANCE ISSUER.—The term
‘health insurance issuer’ has the meaning
provided such term under section 733(b)(2).’’.

(b) CONFORMING AMENDMENTS.—
(1) Section 102(b) of such Act (29 U.S.C.

1022(b)) is amended—
(A) by striking ‘‘section 733(a)(1)’’ each

place it appears and inserting ‘‘section
503(b)(6)’’; and

(B) by inserting before the period at the
end the following: ‘‘; and, in the case of a

group health plan (as defined in section
111(h)(1)), the information required to be in-
cluded under section 111(a)’’.

(2) The table of contents in section 1 of
such Act is amended by striking the item re-
lating to section 111 and inserting the follow-
ing new items:
‘‘Sec. 111. Disclosure by group health plans.
‘‘Sec. 112. Repeal and effective date.’’.
SEC. 1102. EFFECTIVE DATE AND RELATED

RULES.
(a) IN GENERAL.—The amendments made by

this subtitle shall apply with respect to plan
years beginning on or after January 1 of the
second calendar year following the date of
the enactment of this Act. The Secretary
shall first issue all regulations necessary to
carry out the amendments made by this sub-
title before such date.

(b) LIMITATION ON ENFORCEMENT ACTIONS.—
No enforcement action shall be taken, pursu-
ant to the amendments made by this sub-
title, against a group health plan or health
insurance issuer with respect to a violation
of a requirement imposed by such amend-
ments before the date of issuance of final
regulations issued in connection with such
requirement, if the plan or issuer has sought
to comply in good faith with such require-
ment.

(c) ASSURING COORDINATION.—The Sec-
retary of Labor, the Secretary of Health and
Human Services, and the Secretary of the
Treasury shall ensure, through the execution
of an interagency memorandum of under-
standing among such Secretaries, that—

(1) regulations, rulings, and interpreta-
tions issued by such Secretaries relating to
the same matter over which two or more
such Secretaries have responsibility under
the provisions of this subtitle, subtitle B of
title II, and subtitle B of title III (and the
amendments made thereby) are administered
so as to have the same effect at all times,
and

(2) coordination of policies relating to en-
forcing the same requirements through such
Secretaries in order to have a coordinated
enforcement strategy that avoids duplica-
tion of enforcement efforts and assigns prior-
ities in enforcement.
Subtitle C—New Procedures and Access to

Courts for Grievances Arising Under Group
Health Plans

SEC. 1201. SPECIAL RULES FOR GROUP HEALTH
PLANS.

(a) IN GENERAL.—Section 503 of the Em-
ployee Retirement Income Security Act of
1974 (29 U.S.C. 1133) is amended—

(1) by inserting ‘‘(a) IN GENERAL.—’’ after
‘‘SEC. 503.’’;

(2) by inserting ‘‘(other than a group
health plan)’’ after ‘‘employee benefit plan’’;
and

(3) by adding at the end the following new
subsection:

‘‘(b) SPECIAL RULES FOR GROUP HEALTH
PLANS.—

‘‘(1) COVERAGE DETERMINATIONS.—Every
group health plan shall—

‘‘(A) provide adequate notice in writing in
accordance with this subsection to any par-
ticipant or beneficiary of any adverse cov-
erage decision with respect to benefits of
such participant or beneficiary under the
plan, setting forth the specific reasons for
such coverage decision and any rights of re-
view provided under the plan, written in a
manner calculated to be understood by the
participant,

‘‘(B) provide such notice in writing also to
any treating medical care provider of such
participant or beneficiary, if such provider
has claimed reimbursement for any item or
service involved in such coverage decision,
or if a claim submitted by the provider initi-
ated the proceedings leading to such deci-
sion,

‘‘(C) afford a reasonable opportunity to any
participant or beneficiary who is in receipt
of the notice of such adverse coverage deci-
sion, and who files a written request for re-
view of the initial coverage decision within
180 days after receipt of the notice of the ini-
tial decision, for a full and fair de novo re-
view of the decision by an appropriate named
fiduciary who did not make the initial deci-
sion, and

‘‘(D) meet the additional requirements of
this subsection.

‘‘(2) TIME LIMITS FOR MAKING INITIAL COV-
ERAGE DECISIONS FOR BENEFITS AND COMPLET-
ING INTERNAL APPEALS.—

‘‘(A) TIME LIMITS FOR DECIDING REQUESTS
FOR BENEFIT PAYMENTS, REQUESTS FOR AD-
VANCE DETERMINATION OF COVERAGE, AND RE-
QUESTS FOR REQUIRED DETERMINATION OF MED-
ICAL NECESSITY.—Except as provided in sub-
paragraph (B)—

‘‘(i) INITIAL DECISIONS.—If a request for
benefit payments, a request for advance de-
termination of coverage, or a request for re-
quired determination of medical necessity is
submitted to a group health plan in such rea-
sonable form as may be required under the
plan, the plan shall issue in writing an ini-
tial coverage decision on the request before
the end of the initial decision period under
paragraph (9)(J) following the filing comple-
tion date. Failure to issue a coverage deci-
sion on such a request before the end of the
period required under this clause shall be
treated as an adverse coverage decision for
purposes of internal review under clause (ii).

‘‘(ii) INTERNAL REVIEWS OF INITIAL DENI-
ALS.—Upon the written request of a partici-
pant or beneficiary for review of an initial
adverse coverage decision under clause (i), a
review by an appropriate named fiduciary
(subject to paragraph (3)) of the initial cov-
erage decision shall be completed, including
issuance by the plan of a written decision af-
firming, reversing, or modifying the initial
coverage decision, setting forth the grounds
for such decision, before the end of the inter-
nal review period following the review filing
date. Such decision shall be treated as the
final decision of the plan, subject to any ap-
plicable reconsideration under paragraph (4).
Failure to issue before the end of such period
such a written decision requested under this
clause shall be treated as a final decision af-
firming the initial coverage decision, subject
to any applicable reconsideration under
paragraph (4).

‘‘(B) TIME LIMITS FOR MAKING COVERAGE DE-
CISIONS RELATING TO URGENT AND EMERGENCY
MEDICAL CARE AND FOR COMPLETING INTERNAL
APPEALS.—

‘‘(i) INITIAL DECISIONS.—A group health
plan shall issue in writing an initial cov-
erage decision on any request for expedited
advance determination of coverage or for ex-
pedited required determination of medical
necessity submitted, in such reasonable form
as may be required under the plan—

‘‘(I) before the end of the urgent decision
period under paragraph (9)(L), in cases in-
volving urgent medical care but not involv-
ing emergency medical care, or

‘‘(II) before the end of the emergency deci-
sion period under paragraph (9)(M), in cases
involving emergency medical care,

following the filing completion date. Failure
to approve or deny such a request before the
end of the applicable decision period shall be
treated as a denial of the request for pur-
poses of internal review under clause (ii).

‘‘(ii) INTERNAL REVIEWS OF INITIAL DENI-
ALS.—Upon the written request of a partici-
pant or beneficiary for review of an initial
adverse coverage decision under clause (i), a
review by an appropriate named fiduciary
(subject to paragraph (3)) of the initial cov-
erage decision shall be completed, including



CONGRESSIONAL RECORD — HOUSE H6311July 24, 1998
issuance by the plan of a written decision af-
firming, reversing, or modifying the initial
converge decision, setting forth the grounds
for the decision—

‘‘(I) before the end of the urgent decision
period under paragraph (9)(L), in cases in-
volving urgent medical care but not involv-
ing emergency medical care, or

‘‘(II) before the end of the emergency deci-
sion period under paragraph (9)(M), in cases
involving emergency medical care,
following the review filing date. Such deci-
sion shall be treated as the final decision of
the plan, subject to any applicable reconsid-
eration under paragraph (4). Failure to issue
before the end of the applicable decision pe-
riod such a written decision requested under
this clause shall be treated as a final deci-
sion affirming the initial coverage decision,
subject to any applicable reconsideration
under paragraph (4).

‘‘(3) PHYSICIANS MUST REVIEW INITIAL COV-
ERAGE DECISIONS INVOLVING MEDICAL APPRO-
PRIATENESS OR NECESSITY OR EXPERIMENTAL
TREATMENT.—If an initial coverage decision
under paragraph (2)(A)(i) or (2)(B)(i) is based
on a determination that provision of a par-
ticular item or service is excluded from cov-
erage under the terms of the plan because
the provision of such item or service does
not meet the plan’s requirements for medical
appropriateness or necessity or would con-
stitute experimental treatment or tech-
nology, the review under paragraph (2)(A)(ii)
or (2)(B)(ii), to the extent that it relates to
medical appropriateness or necessity or to
experimental treatment or technology, shall
be conducted by a physician who is selected
to serve as an appropriate named fiduciary
under the plan and who did not make the ini-
tial denial.

‘‘(4) ELECTIVE EXTERNAL REVIEW BY INDE-
PENDENT MEDICAL EXPERT AND RECONSIDER-
ATION OF INITIAL REVIEW DECISION.—

‘‘(A) IN GENERAL.—The requirements of
subparagraphs (B), (C) and (D) shall apply—

‘‘(i) in the case of any failure to timely
issue a coverage decision upon internal re-
view which is deemed to be an adverse cov-
erage decision under paragraph (2)(A)(ii) or
(2)(B)(ii) (thereby failing to constitute a cov-
erage decision for which specific reasons
have been set forth as required under para-
graph (1)(A)), and

‘‘(ii) in the case of any adverse coverage
decision which is not reversed upon a review
conducted pursuant to paragraph (1)(C) (in-
cluding any review pursuant to paragraph
(2)(A)(ii) or (2)(B)(ii)), if such coverage deci-
sion is based on a determination that provi-
sion of a particular item or service is ex-
cluded from coverage under the terms of the
plan because the provision of such item or
service—

‘‘(I) does not meet the plan’s requirements
for medical appropriateness or necessity, or

‘‘(II) would constitute experimental treat-
ment or technology.

‘‘(B) LIMITS ON ALLOWABLE ADVANCE PAY-
MENTS.—The review under this paragraph in
connection with an adverse coverage deci-
sion shall be available subject to any re-
quirement of the plan (unless waived by the
plan for financial or other reasons) for pay-
ment in advance to the plan by the partici-
pant or beneficiary seeking review of an
amount not to exceed the greater of—

‘‘(i) the lesser of $100 or 10 percent of the
cost of the medical care involved in the deci-
sion, or

‘‘(ii) $25,

with each such dollar amount subject to
compounded annual adjustments in the same
manner and to the same extent as apply
under section 215(i) of the Social Security
Act, except that, for any calendar year, such
amount as so adjusted shall be deemed, sole-

ly for such calendar year, to be equal to such
amount rounded to the nearest $10. No such
payment may be required in the case of any
participant or beneficiary whose enrollment
under the plan is paid for, in whole or in
part, under a State plan under title XIX or
XXI of the Social Security Act. Any such ad-
vance payment shall be subject to reimburse-
ment if the recommendation of the independ-
ent medical expert or experts under subpara-
graph (C)(iii) is to reverse or modify the cov-
erage decision.

‘‘(C) RECONSIDERATION OF INITIAL REVIEW

DECISION.—In any case in which a participant
or beneficiary who has received an adverse
decision of the plan upon initial review of
the coverage decision and who has not com-
menced review of the initial coverage deci-
sion under section 502 makes a request in
writing, within 30 days after the date of such
review decision, for reconsideration of such
review decision, the terms of the plan shall
provide for a procedure for such reconsider-
ation under which—

‘‘(i) one or more independent medical ex-
perts will be selected in accordance with sub-
paragraph (E) to review the coverage deci-
sion described in subparagraph (A) to deter-
mine whether such decision was in accord-
ance with the terms of the plan and this
title,

‘‘(ii) the record for review (including a
specification of the terms of the plan and
other criteria serving as the basis for the ini-
tial review decision) will be presented to
such expert or experts and maintained in a
manner which will ensure confidentiality of
such record,

‘‘(iii) such expert or experts will report in
writing to the plan their recommendation,
based on the determination made under
clause (i), as to whether such coverage deci-
sion should be affirmed, modified, or re-
versed, setting forth the grounds (including
the clinical basis) for the recommendation,
and

‘‘(iv) a physician who did not make the ini-
tial review decision will reconsider the ini-
tial review decision to determine whether
such decision was in accordance with the
terms of the plan and this title and will issue
a written decision affirming, modifying, or
reversing the initial review decision, taking
into account any recommendations reported
to the plan pursuant to clause (iii), and set-
ting forth the grounds for the decision.

‘‘(D) TIME LIMITS FOR RECONSIDERATION.—
Any review under this paragraph shall be
completed before the end of the reconsider-
ation period (as defined in paragraph (9)(O))
following the review filing date in connec-
tion with such review. The decision under
this paragraph affirming, reversing, or modi-
fying the initial review decision of the plan
shall be the final decision of the plan. Fail-
ure to issue a written decision before the end
of the reconsideration period in any recon-
sideration requested under this paragraph
shall be treated as a final decision affirming
the initial review decision of the plan.

‘‘(E) INDEPENDENT MEDICAL EXPERTS.—
‘‘(i) IN GENERAL.—For purposes of this

paragraph, the term ‘independent medical
expert’ means, in connection with any cov-
erage decision by a group health plan, a pro-
fessional—

‘‘(I) who is a physician or, if appropriate,
another medical professional,

‘‘(II) who has appropriate credentials and
has attained recognized expertise in the ap-
plicable medical field,

‘‘(III) who was not involved in the initial
decision or any earlier review thereof, and

‘‘(IV) who is selected in accordance with
clause (ii) and meets the requirements of
clause (iii).

‘‘(ii) SELECTION OF MEDICAL EXPERTS.—An
independent medical expert is selected in ac-
cordance with this clause if—

‘‘(I) the expert is selected by an inter-
mediary which itself meets the requirements
of clause (iii), by means of a method which
ensures that the identity of the expert is not
disclosed to the plan, any health insurance
issuer offering health insurance coverage to
the aggrieved participant or beneficiary in
connection with the plan, and the aggrieved
participant or beneficiary under the plan,
and the identities of the plan, the issuer, and
the aggrieved participant or beneficiary are
not disclosed to the expert,

‘‘(II) the expert is selected, by an appro-
priately credentialed panel of physicians
meeting the requirements of clause (iii) es-
tablished by a fully accredited teaching hos-
pital meeting such requirements,

‘‘(III) the expert is selected by an organiza-
tion described in section 1152(1)(A) of the So-
cial Security Act which meets the require-
ments of clause (iii),

‘‘(IV) the expert is selected by an external
review organization which meets the require-
ments of clause (iii) and is accredited by a
private standard-setting organization meet-
ing such requirements and recognized as
such by the Secretary, or

‘‘(V) the expert is selected, by an inter-
mediary or otherwise, in a manner that is,
under regulations issued pursuant to nego-
tiated rulemaking, sufficient to ensure the
expert’s independence,
and the method of selection is devised to rea-
sonably ensure that the expert selected
meets the independence requirements of
clause (iii).

‘‘(iii) INDEPENDENCE REQUIREMENTS.—An
independent medical expert or another en-
tity described in clause (ii) meets the inde-
pendence requirements of this clause if—

‘‘(I) the expert or entity is not affiliated
with any related party,

‘‘(II) any compensation received by such
expert or entity in connection with the ex-
ternal review is reasonable and not contin-
gent on any decision rendered by the expert
or entity,

‘‘(III) under the terms of the plan and any
health insurance coverage offered in connec-
tion with the plan, the plan and the issuer (if
any) have no recourse against the expert or
entity in connection with the external re-
view, and

‘‘(IV) the expert or entity does not other-
wise have a conflict of interest with a relat-
ed party as determined under any regula-
tions which the Secretary may prescribe.

‘‘(iv) RELATED PARTY.—For purposes of
clause (ii)(I), the term ‘related party’
means—

‘‘(I) the plan or any health insurance issuer
offering health insurance coverage in con-
nection with the plan (or any officer, direc-
tor, or management employee of such plan or
issuer),

‘‘(II) the physician or other medical care
provider that provided the medical care in-
volved in the coverage decision,

‘‘(III) the institution at which the medical
care involved in the coverage decision is pro-
vided,

‘‘(IV) the manufacturer of any drug or
other item that was included in the medical
care involved in the coverage decision, or

‘‘(V) any other party determined under any
regulations which the Secretary may pre-
scribe to have a substantial interest in the
coverage decision .

‘‘(v) AFFILIATED.—For purposes of clause
(iii)(I), the term ‘affiliated’ means, in con-
nection with any entity, having a familial,
financial, or professional relationship with,
or interest in, such entity.

‘‘(F) INAPPLICABILITY WITH RESPECT TO
ITEMS AND SERVICES SPECIFICALLY EXCLUDED
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FROM COVERAGE.—An adverse coverage deci-
sion based on a determination that an item
or service is excluded from coverage under
the terms of the plan shall not be subject to
review under this paragraph, unless such de-
termination is found in such decision to be
based solely on the fact that the item or
service—

‘‘(i) does not meet the plan’s requirements
for medical appropriateness or necessity, or

‘‘(ii) would constitute experimental treat-
ment or technology (as defined under the
plan).

‘‘(5) PERMITTED ALTERNATIVES TO REQUIRED
INTERNAL REVIEW.—

‘‘(A) IN GENERAL.—A group health plan
shall not be treated as failing to meet the re-
quirements under paragraphs (2)(A)(ii) and
(2)(B)(ii) relating to review of initial cov-
erage decisions for benefits, if—

‘‘(i) in lieu of the procedures relating to re-
view under paragraphs (2)(A)(ii) and (2)(B)(ii)
and in accordance with such regulations (if
any) as may be prescribed by the Secretary—

‘‘(I) the aggrieved participant or bene-
ficiary elects in the request for the review an
alternative dispute resolution procedure
which is available under the plan with re-
spect to similarly situated participants and
beneficiaries, or

‘‘(II) in the case of any such plan or por-
tion thereof which is established and main-
tained pursuant to a bona fide collective bar-
gaining agreement, the plan provides for a
procedure by which such disputes are re-
solved by means of any alternative dispute
resolution procedure,

‘‘(ii) the time limits not exceeding the
time limits otherwise applicable under para-
graphs (2)(A)(ii) and (2)(B)(ii) are incor-
porated in such alternative dispute resolu-
tion procedure,

‘‘(iii) any applicable requirement for re-
view by a physician under paragraph (3), un-
less waived by the participant or beneficiary
(in a manner consistent with such regula-
tions as the Secretary may prescribe to en-
sure equitable procedures), is incorporated in
such alternative dispute resolution proce-
dure, and

‘‘(iv) the plan meets the additional require-
ments of subparagraph (B).
In any case in which a procedure described in
subclause (I) or (II) of clause (i) is utilized
and an alternative dispute resolution proce-
dure is voluntarily elected by the aggrieved
participant or beneficiary, the plan may re-
quire or allow (in a manner consistent with
such regulations as the Secretary may pre-
scribe to ensure equitable procedures) the
aggrieved participant or beneficiary to waive
review of the coverage decision under para-
graph (3), to waive further review of the cov-
erage decision under paragraph (4) or section
502, and to elect an alternative means of ex-
ternal review (other than review under para-
graph (4)).

‘‘(B) ADDITIONAL REQUIREMENTS.—The re-
quirements of this subparagraph are met if
the means of resolution of dispute allow for
adequate presentation by the aggrieved par-
ticipant or beneficiary of scientific and med-
ical evidence supporting the position of such
participant or beneficiary.

‘‘(6) PERMITTED ALTERNATIVES TO REQUIRED
EXTERNAL REVIEW.—A group health plan shall
not be treated as failing to meet the require-
ments of this subsection in connection with
review of coverage decisions under paragraph
(4) if the aggrieved participant or beneficiary
elects to utilize a procedure in connection
with such review which is made generally
available under the plan (in a manner con-
sistent with such regulations as the Sec-
retary may prescribe to ensure equitable
procedures) under which—

‘‘(A) the plan agrees in advance of the rec-
ommendations of the independent medical

expert or experts under paragraph (4)(C)(iii)
to render a final decision in accordance with
such recommendations, and

‘‘(B) the participant or beneficiary waives
in advance any right to review of the final
decision under section 502.

‘‘(7) SPECIAL RULE FOR ACCESS TO SPECIALTY
CARE.— In the case of a request for advance
determination of coverage consisting of a re-
quest by a physician for a determination of
coverage of the services of a specialist with
respect to any condition, if coverage of the
services of such specialist for such condition
is otherwise provided under the plan, the ini-
tial coverage decision referred to in subpara-
graph (A)(i) or (B)(i) of paragraph (2) shall be
issued within the specialty decision period.
For purposes of this paragraph, the term
‘specialist’ means, with respect to a condi-
tion, a physician who has a high level of ex-
pertise through appropriate training and ex-
perience (including, in the case of a child,
appropriate pediatric expertise) to treat the
condition.

‘‘(8) GROUP HEALTH PLAN DEFINED.—For
purposes of this section—

‘‘(A) IN GENERAL.—The term ‘group health
plan’ shall have the meaning provided in sec-
tion 733(a).

‘‘(B) TREATMENT OF PARTNERSHIPS.—The
provisions of paragraphs (1), (2), and (3) of
section 732(d) shall apply.

‘‘(9) OTHER DEFINITIONS.—For purposes of
this subsection—

‘‘(A) REQUEST FOR BENEFIT PAYMENTS.—The
term ‘request for benefit payments’ means a
request, for payment of benefits by a group
health plan for medical care, which is made
by or on behalf of a participant or bene-
ficiary after such medical care has been pro-
vided.

‘‘(B) REQUIRED DETERMINATION OF MEDICAL
NECESSITY.—The term ‘required determina-
tion of medical necessity’ means a deter-
mination required under a group health plan
solely that proposed medical care meets,
under the facts and circumstances at the
time of the determination, the plan’s re-
quirements for medical appropriateness or
necessity (which may be subject to excep-
tions under the plan for fraud or misrepre-
sentation), irrespective of whether the pro-
posed medical care otherwise meets other
terms and conditions of coverage, but only if
such determination does not constitute an
advance determination of coverage (as de-
fined in subparagraph (C)).

‘‘(C) ADVANCE DETERMINATION OF COV-
ERAGE.—The term ‘advance determination of
coverage’ means a determination under a
group health plan that proposed medical care
meets, under the facts and circumstances at
the time of the determination, the plan’s
terms and conditions of coverage (which may
be subject to exceptions under the plan for
fraud or misrepresentation).

‘‘(D) REQUEST FOR ADVANCE DETERMINATION
OF COVERAGE.—The term ‘request for advance
determination of coverage’ means a request
for an advance determination of coverage of
medical care which is made by or on behalf
of a participant or beneficiary before such
medical care is provided.

‘‘(E) REQUEST FOR EXPEDITED ADVANCE DE-
TERMINATION OF COVERAGE.—The term ‘re-
quest for expedited advance determination of
coverage’ means a request for advance deter-
mination of coverage, in any case in which
the proposed medical care constitutes urgent
medical care or emergency medical care.

‘‘(F) REQUEST FOR REQUIRED DETERMINATION
OF MEDICAL NECESSITY.—The term ‘request
for required determination of medical neces-
sity’ means a request for a required deter-
mination of medical necessity for medical
care which is made by or on behalf of a par-
ticipant or beneficiary before the medical
care is provided.

‘‘(G) REQUEST FOR EXPEDITED REQUIRED DE-
TERMINATION OF MEDICAL NECESSITY.—The
term ‘request for expedited required deter-
mination of medical necessity’ means a re-
quest for required determination of medical
necessity in any case in which the proposed
medical care constitutes urgent medical care
or emergency medical care.

‘‘(H) URGENT MEDICAL CARE.—The term ‘ur-
gent medical care’ means medical care in
any case in which an appropriate physician
has certified in writing (or as otherwise pro-
vided in regulations of the Secretary) that
failure to provide the participant or bene-
ficiary with such medical care within 45 days
can reasonably be expected to result in ei-
ther—

‘‘(i) the imminent death of the participant
or beneficiary, or

‘‘(ii) the immediate, serious, and irrevers-
ible deterioration of the health of the partic-
ipant or beneficiary which will significantly
increase the likelihood of death of, or irrep-
arable harm to, the participant or bene-
ficiary.

‘‘(I) EMERGENCY MEDICAL CARE.—The term
‘emergency medical care’ means medical
care in any case in which an appropriate
physician has certified in writing (or as oth-
erwise provided in regulations of the Sec-
retary)—

‘‘(i) that failure to immediately provide
the care to the participant or beneficiary
could reasonably be expected to result in—

‘‘(I) placing the health of such participant
or beneficiary (or, with respect to such a par-
ticipant or beneficiary who is a pregnant
woman, the health of the woman or her un-
born child) in serious jeopardy,

‘‘(II) serious impairment to bodily func-
tions, or

‘‘(III) serious dysfunction of any bodily
organ or part,

or
‘‘(ii) that immediate provision of the care

is necessary because the participant or bene-
ficiary has made or is at serious risk of mak-
ing an attempt to harm himself or herself or
another individual.

‘‘(J) INITIAL DECISION PERIOD.—The term
‘initial decision period’ means a period of 30
days, or such longer period as may be pre-
scribed in regulations of the Secretary.

‘‘(K) INTERNAL REVIEW PERIOD.—The term
‘internal review period’ means a period of 30
days, or such longer period as may be pre-
scribed in regulations of the Secretary.

‘‘(L) URGENT DECISION PERIOD.—The term
‘urgent decision period’ means a period of 10
days, or such longer period as may be pre-
scribed in regulations of the Secretary.

‘‘(M) EMERGENCY DECISION PERIOD.—The
term ‘emergency decision period’ means a
period of 72 hours, or such longer period as
may be prescribed in regulations of the Sec-
retary.

‘‘(N) SPECIALTY DECISION PERIOD.—The
term ‘specialty decision period’ means a pe-
riod of 72 hours, or such longer period as may
be prescribed in regulations of the Secretary.

‘‘(O) RECONSIDERATION PERIOD.—The term
‘reconsideration period’ means a period of 25
days, or such longer period as may be pre-
scribed in regulations of the Secretary, ex-
cept that—

‘‘(i) in the case of a decision involving ur-
gent medical care, such term means the ur-
gent decision period, and

‘‘(ii) in the case of a decision involving
emergency medical care, such term means
the emergency decision period.

‘‘(P) FILING COMPLETION DATE.—The term
‘filing completion date’ means, in connection
with a group health plan, the date as of
which the plan is in receipt of all informa-
tion reasonably required (in writing or in
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such other reasonable form as may be speci-
fied by the plan) to make an initial coverage
decision.

‘‘(Q) REVIEW FILING DATE.—The term ‘re-
view filing date’ means, in connection with a
group health plan, the date as of which the
appropriate named fiduciary (or the inde-
pendent medical expert or experts in the case
of a review under paragraph (4)) is in receipt
of all information reasonably required (in
writing or in such other reasonable form as
may be specified by the plan) to make a deci-
sion to affirm, modify, or reverse a coverage
decision.

‘‘(R) MEDICAL CARE.—The term ‘medical
care’ has the meaning provided such term by
section 733(a)(2).

‘‘(S) HEALTH INSURANCE COVERAGE.—The
term ‘health insurance coverage’ has the
meaning provided such term by section
733(b)(1).

‘‘(T) HEALTH INSURANCE ISSUER.—The term
‘health insurance issuer’ has the meaning
provided such term by section 733(b)(2).

‘‘(U) WRITTEN OR IN WRITING.—
‘‘(i) IN GENERAL.—A request or decision

shall be deemed to be ‘written’ or ‘in writing’
if such request or decision is presented in a
generally recognized printable or electronic
format. The Secretary may by regulation
provide for presentation of information oth-
erwise required to be in written form in such
other forms as may be appropriate under the
circumstances.

‘‘(ii) MEDICAL APPROPRIATENESS OR EXPERI-
MENTAL TREATMENT DETERMINATIONS.—For
purposes of this subparagraph, in the case of
a request for advance determination of cov-
erage, a request for expedited advance deter-
mination of coverage, a request for required
determination of medical necessity, or a re-
quest for expedited required determination
of medical necessity, if the decision on such
request is conveyed to the provider of medi-
cal care or to the participant or beneficiary
by means of telephonic or other electronic
communications, such decision shall be
treated as a written decision.’’.

(b) CIVIL PENALTIES.—
(1) IN GENERAL.—Section 502(c) of such Act

(29 U.S.C. 1132(c)) is amended by redesignat-
ing paragraphs (6) and (7) as paragraphs (7)
and (8), respectively, and by inserting after
paragraph (5) the following new paragraph:

‘‘(6)(A)(i) In any case in which—
‘‘(I) a benefit under a group health plan (as

defined in section 503(b)(8)) is not timely pro-
vided to a participant or beneficiary pursu-
ant to a final decision of the plan which was
not in accordance with the terms of the plan
or this title, and

‘‘(II) such final decision of the plan is con-
trary to a recommendation described in sec-
tion 503(b)(4)(C)(iii),

any person acting in the capacity of a fidu-
ciary of such plan so as to cause such failure
may, in the court’s discretion, be liable to
the aggrieved participant or beneficiary for a
civil penalty.

‘‘(ii) Such civil penalty shall be in the
amount of up to $250 a day from the date on
which the recommendation was made to the
plan until the date the failure to provide
benefits is corrected, up to a total amount
not to exceed $100,000.

‘‘(B) In any action commenced under sub-
section (a) by a participant or beneficiary
with respect to a group health plan (as de-
fined in section 503(b)(8)) in which the plain-
tiff alleges that a person, in the capacity of
a fiduciary and in violation of the terms of
the plan or this title, has taken an action re-
sulting in an adverse coverage decision in
violation of the terms of the plan, or has
failed to take an action for which such per-
son is responsible under the plan and which
is necessary under the plan for a favorable

coverage decision, upon finding in favor of
the plaintiff, if such action was commenced
after a final decision of the plan upon review
which included a review under section
503(b)(4) or such action was commenced
under subsection (b)(4) of this section, the
court shall cause to be served on the defend-
ant an order requiring the defendant—

‘‘(i) to cease and desist from the alleged ac-
tion or failure to act, and

‘‘(ii) to pay to the plaintiff a reasonable at-
torney’s fee and other reasonable costs relat-
ing to the prosecution of the action on the
charges on which the plaintiff prevails.
The remedies provided under this subpara-
graph shall be in addition to remedies other-
wise provided under this section.

‘‘(C)(i) The Secretary may assess a civil
penalty against a person acting in the capac-
ity of a fidicuary of one or more group
health plans (as defined in section 503(b)(8))
for—

‘‘(I) any pattern or practice of repeated ad-
verse coverage decisions in violation of the
terms of the plan or plans or this title, or

‘‘(II) any pattern or practice of repeated
violations of the requirements of section 503
with respect to such plan or plans.
Such penalty shall be payable only upon
proof by clear and convincing evidence of
such pattern or practice.

‘‘(ii) Such penalty shall be in an amount
not to exceed the lesser of—

‘‘(I) 5 percent of the aggregate value of
benefits shown by the Secretary to have not
been provided, or unlawfully delayed in vio-
lation of section 503, under such pattern or
practice, or

‘‘(II) $100,000.
‘‘(iii) Any person acting in the capacity of

a fiduciary of a group health plan or plans
who has engaged in any such pattern or prac-
tice with respect to such plans, upon the pe-
tition of the Secretary, may be removed by
the court from that position, and from any
other involvement, with respect to such plan
or plans, and may be precluded from return-
ing to any such position or involvement for
a period determined by the court.’’.

(2) CONFORMING AMENDMENT.—Section
502(a)(6) of such Act (29 U.S.C. 1132(a)(6)) is
amended by striking ‘‘(6)’’ and inserting
‘‘(7)’’.

(c) EXPEDITED COURT REVIEW.—Section 502
of such Act (29 U.S.C. 1132) is amended—

(1) in subsection (a)(8), by striking ‘‘or’’ at
the end;

(2) in subsection (a)(9), by striking the pe-
riod and inserting ‘‘; or’’;

(3) by adding at the end of subsection (a)
the following new paragraph:

‘‘(10) by a participant or beneficiary for ap-
propriate relief under subsection (b)(4).’’.

(4) by adding at the end of subsection (b)
the following new paragraph:

‘‘(4) In any case in which exhaustion of ad-
ministrative remedies in accordance with
paragraph (2)(A)(ii) or (2)(B)(ii) of section
503(b) otherwise necessary for an action for
relief under paragraph (1)(B) or (3) of sub-
section (a) has not been obtained and it is
demonstrated to the court by means of cer-
tification by an appropriate physician that
such exhaustion is not reasonably attainable
under the facts and circumstances without
undue risk of irreparable harm to the health
of the participant or beneficiary, a civil ac-
tion may be brought by a participant or ben-
eficiary to obtain appropriate equitable re-
lief. Any determinations made under para-
graph (2)(A)(ii) or (2)(B)(ii) of section 503(b)
made while an action under this paragraph is
pending shall be given due consideration by
the court in any such action.’’.

(d) STANDARD OF REVIEW UNAFFECTED.—
The standard of review under section 502 of
the Employee Retirement Income Security

Act of 1974 (as amended by this section) shall
continue on and after the date of the enact-
ment of this Act to be the standard of review
which was applicable under such section as
of immediately before such date.

(e) CONCURRENT JURISDICTION.—Section
502(e)(1) of such Act (29 U.S.C. 1132(e)(1)) is
amended—

(1) in the first sentence, by striking ‘‘under
subsection (a)(1)(B) of this section’’ and in-
serting ‘‘under subsection (a)(1)(A) for relief
under subsection (c)(6), under subsection
(a)(1)(B), and under subsection (b)(4)’’; and

(2) in the last sentence, by striking ‘‘of ac-
tions under paragraphs (1)(B) and (7) of sub-
section (a) of this section’’ and inserting ‘‘of
actions under paragraph (1)(A) of subsection
(a) for relief under subsection (c)(6) and of
actions under paragraphs (1)(B) and (7) of
subsection (a) and paragraph (4) of sub-
section (b)’’.
SEC. 1202. EFFECTIVE DATE.

(a) IN GENERAL.—The amendments made by
this subtitle shall apply with respect to
grievances arising in plan years beginning on
or after January 1 of the second calendar
year following the date of the enactment of
this Act. The Secretary shall first issue all
regulations necessary to carry out the
amendments made by this subtitle before
such date.

(b) LIMITATION ON ENFORCEMENT ACTIONS.—
No enforcement action shall be taken, pursu-
ant to the amendments made by this sub-
title, against a group health plan or health
insurance issuer with respect to a violation
of a requirement imposed by such amend-
ments before the date of issuance of final
regulations issued in connection with such
requirement, if the plan or issuer has sought
to comply in good faith with such require-
ment.

(c) COLLECTIVE BARGAINING AGREEMENTS.—
Any plan amendment made pursuant to a
collective bargaining agreement relating to
the plan which amends the plan solely to
conform to any requirement added by this
subtitle shall not be treated as a termination
of such collective bargaining agreement.

Subtitle D—Affordable Health Coverage for
Employees of Small Businesses

SEC. 1301. SHORT TITLE OF SUBTITLE.
This subtitle may be cited as the ‘‘Small

Business Affordable Health Coverage Act of
1998’’.
SEC. 1302. RULES GOVERNING ASSOCIATION

HEALTH PLANS.
(a) IN GENERAL.—Subtitle B of title I of the

Employee Retirement Income Security Act
of 1974 is amended by adding after part 7 the
following new part:

‘‘PART 8—RULES GOVERNING ASSOCIATION
HEALTH PLANS

‘‘SEC. 801. ASSOCIATION HEALTH PLANS.
‘‘(a) IN GENERAL.—For purposes of this

part, the term ‘association health plan’
means a group health plan—

‘‘(1) whose sponsor is (or is deemed under
this part to be) described in subsection (b),
and

‘‘(2) under which at least one option of
health insurance coverage offered by a
health insurance issuer (which may include,
among other options, managed care options,
point of service options, and preferred pro-
vider options) is provided to participants and
beneficiaries, unless, for any plan year, such
coverage remains unavailable to the plan de-
spite good faith efforts exercised by the plan
to secure such coverage.

‘‘(b) SPONSORSHIP.—The sponsor of a group
health plan is described in this subsection if
such sponsor—

‘‘(1) is organized and maintained in good
faith, with a constitution and bylaws specifi-
cally stating its purpose and providing for
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periodic meetings on at least an annual
basis, as a trade association, an industry as-
sociation (including a rural electric coopera-
tive association or a rural telephone cooper-
ative association), a professional associa-
tion, or a chamber of commerce (or similar
business association, including a corporation
or similar organization that operates on a
cooperative basis (within the meaning of sec-
tion 1381 of the Internal Revenue Code of
1986)), for substantial purposes other than
that of obtaining or providing medical care,

‘‘(2) is established as a permanent entity
which receives the active support of its
members and collects from its members on a
periodic basis dues or payments necessary to
maintain eligibility for membership in the
sponsor, and

‘‘(3) does not condition membership, such
dues or payments, or coverage under the
plan on the basis of health status-related
factors with respect to the employees of its
members (or affiliated members), or the de-
pendents of such employees, and does not
condition such dues or payments on the basis
of group health plan participation.
Any sponsor consisting of an association of
entities which meet the requirements of
paragraphs (1) and (2) shall be deemed to be
a sponsor described in this subsection.
‘‘SEC. 802. CERTIFICATION OF ASSOCIATION

HEALTH PLANS.
‘‘(a) IN GENERAL.—The applicable author-

ity shall prescribe by regulation a procedure
under which, subject to subsection (b), the
applicable authority shall certify association
health plans which apply for certification as
meeting the requirements of this part.

‘‘(b) STANDARDS.—Under the procedure pre-
scribed pursuant to subsection (a), the appli-
cable authority shall certify an association
health plan as meeting the requirements of
this part only if the applicable authority is
satisfied that—

‘‘(1) such certification—
‘‘(A) is administratively feasible,
‘‘(B) is not adverse to the interests of the

individuals covered under the plan, and
‘‘(C) is protective of the rights and benefits

of the individuals covered under the plan,
and

‘‘(2) the applicable requirements of this
part are met (or, upon the date on which the
plan is to commence operations, will be met)
with respect to the plan.

‘‘(c) REQUIREMENTS APPLICABLE TO CER-
TIFIED PLANS.—An association health plan
with respect to which certification under
this part is in effect shall meet the applica-
ble requirements of this part, effective on
the date of certification (or, if later, on the
date on which the plan is to commence oper-
ations).

‘‘(d) REQUIREMENTS FOR CONTINUED CER-
TIFICATION.—The applicable authority may
provide by regulation for continued certifi-
cation of association health plans under this
part, including requirements relating to
commencement of new benefit options by
plans which do not consist of health insur-
ance coverage.

‘‘(e) CLASS CERTIFICATION FOR FULLY IN-
SURED PLANS.—The applicable authority
shall establish a class certification proce-
dure for association health plans under
which all benefits consist of health insurance
coverage. Under such procedure, the applica-
ble authority shall provide for the granting
of certification under this part to the plans
in each class of such association health plans
upon appropriate filing under such procedure
in connection with plans in such class and
payment of the prescribed fee under section
807(a).
‘‘SEC. 803. REQUIREMENTS RELATING TO SPON-

SORS AND BOARDS OF TRUSTEES.
‘‘(a) SPONSOR.—The requirements of this

subsection are met with respect to an asso-
ciation health plan if—

‘‘(1) the sponsor (together with its imme-
diate predecessor, if any) has met (or is
deemed under this part to have met) for a
continuous period of not less than 3 years
ending with the date of the application for
certification under this part, the require-
ments of paragraphs (1) and (2) of section
801(b), and

‘‘(2) the sponsor meets (or is deemed under
this part to meet) the requirements of sec-
tion 801(b)(3).

‘‘(b) BOARD OF TRUSTEES.—The require-
ments of this subsection are met with re-
spect to an association health plan if the fol-
lowing requirements are met:

‘‘(1) FISCAL CONTROL.—The plan is oper-
ated, pursuant to a trust agreement, by a
board of trustees which has complete fiscal
control over the plan and which is respon-
sible for all operations of the plan.

‘‘(2) RULES OF OPERATION AND FINANCIAL
CONTROLS.—The board of trustees has in ef-
fect rules of operation and financial con-
trols, based on a 3-year plan of operation,
adequate to carry out the terms of the plan
and to meet all requirements of this title ap-
plicable to the plan.

‘‘(3) RULES GOVERNING RELATIONSHIP TO
PARTICIPATING EMPLOYERS AND TO CONTRAC-
TORS.—

‘‘(A) IN GENERAL.—Except as provided in
subparagraph (B), the members of the board
of trustees are individuals selected from in-
dividuals who are the owners, officers, direc-
tors, or employees of the participating em-
ployers or who are partners in the partici-
pating employers and actively participate in
the business.

‘‘(B) LIMITATION.—
‘‘(i) GENERAL RULE.—Except as provided in

clauses (ii) and (iii), no such member is an
owner, officer, director, or employee of, or
partner in, a contract administrator or other
service provider to the plan.

‘‘(ii) LIMITED EXCEPTION FOR PROVIDERS OF
SERVICES SOLELY ON BEHALF OF THE SPON-
SOR.—Officers or employees of a sponsor
which is a service provider (other than a con-
tract administrator) to the plan may be
members of the board if they constitute not
more than 25 percent of the membership of
the board and they do not provide services to
the plan other than on behalf of the sponsor.

‘‘(iii) TREATMENT OF PROVIDERS OF MEDICAL
CARE.—In the case of a sponsor which is an
association whose membership consists pri-
marily of providers of medical care, clause
(i) shall not apply in the case of any service
provider described in subparagraph (A) who
is a provider of medical care under the plan.

‘‘(C) SOLE AUTHORITY.—The board has sole
authority to approve applications for partici-
pation in the plan and to contract with a
service provider to administer the day-to-
day affairs of the plan.

‘‘(c) TREATMENT OF FRANCHISE NET-
WORKS.—In the case of a group health plan
which is established and maintained by a
franchiser for a franchise network consisting
of its franchisees—

‘‘(1) the requirements of subsection (a) and
section 801(a)(1) shall be deemed met if such
requirements would otherwise be met if the
franchiser were deemed to be the sponsor re-
ferred to in section 801(b), such network were
deemed to be an association described in sec-
tion 801(b), and each franchisee were deemed
to be a member (of the association and the
sponsor) referred to in section 801(b), and

‘‘(2) the requirements of section 804(a)(1)
shall be deemed met.

‘‘(d) CERTAIN COLLECTIVELY BARGAINED
PLANS.—

‘‘(1) IN GENERAL.—In the case of a group
health plan described in paragraph (2)—

‘‘(A) the requirements of subsection (a) and
section 801(a)(1) shall be deemed met,

‘‘(B) the joint board of trustees shall be
deemed a board of trustees with respect to
which the requirements of subsection (b) are
met, and

‘‘(C) the requirements of section 804 shall
be deemed met.

‘‘(2) REQUIREMENTS.—A group health plan
is described in this paragraph if—

‘‘(A) the plan is a multiemployer plan, or
‘‘(B) the plan is in existence on April 1,

1997, and would be described in section
3(40)(A)(i) but solely for the failure to meet
the requirements of section 3(40)(C)(ii).
‘‘SEC. 804. PARTICIPATION AND COVERAGE RE-

QUIREMENTS.
‘‘(a) COVERED EMPLOYERS AND INDIVID-

UALS.—The requirements of this subsection
are met with respect to an association
health plan if, under the terms of the plan—

‘‘(1) all participating employers must be
members or affiliated members of the spon-
sor, except that, in the case of a sponsor
which is a professional association or other
individual-based association, if at least one
of the officers, directors, or employees of an
employer, or at least one of the individuals
who are partners in an employer and who ac-
tively participates in the business, is a mem-
ber or affiliated member of the sponsor, par-
ticipating employers may also include such
employer, and

‘‘(2) all individuals commencing coverage
under the plan after certification under this
part must be—

‘‘(A) active or retired owners (including
self-employed individuals), officers, direc-
tors, or employees of, or partners in, partici-
pating employers, or

‘‘(B) the beneficiaries of individuals de-
scribed in subparagraph (A).

‘‘(b) COVERAGE OF PREVIOUSLY UNINSURED
EMPLOYEES.—

‘‘(1) IN GENERAL.—Subject to paragraph (2),
the requirements of this subsection are met
with respect to an association health plan if,
under the terms of the plan, no affiliated
member of the sponsor may be offered cov-
erage under the plan as a participating em-
ployer, unless—

‘‘(A) the affiliated member was an affili-
ated member on the date of certification
under this part, or

‘‘(B) during the 12-month period preceding
the date of the offering of such coverage, the
affiliated member has not maintained or
contributed to a group health plan with re-
spect to any of its employees who would oth-
erwise be eligible to participate in such asso-
ciation health plan.

‘‘(2) LIMITATION.—The requirements of this
subsection shall apply only in the case of
plans which were in existence on the date of
the enactment of the Small Business Afford-
able Health Coverage Act of 1998.

‘‘(c) INDIVIDUAL MARKET UNAFFECTED.—The
requirements of this subsection are met with
respect to an association health plan if,
under the terms of the plan, no participating
employer may provide health insurance cov-
erage in the individual market for any em-
ployee not covered under the plan which is
similar to the coverage contemporaneously
provided to employees of the employer under
the plan, if such exclusion of the employee
from coverage under the plan is based on a
health status-related factor with respect to
the employee and such employee would, but
for such exclusion on such basis, be eligible
for coverage under the plan.

‘‘(d) PROHIBITION OF DISCRIMINATION
AGAINST EMPLOYERS AND EMPLOYEES ELIGI-
BLE TO PARTICIPATE.—The requirements of
this subsection are met with respect to an
association health plan if—

‘‘(1) under the terms of the plan, no em-
ployer meeting the preceding requirements
of this section is excluded as a participating
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employer, unless participation or contribu-
tion requirements of the type referred to in
section 2711 of the Public Health Service Act
are not met with respect to the excluded em-
ployer,

‘‘(2) the applicable requirements of sec-
tions 701, 702, and 703 are met with respect to
the plan, and

‘‘(3) applicable benefit options under the
plan are actively marketed to all eligible
participating employers.
‘‘SEC. 805. OTHER REQUIREMENTS RELATING TO

PLAN DOCUMENTS, CONTRIBUTION
RATES, AND BENEFIT OPTIONS.

‘‘(a) IN GENERAL.—The requirements of this
section are met with respect to an associa-
tion health plan if the following require-
ments are met:

‘‘(1) CONTENTS OF GOVERNING INSTRU-
MENTS.—The instruments governing the plan
include a written instrument, meeting the
requirements of an instrument required
under section 402(a)(1), which—

‘‘(A) provides that the board of trustees
serves as the named fiduciary required for
plans under section 402(a)(1) and serves in
the capacity of a plan administrator (re-
ferred to in section 3(16)(A)),

‘‘(B) provides that the sponsor of the plan
is to serve as plan sponsor (referred to in sec-
tion 3(16)(B)), and

‘‘(C) incorporates the requirements of sec-
tion 806.

‘‘(2) CONTRIBUTION RATES MUST BE NON-
DISCRIMINATORY.—

‘‘(A) The contribution rates for any par-
ticipating small employer do not vary on the
basis of the claims experience of such em-
ployer and do not vary on the basis of the
type of business or industry in which such
employer is engaged.

‘‘(B) Nothing in this title or any other pro-
vision of law shall be construed to preclude
an association health plan, or a health insur-
ance issuer offering health insurance cov-
erage in connection with an association
health plan, from

‘‘(i) setting contribution rates based on the
claims experience of the plan, or

‘‘(ii) varying contribution rates for small
employers in a State to the extent that such
rates could vary using the same methodol-
ogy employed in such State for regulating
premium rates in the small group market,

subject to the requirements of section 702(b)
relating to contribution rates.

‘‘(3) FLOOR FOR NUMBER OF COVERED INDI-
VIDUALS WITH RESPECT TO CERTAIN PLANS.—If
any benefit option under the plan does not
consist of health insurance coverage, the
plan has as of the beginning of the plan year
not fewer than 1,000 participants and bene-
ficiaries.

‘‘(4) MARKETING REQUIREMENTS.—
‘‘(A) IN GENERAL.—If a benefit option which

consists of health insurance coverage is of-
fered under the plan, State-licensed insur-
ance agents shall be used to distribute to
small employers coverage which does not
consist of health insurance coverage in a
manner comparable to the manner in which
such agents are used to distribute health in-
surance coverage.

‘‘(B) STATE-LICENSED INSURANCE AGENTS.—
For purposes of subparagraph (A), the term
‘State-licensed insurance agents’ means one
or more agents who are licensed in a State
and are subject to the laws of such State re-
lating to licensure, qualification, testing, ex-
amination, and continuing education of per-
sons authorized to offer, sell, or solicit
health insurance coverage in such State.

‘‘(5) REGULATORY REQUIREMENTS.—Such
other requirements as the applicable author-
ity may prescribe by regulation as necessary
to carry out the purposes of this part.

‘‘(b) ABILITY OF ASSOCIATION HEALTH PLANS
TO DESIGN BENEFIT OPTIONS.—Nothing in this

part or any provision of State law (as defined
in section 514(c)(1)) shall be construed to pre-
clude an association health plan, or a health
insurance issuer offering health insurance
coverage in connection with an association
health plan, from exercising its sole discre-
tion in selecting the specific items and serv-
ices consisting of medical care to be included
as benefits under such plan or coverage, ex-
cept (subject to section 514) in the case of
any law to the extent that it (1) prohibits an
exclusion of a specific disease from such cov-
erage, or (2) is not preempted under section
731(a)(1) with respect to matters governed by
section 711 or 712.
‘‘SEC. 806. MAINTENANCE OF RESERVES AND

PROVISIONS FOR SOLVENCY FOR
PLANS PROVIDING HEALTH BENE-
FITS IN ADDITION TO HEALTH IN-
SURANCE COVERAGE.

‘‘(a) IN GENERAL.—The requirements of this
section are met with respect to an associa-
tion health plan if—

‘‘(1) the benefits under the plan consist
solely of health insurance coverage, or

‘‘(2) if the plan provides any additional
benefit options which do not consist of
health insurance coverage, the plan—

‘‘(A) establishes and maintains reserves
with respect to such additional benefit op-
tions, in amounts recommended by the quali-
fied actuary, consisting of—

‘‘(i) a reserve sufficient for unearned con-
tributions,

‘‘(ii) a reserve sufficient for benefit liabil-
ities which have been incurred, which have
not been satisfied, and for which risk of loss
has not yet been transferred, and for ex-
pected administrative costs with respect to
such benefit liabilities,

‘‘(iii) a reserve sufficient for any other ob-
ligations of the plan, and

‘‘(iv) a reserve sufficient for a margin of
error and other fluctuations, taking into ac-
count the specific circumstances of the plan,

and
‘‘(B) establishes and maintains aggregate

and specific excess/stop loss insurance and
solvency indemnification, with respect to
such additional benefit options for which
risk of loss has not yet been transferred, as
follows:

‘‘(i) The plan shall secure aggregate excess/
stop loss insurance for the plan with an at-
tachment point which is not greater than 125
percent of expected gross annual claims. The
applicable authority may by regulation pro-
vide for upward adjustments in the amount
of such percentage in specified cir-
cumstances in which the plan specifically
provides for and maintains reserves in excess
of the amounts required under subparagraph
(A).

‘‘(ii) The plan shall secure specific excess/
stop loss insurance for the plan with an at-
tachment point which is at least equal to an
amount recommended by the plan’s qualified
actuary (but not more than $200,000). The ap-
plicable authority may by regulation provide
for adjustments in the amount of such insur-
ance in specified circumstances in which the
plan specifically provides for and maintains
reserves in excess of the amounts required
under subparagraph (A).

‘‘(iii) The plan shall secure indemnification
insurance for any claims which the plan is
unable to satisfy by reason of a plan termi-
nation.

Any regulations prescribed by the applicable
authority pursuant to clause (i) or (ii) of sub-
paragraph (B) may allow for such adjust-
ments in the required levels of excess/stop
loss insurance as the qualified actuary may
recommend, taking into account the specific
circumstances of the plan.

‘‘(b) MINIMUM SURPLUS IN ADDITION TO
CLAIMS RESERVES.—The requirements of this

subsection are met if the plan establishes
and maintains surplus in an amount at least
equal to $2,000,000, reduced in accordance
with a scale, prescribed in regulations of the
applicable authority to an amount not less
than $500,000, based on the level of aggregate
and specific excess/stop loss insurance pro-
vided with respect to such plan.

‘‘(c) ADDITIONAL REQUIREMENTS.—In the
case of any association health plan described
in subsection (a)(2), the applicable authority
may provide such additional requirements
relating to reserves and excess/stop loss in-
surance as the applicable authority considers
appropriate. Such requirements may be pro-
vided, by regulation or otherwise, with re-
spect to any such plan or any class of such
plans.

‘‘(d) ADJUSTMENTS FOR EXCESS/STOP LOSS
INSURANCE.—The applicable authority may
provide for adjustments to the levels of re-
serves otherwise required under subsections
(a) and (b) with respect to any plan or class
of plans to take into account excess/stop loss
insurance provided with respect to such plan
or plans.

‘‘(e) ALTERNATIVE MEANS OF COMPLIANCE.—
The applicable authority may permit an as-
sociation health plan described in subsection
(a)(2) to substitute, for all or part of the re-
quirements of this section (except subsection
(a)(2)(B)(iii)), such security, guarantee, hold-
harmless arrangement, or other financial ar-
rangement as the applicable authority deter-
mines to be adequate to enable the plan to
fully meet all its financial obligations on a
timely basis and is otherwise no less protec-
tive of the interests of participants and bene-
ficiaries than the requirements for which it
is substituted. The applicable authority may
take into account, for purposes of this sub-
section, evidence provided by the plan or
sponsor which demonstrates an assumption
of liability with respect to the plan. Such
evidence may be in the form of a contract of
indemnification, lien, bonding, insurance,
letter of credit, recourse under applicable
terms of the plan in the form of assessments
of participating employers, security, or
other financial arrangement.

‘‘(f) MEASURES TO ENSURE CONTINUED PAY-
MENT OF BENEFITS BY CERTAIN PLANS IN DIS-
TRESS.—

‘‘(1) PAYMENTS BY CERTAIN PLANS TO ASSO-
CIATION HEALTH PLAN FUND.—

‘‘(A) IN GENERAL.—In the case of an asso-
ciation health plan described in subsection
(a)(2), the requirements of this subsection
are met if the plan makes payments into the
Association Health Plan Fund under this
subparagraph when they are due. Such pay-
ments shall consist of annual payments in
the amount of $5,000, and, in addition to such
annual payments, such supplemental pay-
ments as the Secretary may determine to be
necessary under paragraph (2). Payments
under this paragraph are payable to the
Fund at the time determined by the Sec-
retary. Initial payments are due in advance
of certification under this part. Payments
shall continue to accrue until a plan’s assets
are distributed pursuant to a termination
procedure.

‘‘(B) PENALTIES FOR FAILURE TO MAKE PAY-
MENTS.—If any payment is not made by a
plan when it is due, a late payment charge of
not more than 100 percent of the payment
which was not timely paid shall be payable
by the plan to the Fund.

‘‘(C) CONTINUED DUTY OF THE SECRETARY.—
The Secretary shall not cease to carry out
the provisions of paragraph (2) on account of
the failure of a plan to pay any payment
when due.

‘‘(2) PAYMENTS BY SECRETARY TO CONTINUE
EXCESS STOP/LOSS INSURANCE COVERAGE AND
INDEMNIFICATION INSURANCE COVERAGE FOR
CERTAIN PLANS.—In any case in which the ap-
plicable authority determines that there is,
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or that there is reason to believe that there
will be, (A) a failure to take necessary cor-
rective actions under section 809(a) with re-
spect to an association health plan described
in subsection (a)(2), or (B) a termination of
such a plan under section 809(b) or 810(b)(8)
(and, if the applicable authority is not the
Secretary, certifies such determination to
the Secretary), the Secretary shall deter-
mine the amounts necessary to make pay-
ments to an insurer (designated by the Sec-
retary) to maintain in force excess/stop loss
insurance coverage or indemnification insur-
ance coverage for such plan, if the Secretary
determines that there is a reasonable expec-
tation that, without such payments, claims
would not be satisfied by reason of termi-
nation of such coverage. The Secretary shall,
to the extent provided in advance in appro-
priation Acts, pay such amounts so deter-
mined to the insurer designated by the Sec-
retary.

‘‘(3) ASSOCIATION HEALTH PLAN FUND.—
‘‘(A) IN GENERAL.—There is established on

the books of the Treasury a fund to be
known as the ‘Association Health Plan
Fund’. The Fund shall be available for mak-
ing payments pursuant to paragraph (2). The
Fund shall be credited with payments re-
ceived pursuant to paragraph (1)(A), pen-
alties received pursuant to paragraph (1)(B),
and earnings on investments of amounts of
the Fund under subparagraph (B).

‘‘(B) INVESTMENT.—Whenever the Secretary
determines that the moneys of the fund are
in excess of current needs, the Secretary
may request the investment of such amounts
as the Secretary determines advisable by the
Secretary of the Treasury in obligations
issued or guaranteed by the United States.

‘‘(g) EXCESS/STOP LOSS INSURANCE.—For
purposes of this section—

‘‘(1) AGGREGATE EXCESS/STOP LOSS INSUR-
ANCE.—The term ‘aggregate excess/stop loss
insurance’ means, in connection with an as-
sociation health plan, a contract—

‘‘(A) under which an insurer (meeting such
minimum standards as may be prescribed in
regulations of the applicable authority) pro-
vides for payment to the plan with respect to
aggregate claims under the plan in excess of
an amount or amounts specified in such con-
tract,

‘‘(B) which is guaranteed renewable, and
‘‘(C) which allows for payment of pre-

miums by any third party on behalf of the
insured plan.

‘‘(2) SPECIFIC EXCESS/STOP LOSS INSUR-
ANCE.—The term ‘specific excess/stop loss in-
surance’ means , in connection with an asso-
ciation health plan, a contract—

‘‘(A) under which an insurer (meeting such
minimum standards as may be prescribed in
regulations of the applicable authority) pro-
vides for payment to the plan with respect to
claims under the plan in connection with a
covered individual in excess of an amount or
amounts specified in such contract in con-
nection with such covered individual,

‘‘(B) which is guaranteed renewable, and
‘‘(C) which allows for payment of pre-

miums by any third party on behalf of the
insured plan.

‘‘(h) INDEMNIFICATION INSURANCE.—For pur-
poses of this section, the term ‘indemnifica-
tion insurance’ means, in connection with an
association health plan, a contract—

‘‘(1) under which an insurer (meeting such
minimum standards as may be prescribed in
regulations of the applicable authority) pro-
vides for payment to the plan with respect to
claims under the plan which the plan is un-
able to satisfy by reason of a termination
pursuant to section 809(b) (relating to man-
datory termination),

‘‘(2) which is guaranteed renewable and
noncancellable for any reason (except as

may be provided in regulations of the appli-
cable authority), and

‘‘(3) which allows for payment of premiums
by any third party on behalf of the insured
plan.

‘‘(i) RESERVES.—For purposes of this sec-
tion, the term ‘reserves’ means, in connec-
tion with an association health plan, plan as-
sets which meet the fiduciary standards
under part 4 and such additional require-
ments regarding liquidity as may be pre-
scribed in regulations of the applicable au-
thority.

‘‘(j) REGULATIONS PRESCRIBED UNDER NEGO-
TIATED RULEMAKING.—The regulations under
this section shall be prescribed under nego-
tiated rulemaking in accordance with sub-
chapter III of chapter 5 of title 5, United
States Code, except that, in establishing the
negotiated rulemaking committee for pur-
poses of such rulemaking, the applicable au-
thority shall include among persons invited
to membership on the committee at least
one of each of the following:

‘‘(1) a representative of the National Asso-
ciation of Insurance Commissioners,

‘‘(2) a representative of the American
Academy of Actuaries,

‘‘(3) a representative of the State govern-
ments, or their interests,

‘‘(4) a representative of existing self-in-
sured arrangements, or their interests,

‘‘(5) a representative of associations of the
type referred to in section 801(b)(1), or their
interests, and

‘‘(6) a representative of multiemployer
plans that are group health plans, or their
interests.
‘‘SEC. 807. REQUIREMENTS FOR APPLICATION

AND RELATED REQUIREMENTS.
‘‘(a) FILING FEE.—Under the procedure pre-

scribed pursuant to section 802(a), an asso-
ciation health plan shall pay to the applica-
ble authority at the time of filing an applica-
tion for certification under this part a filing
fee in the amount of $5,000, which shall be
available in the case of the Secretary, to the
extent provided in appropriation Acts, for
the sole purpose of administering the certifi-
cation procedures applicable with respect to
association health plans.

‘‘(b) INFORMATION TO BE INCLUDED IN AP-
PLICATION FOR CERTIFICATION.—An applica-
tion for certification under this part meets
the requirements of this section only if it in-
cludes, in a manner and form prescribed in
regulations of the applicable authority, at
least the following information:

‘‘(1) IDENTIFYING INFORMATION.—The names
and addresses of—

‘‘(A) the sponsor, and
‘‘(B) the members of the board of trustees

of the plan.
‘‘(2) STATES IN WHICH PLAN INTENDS TO DO

BUSINESS.—The States in which participants
and beneficiaries under the plan are to be lo-
cated and the number of them expected to be
located in each such State.

‘‘(3) BONDING REQUIREMENTS.—Evidence
provided by the board of trustees that the
bonding requirements of section 412 will be
met as of the date of the application or (if
later) commencement of operations.

‘‘(4) PLAN DOCUMENTS.—A copy of the docu-
ments governing the plan (including any by-
laws and trust agreements), the summary
plan description, and other material describ-
ing the benefits that will be provided to par-
ticipants and beneficiaries under the plan.

‘‘(5) AGREEMENTS WITH SERVICE PROVID-
ERS.—A copy of any agreements between the
plan and contract administrators and other
service providers.

‘‘(6) FUNDING REPORT.—In the case of asso-
ciation health plans providing benefits op-
tions in addition to health insurance cov-
erage, a report setting forth information
with respect to such additional benefit op-

tions determined as of a date within the 120-
day period ending with the date of the appli-
cation, including the following:

‘‘(A) RESERVES.—A statement, certified by
the board of trustees of the plan, and a state-
ment of actuarial opinion, signed by a quali-
fied actuary, that all applicable require-
ments of section 806 are or will be met in ac-
cordance with regulations which the applica-
ble authority shall prescribe.

‘‘(B) ADEQUACY OF CONTRIBUTION RATES.—A
statement of actuarial opinion, signed by a
qualified actuary, which sets forth a descrip-
tion of the extent to which contribution
rates are adequate to provide for the pay-
ment of all obligations and the maintenance
of required reserves under the plan for the
12-month period beginning with such date
within such 120-day period, taking into ac-
count the expected coverage and experience
of the plan. If the contribution rates are not
fully adequate, the statement of actuarial
opinion shall indicate the extent to which
the rates are inadequate and the changes
needed to ensure adequacy.

‘‘(C) CURRENT AND PROJECTED VALUE OF AS-
SETS AND LIABILITIES.—A statement of actu-
arial opinion signed by a qualified actuary,
which sets forth the current value of the as-
sets and liabilities accumulated under the
plan and a projection of the assets, liabil-
ities, income, and expenses of the plan for
the 12-month period referred to in subpara-
graph (B). The income statement shall iden-
tify separately the plan’s administrative ex-
penses and claims.

‘‘(D) COSTS OF COVERAGE TO BE CHARGED
AND OTHER EXPENSES.—A statement of the
costs of coverage to be charged, including an
itemization of amounts for administration,
reserves, and other expenses associated with
the operation of the plan.

‘‘(E) OTHER INFORMATION.—Any other infor-
mation which may be prescribed in regula-
tions of the applicable authority as nec-
essary to carry out the purposes of this part.

‘‘(c) FILING NOTICE OF CERTIFICATION WITH
STATES.—A certification granted under this
part to an association health plan shall not
be effective unless written notice of such
certification is filed with the applicable
State authority of each State in which at
least 25 percent of the participants and bene-
ficiaries under the plan are located. For pur-
poses of this subsection, an individual shall
be considered to be located in the State in
which a known address of such individual is
located or in which such individual is em-
ployed.

‘‘(d) NOTICE OF MATERIAL CHANGES.—In the
case of any association health plan certified
under this part, descriptions of material
changes in any information which was re-
quired to be submitted with the application
for the certification under this part shall be
filed in such form and manner as shall be
prescribed in regulations of the applicable
authority. The applicable authority may re-
quire by regulation prior notice of material
changes with respect to specified matters
which might serve as the basis for suspen-
sion or revocation of the certification.

‘‘(e) REPORTING REQUIREMENTS FOR CERTAIN
ASSOCIATION HEALTH PLANS.—An association
health plan certified under this part which
provides benefit options in addition to health
insurance coverage for such plan year shall
meet the requirements of section 103 by fil-
ing an annual report under such section
which shall include information described in
subsection (b)(6) with respect to the plan
year and, notwithstanding section
104(a)(1)(A), shall be filed with the applicable
authority not later than 90 days after the
close of the plan year (or on such later date
as may be prescribed by the applicable au-
thority).

‘‘(f) ENGAGEMENT OF QUALIFIED ACTUARY.—
The board of trustees of each association
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health plan which provides benefits options
in addition to health insurance coverage and
which is applying for certification under this
part or is certified under this part shall en-
gage, on behalf of all participants and bene-
ficiaries, a qualified actuary who shall be re-
sponsible for the preparation of the mate-
rials comprising information necessary to be
submitted by a qualified actuary under this
part. The qualified actuary shall utilize such
assumptions and techniques as are necessary
to enable such actuary to form an opinion as
to whether the contents of the matters re-
ported under this part—

‘‘(1) are in the aggregate reasonably relat-
ed to the experience of the plan and to rea-
sonable expectations, and

‘‘(2) represent such actuary’s best estimate
of anticipated experience under the plan.
The opinion by the qualified actuary shall be
made with respect to, and shall be made a
part of, the annual report.
‘‘SEC. 808. NOTICE REQUIREMENTS FOR VOL-

UNTARY TERMINATION.
‘‘Except as provided in section 809(b), an

association health plan which is or has been
certified under this part may terminate
(upon or at any time after cessation of ac-
cruals in benefit liabilities) only if the board
of trustees—

‘‘(1) not less than 60 days before the pro-
posed termination date, provides to the par-
ticipants and beneficiaries a written notice
of intent to terminate stating that such ter-
mination is intended and the proposed termi-
nation date,

‘‘(2) develops a plan for winding up the af-
fairs of the plan in connection with such ter-
mination in a manner which will result in
timely payment of all benefits for which the
plan is obligated, and

‘‘(3) submits such plan in writing to the ap-
plicable authority.
Actions required under this section shall be
taken in such form and manner as may be
prescribed in regulations of the applicable
authority.
‘‘SEC. 809. CORRECTIVE ACTIONS AND MANDA-

TORY TERMINATION.
‘‘(a) ACTIONS TO AVOID DEPLETION OF RE-

SERVES.—An association health plan which is
certified under this part and which provides
benefits other than health insurance cov-
erage shall continue to meet the require-
ments of section 806, irrespective of whether
such certification continues in effect. The
board of trustees of such plan shall deter-
mine quarterly whether the requirements of
section 806 are met. In any case in which the
board determines that there is reason to be-
lieve that there is or will be a failure to meet
such requirements, or the applicable author-
ity makes such a determination and so noti-
fies the board, the board shall immediately
notify the qualified actuary engaged by the
plan, and such actuary shall, not later than
the end of the next following month, make
such recommendations to the board for cor-
rective action as the actuary determines
necessary to ensure compliance with section
806. Not later than 30 days after receiving
from the actuary recommendations for cor-
rective actions, the board shall notify the
applicable authority (in such form and man-
ner as the applicable authority may pre-
scribe by regulation) of such recommenda-
tions of the actuary for corrective action, to-
gether with a description of the actions (if
any) that the board has taken or plans to
take in response to such recommendations.
The board shall thereafter report to the ap-
plicable authority, in such form and fre-
quency as the applicable authority may
specify to the board, regarding corrective ac-
tion taken by the board until the require-
ments of section 806 are met.

‘‘(b) MANDATORY TERMINATION.—In any
case in which—

‘‘(1) the applicable authority has been noti-
fied under subsection (a) of a failure of an as-
sociation health plan which is or has been
certified under this part and is described in
section 806(a)(2) to meet the requirements of
section 806 and has not been notified by the
board of trustees of the plan that corrective
action has restored compliance with such re-
quirements, and

‘‘(2) the applicable authority determines
that there is a reasonable expectation that
the plan will continue to fail to meet the re-
quirements of section 806,
the board of trustees of the plan shall, at the
direction of the applicable authority, termi-
nate the plan and, in the course of the termi-
nation, take such actions as the applicable
authority may require, including satisfying
any claims referred to in section
806(a)(2)(B)(iii) and recovering for the plan
any liability under subsection (a)(2)(B)(iii) or
(e) of section 806, as necessary to ensure that
the affairs of the plan will be, to the maxi-
mum extent possible, wound up in a manner
which will result in timely provision of all
benefits for which the plan is obligated.
‘‘SEC. 810. TRUSTEESHIP BY THE SECRETARY OF

INSOLVENT ASSOCIATION HEALTH
PLANS PROVIDING HEALTH BENE-
FITS IN ADDITION TO HEALTH IN-
SURANCE COVERAGE.

‘‘(a) APPOINTMENT OF SECRETARY AS TRUST-
EE FOR INSOLVENT PLANS.—Whenever the
Secretary determines that an association
health plan which is or has been certified
under this part and which is described in sec-
tion 806(a)(2) will be unable to provide bene-
fits when due or is otherwise in a financially
hazardous condition as defined in regulations
of such Secretary, the Secretary shall, upon
notice to the plan, apply to the appropriate
United States district court for appointment
of the Secretary as trustee to administer the
plan for the duration of the insolvency. The
plan may appear as a party and other inter-
ested persons may intervene in the proceed-
ings at the discretion of the court. The court
shall appoint such Secretary trustee if the
court determines that the trusteeship is nec-
essary to protect the interests of the partici-
pants and beneficiaries or providers of medi-
cal care or to avoid any unreasonable dete-
rioration of the financial condition of the
plan. The trusteeship of such Secretary shall
continue until the conditions described in
the first sentence of this subsection are rem-
edied or the plan is terminated.

‘‘(b) POWERS AS TRUSTEE.—The Secretary,
upon appointment as trustee under sub-
section (a), shall have the power—

‘‘(1) to do any act authorized by the plan,
this title, or other applicable provisions of
law to be done by the plan administrator or
any trustee of the plan,

‘‘(2) to require the transfer of all (or any
part) of the assets and records of the plan to
the Secretary as trustee,

‘‘(3) to invest any assets of the plan which
the Secretary holds in accordance with the
provisions of the plan, regulations of the
Secretary, and applicable provisions of law,

‘‘(4) to require the sponsor, the plan admin-
istrator, any participating employer, and
any employee organization representing plan
participants to furnish any information with
respect to the plan which the Secretary as
trustee may reasonably need in order to ad-
minister the plan,

‘‘(5) to collect for the plan any amounts
due the plan and to recover reasonable ex-
penses of the trusteeship,

‘‘(6) to commence, prosecute, or defend on
behalf of the plan any suit or proceeding in-
volving the plan,

‘‘(7) to issue, publish, or file such notices,
statements, and reports as may be required
under regulations of the Secretary or by any
order of the court,

‘‘(8) to terminate the plan (or provide for
its termination accordance with section
809(b)) and liquidate the plan assets, to re-
store the plan to the responsibility of the
sponsor, or to continue the trusteeship,

‘‘(9) to provide for the enrollment of plan
participants and beneficiaries under appro-
priate coverage options, and

‘‘(10) to do such other acts as may be nec-
essary to comply with this title or any order
of the court and to protect the interests of
plan participants and beneficiaries and pro-
viders of medical care.

‘‘(c) NOTICE OF APPOINTMENT.—As soon as
practicable after the Secretary’s appoint-
ment as trustee, the Secretary shall give no-
tice of such appointment to—

‘‘(1) the sponsor and plan administrator,
‘‘(2) each participant,
‘‘(3) each participating employer, and
‘‘(4) if applicable, each employee organiza-

tion which, for purposes of collective bar-
gaining, represents plan participants.

‘‘(d) ADDITIONAL DUTIES.—Except to the ex-
tent inconsistent with the provisions of this
title, or as may be otherwise ordered by the
court, the Secretary, upon appointment as
trustee under this section, shall be subject to
the same duties as those of a trustee under
section 704 of title 11, United States Code,
and shall have the duties of a fiduciary for
purposes of this title.

‘‘(e) OTHER PROCEEDINGS.—An application
by the Secretary under this subsection may
be filed notwithstanding the pendency in the
same or any other court of any bankruptcy,
mortgage foreclosure, or equity receivership
proceeding, or any proceeding to reorganize,
conserve, or liquidate such plan or its prop-
erty, or any proceeding to enforce a lien
against property of the plan.

‘‘(f) JURISDICTION OF COURT.—
‘‘(1) IN GENERAL.—Upon the filing of an ap-

plication for the appointment as trustee or
the issuance of a decree under this section,
the court to which the application is made
shall have exclusive jurisdiction of the plan
involved and its property wherever located
with the powers, to the extent consistent
with the purposes of this section, of a court
of the United States having jurisdiction over
cases under chapter 11 of title 11, United
States Code. Pending an adjudication under
this section such court shall stay, and upon
appointment by it of the Secretary as trust-
ee, such court shall continue the stay of, any
pending mortgage foreclosure, equity receiv-
ership, or other proceeding to reorganize,
conserve, or liquidate the plan, the sponsor,
or property of such plan or sponsor, and any
other suit against any receiver, conservator,
or trustee of the plan, the sponsor, or prop-
erty of the plan or sponsor. Pending such ad-
judication and upon the appointment by it of
the Secretary as trustee, the court may stay
any proceeding to enforce a lien against
property of the plan or the sponsor or any
other suit against the plan or the sponsor.

‘‘(2) VENUE.—An action under this section
may be brought in the judicial district where
the sponsor or the plan administrator resides
or does business or where any asset of the
plan is situated. A district court in which
such action is brought may issue process
with respect to such action in any other ju-
dicial district.

‘‘(g) PERSONNEL.—In accordance with regu-
lations of the Secretary, the Secretary shall
appoint, retain, and compensate account-
ants, actuaries, and other professional serv-
ice personnel as may be necessary in connec-
tion with the Secretary’s service as trustee
under this section.
‘‘SEC. 811. STATE ASSESSMENT AUTHORITY.

‘‘(a) IN GENERAL.—Notwithstanding section
514, a State may impose by law a contribu-
tion tax on an association health plan de-
scribed in section 806(a)(2), if the plan com-
menced operations in such State after the
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date of the enactment of the Small Business
Affordable Health Coverage Act of 1998.

‘‘(b) CONTRIBUTION TAX.—For purposes of
this section, the term ‘contribution tax’ im-
posed by a State on an association health
plan means any tax imposed by such State
if—

‘‘(1) such tax is computed by applying a
rate to the amount of premiums or contribu-
tions, with respect to individuals covered
under the plan who are residents of such
State, which are received by the plan from
participating employers located in such
State or from such individuals,

‘‘(2) the rate of such tax does not exceed
the rate of any tax imposed by such State on
premiums or contributions received by insur-
ers or health maintenance organizations for
health insurance coverage offered in such
State in connection with a group health
plan,

‘‘(3) such tax is otherwise nondiscrim-
inatory, and

‘‘(4) the amount of any such tax assessed
on the plan is reduced by the amount of any
tax or assessment otherwise imposed by the
State on premiums, contributions, or both
received by insurers or health maintenance
organizations for health insurance coverage,
aggregate excess/stop loss insurance (as de-
fined in section 806(g)(1)), specific excess/stop
loss insurance (as defined in section
806(g)(2)), other insurance related to the pro-
vision of medical care under the plan, or any
combination thereof provided by such insur-
ers or health maintenance organizations in
such State in connection with such plan.
‘‘SEC. 812. SPECIAL RULES FOR CHURCH PLANS.

‘‘(a) ELECTION FOR CHURCH PLANS.—Not-
withstanding section 4(b)(2), if a church, a
convention or association of churches, or an
organization described in section 3(33)(C)(i)
maintains a church plan which is a group
health plan (as defined in section 733(a)(1)),
and such church, convention, association, or
organization makes an election with respect
to such plan under this subsection (in such
form and manner as the Secretary may by
regulation prescribe), then the provisions of
this section shall apply to such plan, with re-
spect to benefits provided under such plan
consisting of medical care, as if section
4(b)(2) did not contain an exclusion for
church plans. Nothing in this subsection
shall be construed to render any other sec-
tion of this title applicable to church plans,
except to the extent that such other section
is incorporated by reference in this section.

‘‘(b) EFFECT OF ELECTION.—
‘‘(1) PREEMPTION OF STATE INSURANCE LAWS

REGULATING COVERED CHURCH PLANS.—Sub-
ject to paragraphs (2) and (3), this section
shall supersede any and all State laws which
regulate insurance insofar as they may now
or hereafter regulate church plans to which
this section applies or trusts established
under such church plans.

‘‘(2) GENERAL STATE INSURANCE REGULATION
UNAFFECTED.—

‘‘(A) IN GENERAL.—Except as provided in
subparagraph (B) and paragraph (3), nothing
in this section shall be construed to exempt
or relieve any person from any provision of
State law which regulates insurance.

‘‘(B) CHURCH PLANS NOT TO BE DEEMED IN-
SURANCE COMPANIES OR INSURERS.—Neither a
church plan to which this section applies,
nor any trust established under such a
church plan, shall be deemed to be an insur-
ance company or other insurer or to be en-
gaged in the business of insurance for pur-
poses of any State law purporting to regu-
late insurance companies or insurance con-
tracts.

‘‘(3) PREEMPTION OF CERTAIN STATE LAWS
RELATING TO PREMIUM RATE REGULATION AND
BENEFIT MANDATES.—The provisions of sub-

sections (a)(2)(B) and (b) of section 805 shall
apply with respect to a church plan to which
this section applies in the same manner and
to the same extent as such provisions apply
with respect to association health plans.

‘‘(4) DEFINITIONS.—For purposes of this sub-
section—

‘‘(A) STATE LAW.—The term ‘State law’ in-
cludes all laws, decisions, rules, regulations,
or other State action having the effect of
law, of any State. A law of the United States
applicable only to the District of Columbia
shall be treated as a State law rather than a
law of the United States.

‘‘(B) STATE.—The term ‘State’ includes a
State, any political subdivision thereof, or
any agency or instrumentality of either,
which purports to regulate, directly or indi-
rectly, the terms and conditions of church
plans covered by this section.

‘‘(c) REQUIREMENTS FOR COVERED CHURCH
PLANS.—

‘‘(1) FIDUCIARY RULES AND EXCLUSIVE PUR-
POSE.—A fiduciary shall discharge his duties
with respect to a church plan to which this
section applies—

‘‘(A) for the exclusive purpose of:
‘‘(i) providing benefits to participants and

their beneficiaries; and
‘‘(ii) defraying reasonable expenses of ad-

ministering the plan;
‘‘(B) with the care, skill, prudence and dili-

gence under the circumstances then prevail-
ing that a prudent man acting in a like ca-
pacity and familiar with such matters would
use in the conduct of an enterprise of a like
character and with like aims; and

‘‘(C) in accordance with the documents and
instruments governing the plan.
The requirements of this paragraph shall not
be treated as not satisfied solely because the
plan assets are commingled with other
church assets, to the extent that such plan
assets are separately accounted for.

‘‘(2) CLAIMS PROCEDURE.—In accordance
with regulations of the Secretary, every
church plan to which this section applies
shall—

‘‘(A) provide adequate notice in writing to
any participant or beneficiary whose claim
for benefits under the plan has been denied,
setting forth the specific reasons for such de-
nial, written in a manner calculated to be
understood by the participant;

‘‘(B) afford a reasonable opportunity to
any participant whose claim for benefits has
been denied for a full and fair review by the
appropriate fiduciary of the decision denying
the claim; and

‘‘(C) provide a written statement to each
participant describing the procedures estab-
lished pursuant to this paragraph.

‘‘(3) ANNUAL STATEMENTS.—In accordance
with regulations of the Secretary, every
church plan to which this section applies
shall file with the Secretary an annual state-
ment—

‘‘(A) stating the names and addresses of
the plan and of the church, convention, or
association maintaining the plan (and its
principal place of business);

‘‘(B) certifying that it is a church plan to
which this section applies and that it com-
plies with the requirements of paragraphs (1)
and (2);

‘‘(C) identifying the States in which par-
ticipants and beneficiaries under the plan
are or likely will be located during the 1-
year period covered by the statement; and

‘‘(D) containing a copy of a statement of
actuarial opinion signed by a qualified actu-
ary that the plan maintains capital, re-
serves, insurance, other financial arrange-
ments, or any combination thereof adequate
to enable the plan to fully meet all of its fi-
nancial obligations on a timely basis.

‘‘(4) DISCLOSURE.—At the time that the an-
nual statement is filed by a church plan with

the Secretary pursuant to paragraph (3), a
copy of such statement shall be made avail-
able by the Secretary to the State insurance
commissioner (or similar official) of any
State. The name of each church plan and
sponsoring organization filing an annual
statement in compliance with paragraph (3)
shall be published annually in the Federal
Register.

‘‘(c) ENFORCEMENT.—The Secretary may
enforce the provisions of this section in a
manner consistent with section 502, to the
extent applicable with respect to actions
under section 502(a)(5), and with section
3(33)(D), except that, other than for the pur-
pose of seeking a temporary restraining
order, a civil action may be brought with re-
spect to the plan’s failure to meet any re-
quirement of this section only if the plan
fails to correct its failure within the correc-
tion period described in section 3(33)(D). The
other provisions of part 5 (except sections
501(a), 503, 512, 514, and 515) shall apply with
respect to the enforcement and administra-
tion of this section.

‘‘(d) DEFINITIONS AND OTHER RULES.—For
purposes of this section—

‘‘(1) IN GENERAL.—Except as otherwise pro-
vided in this section, any term used in this
section which is defined in any provision of
this title shall have the definition provided
such term by such provision.

‘‘(2) SEMINARY STUDENTS.—Seminary stu-
dents who are enrolled in an institution of
higher learning described in section
3(33)(C)(iv) and who are treated as partici-
pants under the terms of a church plan to
which this section applies shall be deemed to
be employees as defined in section 3(6) if the
number of such students constitutes an in-
significant portion of the total number of in-
dividuals who are treated as participants
under the terms of the plan.
‘‘SEC. 813. DEFINITIONS AND RULES OF CON-

STRUCTION.
‘‘(a) DEFINITIONS.—For purposes of this

part—
‘‘(1) GROUP HEALTH PLAN.—The term ‘group

health plan’ has the meaning provided in sec-
tion 733(a)(1) (after applying subsection (b) of
this section).

‘‘(2) MEDICAL CARE.—The term ‘medical
care’ has the meaning provided in section
733(a)(2).

‘‘(3) HEALTH INSURANCE COVERAGE.—The
term ‘health insurance coverage’ has the
meaning provided in section 733(b)(1).

‘‘(4) HEALTH INSURANCE ISSUER.—The term
‘health insurance issuer’ has the meaning
provided in section 733(b)(2).

‘‘(5) APPLICABLE AUTHORITY.—
‘‘(A) IN GENERAL.—Except as provided in

subparagraph (B), the term ‘applicable au-
thority’ means, in connection with an asso-
ciation health plan—

‘‘(i) the State recognized pursuant to sub-
section (c) of section 506 as the State to
which authority has been delegated in con-
nection with such plan, or

‘‘(ii) if there if no State referred to in
clause (i), the Secretary.

‘‘(B) EXCEPTIONS.—
‘‘(i) JOINT AUTHORITIES.—Where such term

appears in section 808(3), section 807(e) (in
the first instance), section 809(a) (in the sec-
ond instance), section 809(a) (in the fourth
instance), and section 809(b)(1), such term
means, in connection with an association
health plan, the Secretary and the State re-
ferred to in subparagraph (A)(i) (if any) in
connection with such plan.

‘‘(ii) REGULATORY AUTHORITIES.—Where
such term appears in section 802(a) (in the
first instance), section 802(d), section 802(e),
section 803(d), section 805(a)(5), section
806(a)(2), section 806(b), section 806(c), sec-
tion 806(d), paragraphs (1)(A) and (2)(A) of
section 806(g), section 806(h), section 806(i),
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section 807(a) (in the second instance), sec-
tion 807(b), section 807(d), section 807(e) (in
the second instance), section 808 (in the mat-
ter after paragraph (3)), and section 809(a) (in
the third instance), such term means, in con-
nection with an association health plan, the
Secretary.

‘‘(6) HEALTH STATUS-RELATED FACTOR.—The
term ‘health status-related factor’ has the
meaning provided in section 733(d)(2).

‘‘(7) INDIVIDUAL MARKET.—
‘‘(A) IN GENERAL.—The term ‘individual

market’ means the market for health insur-
ance coverage offered to individuals other
than in connection with a group health plan.

‘‘(B) TREATMENT OF VERY SMALL GROUPS.—
‘‘(i) IN GENERAL.—Subject to clause (ii),

such term includes coverage offered in con-
nection with a group health plan that has
fewer than 2 participants as current employ-
ees or participants described in section
732(d)(3) on the first day of the plan year.

‘‘(ii) STATE EXCEPTION.—Clause (i) shall not
apply in the case of health insurance cov-
erage offered in a State if such State regu-
lates the coverage described in such clause in
the same manner and to the same extent as
coverage in the small group market (as de-
fined in section 2791(e)(5) of the Public
Health Service Act) is regulated by such
State.

‘‘(8) PARTICIPATING EMPLOYER.—The term
‘participating employer’ means, in connec-
tion with an association health plan, any
employer, if any individual who is an em-
ployee of such employer, a partner in such
employer, or a self-employed individual who
is such employer (or any dependent, as de-
fined under the terms of the plan, of such in-
dividual) is or was covered under such plan
in connection with the status of such indi-
vidual as such an employee, partner, or self-
employed individual in relation to the plan.

‘‘(9) APPLICABLE STATE AUTHORITY.—The
term ‘applicable State authority’ means,
with respect to a health insurance issuer in
a State, the State insurance commissioner
or official or officials designated by the
State to enforce the requirements of title
XXVII of the Public Health Service Act for
the State involved with respect to such
issuer.

‘‘(10) QUALIFIED ACTUARY.—The term
‘qualified actuary’ means an individual who
is a member of the American Academy of Ac-
tuaries or meets such reasonable standards
and qualifications as the Secretary may pro-
vide by regulation.

‘‘(11) AFFILIATED MEMBER.—The term ‘af-
filiated member’ means, in connection with
a sponsor, a person eligible to be a member
of the sponsor or, in the case of a sponsor
with member associations, a person who is a
member, or is eligible to be a member, of a
member association.

‘‘(12) LARGE EMPLOYER.—The term ‘large
employer’ means, in connection with a group
health plan with respect to a plan year, an
employer who employed an average of at
least 51 employees on business days during
the preceding calendar year and who em-
ploys at least 2 employees on the first day of
the plan year.

‘‘(13) SMALL EMPLOYER.—The term ‘small
employer’ means, in connection with a group
health plan with respect to a plan year, an
employer who is not a large employer.

‘‘(b) RULES OF CONSTRUCTION.—
‘‘(1) EMPLOYERS AND EMPLOYEES.—For pur-

poses of determining whether a plan, fund, or
program is an employee welfare benefit plan
which is an association health plan, and for
purposes of applying this title in connection
with such plan, fund, or program so deter-
mined to be such an employee welfare bene-
fit plan—

‘‘(A) in the case of a partnership, the term
‘employer’ (as defined in section (3)(5)) in-

cludes the partnership in relation to the
partners, and the term ‘employee’ (as defined
in section (3)(6)) includes any partner in rela-
tion to the partnership, and

‘‘(B) in the case of a self-employed individ-
ual, the term ‘employer’ (as defined in sec-
tion 3(5)) and the term ‘employee’ (as defined
in section 3(6)) shall include such individual.

‘‘(2) PLANS, FUNDS, AND PROGRAMS TREATED
AS EMPLOYEE WELFARE BENEFIT PLANS.—In
the case of any plan, fund, or program which
was established or is maintained for the pur-
pose of providing medical care (through the
purchase of insurance or otherwise) for em-
ployees (or their dependents) covered there-
under and which demonstrates to the Sec-
retary that all requirements for certification
under this part would be met with respect to
such plan, fund, or program if such plan,
fund, or program were a group health plan,
such plan, fund, or program shall be treated
for purposes of this title as an employee wel-
fare benefit plan on and after the date of
such demonstration.’’.

(b) CONFORMING AMENDMENTS TO PREEMP-
TION RULES.—

(1) Section 514(b)(6) of such Act (29 U.S.C.
1144(b)(6)) is amended by adding at the end
the following new subparagraph:

‘‘(E) The preceding subparagraphs of this
paragraph do not apply with respect to any
State law in the case of an association
health plan which is certified under part 8.’’.

(2) Section 514 of such Act (29 U.S.C. 1144)
is amended—

(A) in subsection (b)(4), by striking ‘‘Sub-
section (a)’’ and inserting ‘‘Subsections (a)
and (d)’’;

(B) in subsection (b)(5), by striking ‘‘sub-
section (a)’’ in subparagraph (A) and insert-
ing ‘‘subsection (a) of this section and sub-
sections (a)(2)(B) and (b) of section 805’’, and
by striking ‘‘subsection (a)’’ in subparagraph
(B) and inserting ‘‘subsection (a) of this sec-
tion or subsection (a)(2)(B) or (b) of section
805’’;

(C) by redesignating subsection (d) as sub-
section (e); and

(D) by inserting after subsection (c) the
following new subsection:

‘‘(d)(1) Except as provided in subsection
(b)(4), the provisions of this title shall super-
sede any and all State laws insofar as they
may now or hereafter preclude, or have the
effect of precluding, a health insurance
issuer from offering health insurance cov-
erage in connection with an association
health plan which is certified under part 8.

‘‘(2) Except as provided in paragraphs (4)
and (5) of subsection (b) of this section—

‘‘(A) In any case in which health insurance
coverage of any policy type is offered under
an association health plan certified under
part 8 to a participating employer operating
in such State, the provisions of this title
shall supersede any and all laws of such
State insofar as they may preclude a health
insurance issuer from offering health insur-
ance coverage of the same policy type to
other employers operating in the State
which are eligible for coverage under such
association health plan, whether or not such
other employers are participating employers
in such plan.

‘‘(B) In any case in which health insurance
coverage of any policy type is offered under
an association health plan in a State and the
filing, with the applicable State authority,
of the policy form in connection with such
policy type is approved by such State au-
thority, the provisions of this title shall su-
persede any and all laws of any other State
in which health insurance coverage of such
type is offered, insofar as they may preclude,
upon the filing in the same form and manner
of such policy form with the applicable State
authority in such other State, the approval
of the filing in such other State.

‘‘(3) For additional provisions relating to
association health plans, see subsections
(a)(2)(B) and (b) of section 805.

‘‘(4) For purposes of this subsection, the
term ‘association health plan’ has the mean-
ing provided in section 801(a), and the terms
‘health insurance coverage’, ‘participating
employer’, and ‘health insurance issuer’ have
the meanings provided such terms in section
811, respectively.’’.

(3) Section 514(b)(6)(A) of such Act (29
U.S.C. 1144(b)(6)(A)) is amended—

(A) in clause (i)(II), by striking ‘‘and’’ at
the end;

(B) in clause (ii), by inserting ‘‘and which
does not provide medical care (within the
meaning of section 733(a)(2)),’’ after ‘‘ar-
rangement,’’, and by striking ‘‘title.’’ and in-
serting ‘‘title, and’’; and

(C) by adding at the end the following new
clause:

‘‘(iii) subject to subparagraph (E), in the
case of any other employee welfare benefit
plan which is a multiple employer welfare
arrangement and which provides medical
care (within the meaning of section
733(a)(2)), any law of any State which regu-
lates insurance may apply.’’.

(4) Section 514(e) of such Act (as redesig-
nated by paragraph (2)(C)) is amended—

(A) by striking ‘‘Nothing’’ and inserting
‘‘(1) Except as provided in paragraph (2),
nothing’’; and

(B) by adding at the end the following new
paragraph:

‘‘(2) Nothing in any other provision of law
enacted on or after the date of the enact-
ment of the Patient Protection Act of 1998
shall be construed to alter, amend, modify,
invalidate, impair, or supersede any provi-
sion of this title, except by specific cross-ref-
erence to the affected section.’’.

(c) PLAN SPONSOR.—Section 3(16)(B) of such
Act (29 U.S.C. 102(16)(B)) is amended by add-
ing at the end the following new sentence:
‘‘Such term also includes a person serving as
the sponsor of an association health plan
under part 8.’’.

(d) DISCLOSURE OF SOLVENCY PROTECTIONS
RELATED TO SELF-INSURED AND FULLY IN-
SURED OPTIONS UNDER ASSOCIATION HEALTH
PLANS.—Section 102(b) of such Act (29 U.S.C.
102(b)) is amended by adding at the end the
following: ‘‘An association health plan shall
include in its summary plan description, in
connection with each benefit option, a de-
scription of the form of solvency or guaran-
tee fund protection secured pursuant to this
Act or applicable State law, if any.’’.

(e) SAVINGS CLAUSE.—Section 731(c) of such
Act is amended by inserting ‘‘or part 8’’ after
‘‘this part’’.

(f) CLERICAL AMENDMENT.—The table of
contents in section 1 of the Employee Retire-
ment Income Security Act of 1974 is amended
by inserting after the item relating to sec-
tion 734 the following new items:

‘‘PART 8—RULES GOVERNING ASSOCIATION
HEALTH PLANS

‘‘Sec. 801. Association health plans.
‘‘Sec. 802. Certification of association health

plans.
‘‘Sec. 803. Requirements relating to sponsors

and boards of trustees.
‘‘Sec. 804. Participation and coverage re-

quirements.
‘‘Sec. 805. Other requirements relating to

plan documents, contribution
rates, and benefit options.

‘‘Sec. 806. Maintenance of reserves and pro-
visions for solvency for plans
providing health benefits in ad-
dition to health insurance cov-
erage.

‘‘Sec. 807. Requirements for application and
related requirements.

‘‘Sec. 808. Notice requirements for voluntary
termination.
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‘‘Sec. 809. Corrective actions and mandatory

termination.
‘‘Sec. 810. Trusteeship by the Secretary of

insolvent association health
plans providing health benefits
in addition to health insurance
coverage.

‘‘Sec. 811. State assessment authority.
‘‘Sec. 812. Special rules for church plans.
‘‘Sec. 813. Definitions and rules of construc-

tion.’’.
SEC. 1303. CLARIFICATION OF TREATMENT OF

SINGLE EMPLOYER ARRANGE-
MENTS.

Section 3(40)(B) of the Employee Retire-
ment Income Security Act of 1974 (29 U.S.C.
1002(40)(B)) is amended—

(1) in clause (i), by inserting ‘‘for any plan
year of any such plan, or any fiscal year of
any such other arrangement;’’ after ‘‘single
employer’’, and by inserting ‘‘during such
year or at any time during the preceding 1-
year period’’ after ‘‘control group’’;

(2) in clause (iii)—
(A) by striking ‘‘common control shall not

be based on an interest of less than 25 per-
cent’’ and inserting ‘‘an interest of greater
than 25 percent may not be required as the
minimum interest necessary for common
control’’; and

(B) by striking ‘‘similar to’’ and inserting
‘‘consistent and coextensive with’’;

(3) by redesignating clauses (iv) and (v) as
clauses (v) and (vi), respectively; and

(4) by inserting after clause (iii) the follow-
ing new clause:

‘‘(iv) in determining, after the application
of clause (i), whether benefits are provided to
employees of two or more employers, the ar-
rangement shall be treated as having only 1
participating employer if, after the applica-
tion of clause (i), the number of individuals
who are employees and former employees of
any one participating employer and who are
covered under the arrangement is greater
than 75 percent of the aggregate number of
all individuals who are employees or former
employees of participating employers and
who are covered under the arrangement,’’.
SEC. 1304. CLARIFICATION OF TREATMENT OF

CERTAIN COLLECTIVELY BAR-
GAINED ARRANGEMENTS.

(a) IN GENERAL.—Section 3(40)(A)(i) of the
Employee Retirement Income Security Act
of 1974 (29 U.S.C. 1002(40)(A)(i)) is amended to
read as follows:

‘‘(i)(I) under or pursuant to one or more
collective bargaining agreements which are
reached pursuant to collective bargaining
described in section 8(d) of the National
Labor Relations Act (29 U.S.C. 158(d)) or
paragraph Fourth of section 2 of the Railway
Labor Act (45 U.S.C. 152, paragraph Fourth)
or which are reached pursuant to labor-man-
agement negotiations under similar provi-
sions of State public employee relations
laws, and (II) in accordance with subpara-
graphs (C), (D), and (E),’’.

(b) LIMITATIONS.—Section 3(40) of such Act
(29 U.S.C. 1002(40)) is amended by adding at
the end the following new subparagraphs:

‘‘(C) For purposes of subparagraph
(A)(i)(II), a plan or other arrangement shall
be treated as established or maintained in
accordance with this subparagraph only if
the following requirements are met:

‘‘(i) The plan or other arrangement, and
the employee organization or any other en-
tity sponsoring the plan or other arrange-
ment, do not—

‘‘(I) utilize the services of any licensed in-
surance agent or broker for soliciting or en-
rolling employers or individuals as partici-
pating employers or covered individuals
under the plan or other arrangement; or

‘‘(II) pay a commission or any other type
of compensation to a person, other than a
full time employee of the employee organiza-

tion (or a member of the organization to the
extent provided in regulations of the Sec-
retary), that is related either to the volume
or number of employers or individuals solic-
ited or enrolled as participating employers
or covered individuals under the plan or
other arrangement, or to the dollar amount
or size of the contributions made by partici-
pating employers or covered individuals to
the plan or other arrangement;

except to the extent that the services used
by the plan, arrangement, organization, or
other entity consist solely of preparation of
documents necessary for compliance with
the reporting and disclosure requirements of
part 1 or administrative, investment, or con-
sulting services unrelated to solicitation or
enrollment of covered individuals.

‘‘(ii) As of the end of the preceding plan
year, the number of covered individuals
under the plan or other arrangement who are
identified to the plan or arrangement and
who are neither—

‘‘(I) employed within a bargaining unit
covered by any of the collective bargaining
agreements with a participating employer
(nor covered on the basis of an individual’s
employment in such a bargaining unit); nor

‘‘(II) present employees (or former employ-
ees who were covered while employed) of the
sponsoring employee organization, of an em-
ployer who is or was a party to any of the
collective bargaining agreements, or of the
plan or other arrangement or a related plan
or arrangement (nor covered on the basis of
such present or former employment);

does not exceed 15 percent of the total num-
ber of individuals who are covered under the
plan or arrangement and who are present or
former employees who are or were covered
under the plan or arrangement pursuant to a
collective bargaining agreement with a par-
ticipating employer. The requirements of the
preceding provisions of this clause shall be
treated as satisfied if, as of the end of the
preceding plan year, such covered individ-
uals are comprised solely of individuals who
were covered individuals under the plan or
other arrangement as of the date of the en-
actment of the Small Business Affordable
Health Coverage Act of 1998 and, as of the
end of the preceding plan year, the number
of such covered individuals does not exceed
25 percent of the total number of present and
former employees enrolled under the plan or
other arrangement.

‘‘(iii) The employee organization or other
entity sponsoring the plan or other arrange-
ment certifies to the Secretary each year, in
a form and manner which shall be prescribed
in regulations of the Secretary that the plan
or other arrangement meets the require-
ments of clauses (i) and (ii).

‘‘(D) For purposes of subparagraph
(A)(i)(II), a plan or arrangement shall be
treated as established or maintained in ac-
cordance with this subparagraph only if—

‘‘(i) all of the benefits provided under the
plan or arrangement consist of health insur-
ance coverage; or

‘‘(ii)(I) the plan or arrangement is a multi-
employer plan; and

‘‘(II) the requirements of clause (B) of the
proviso to clause (5) of section 302(c) of the
Labor Management Relations Act, 1947 (29
U.S.C. 186(c)) are met with respect to such
plan or other arrangement.

‘‘(E) For purposes of subparagraph
(A)(i)(II), a plan or arrangement shall be
treated as established or maintained in ac-
cordance with this subparagraph only if—

‘‘(i) the plan or arrangement is in effect as
of the date of the enactment of the Small
Business Affordable Health Coverage Act of
1998, or

‘‘(ii) the employee organization or other
entity sponsoring the plan or arrangement—

‘‘(I) has been in existence for at least 3
years or is affiliated with another employee
organization which has been in existence for
at least 3 years, or

‘‘(II) demonstrates to the satisfaction of
the Secretary that the requirements of sub-
paragraphs (C) and (D) are met with respect
to the plan or other arrangement.’’.

(c) CONFORMING AMENDMENTS TO DEFINI-
TIONS OF PARTICIPANT AND BENEFICIARY.—
Section 3(7) of such Act (29 U.S.C. 1002(7)) is
amended by adding at the end the following
new sentence: ‘‘Such term includes an indi-
vidual who is a covered individual described
in paragraph (40)(C)(ii).’’.
SEC. 1305. ENFORCEMENT PROVISIONS RELAT-

ING TO ASSOCIATION HEALTH
PLANS.

(a) CRIMINAL PENALTIES FOR CERTAIN WILL-
FUL MISREPRESENTATIONS.—Section 501 of
the Employee Retirement Income Security
Act of 1974 (29 U.S.C. 1131) is amended—

(1) by inserting ‘‘(a)’’ after ‘‘SEC. 501.’’; and
(2) by adding at the end the following new

subsection:
‘‘(b) Any person who, either willfully or

with willful blindness, falsely represents, to
any employee, any employee’s beneficiary,
any employer, the Secretary, or any State, a
plan or other arrangement established or
maintained for the purpose of offering or
providing any benefit described in section
3(1) to employees or their beneficiaries as—

‘‘(1) being an association health plan which
has been certified under part 8;

‘‘(2) having been established or maintained
under or pursuant to one or more collective
bargaining agreements which are reached
pursuant to collective bargaining described
in section 8(d) of the National Labor Rela-
tions Act (29 U.S.C. 158(d)) or paragraph
Fourth of section 2 of the Railway Labor Act
(45 U.S.C. 152, paragraph Fourth) or which
are reached pursuant to labor-management
negotiations under similar provisions of
State public employee relations laws; or

‘‘(3) being a plan or arrangement with re-
spect to which the requirements of subpara-
graph (C), (D), or (E) of section 3(40) are met;
shall, upon conviction, be imprisoned not
more than five years, be fined under title 18,
United States Code, or both.’’.

(b) CEASE ACTIVITIES ORDERS.—Section 502
of such Act (29 U.S.C. 1132) is amended by
adding at the end the following new sub-
section:

‘‘(n)(1) Subject to paragraph (2), upon ap-
plication by the Secretary showing the oper-
ation, promotion, or marketing of an asso-
ciation health plan (or similar arrangement
providing benefits consisting of medical care
(as defined in section 733(a)(2))) that—

‘‘(A) is not certified under part 8, is subject
under section 514(b)(6) to the insurance laws
of any State in which the plan or arrange-
ment offers or provides benefits, and is not
licensed, registered, or otherwise approved
under the insurance laws of such State; or

‘‘(B) is an association health plan certified
under part 8 and is not operating in accord-
ance with the requirements under part 8 for
such certification,
a district court of the United States shall
enter an order requiring that the plan or ar-
rangement cease activities.

‘‘(2) Paragraph (1) shall not apply in the
case of an association health plan or other
arrangement if the plan or arrangement
shows that—

‘‘(A) all benefits under it referred to in
paragraph (1) consist of health insurance
coverage; and

‘‘(B) with respect to each State in which
the plan or arrangement offers or provides
benefits, the plan or arrangement is operat-
ing in accordance with applicable State laws
that are not superseded under section 514.
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‘‘(3) The court may grant such additional

equitable relief, including any relief avail-
able under this title, as it deems necessary
to protect the interests of the public and of
persons having claims for benefits against
the plan.’’.

(c) RESPONSIBILITY FOR CLAIMS PROCE-
DURE.—Section 503 of such Act (29 U.S.C.
1133) (as amended by title I) is amended by
adding at the end the following new sub-
section:

‘‘(c) ASSOCIATION HEALTH PLANS.—The
terms of each association health plan which
is or has been certified under part 8 shall re-
quire the board of trustees or the named fi-
duciary (as applicable) to ensure that the re-
quirements of this section are met in connec-
tion with claims filed under the plan.’’.
SEC. 1306. COOPERATION BETWEEN FEDERAL

AND STATE AUTHORITIES.
Section 506 of the Employee Retirement

Income Security Act of 1974 (29 U.S.C. 1136) is
amended by adding at the end the following
new subsection:

‘‘(c) RESPONSIBILITY OF STATES WITH RE-
SPECT TO ASSOCIATION HEALTH PLANS.—

‘‘(1) AGREEMENTS WITH STATES.—A State
may enter into an agreement with the Sec-
retary for delegation to the State of some or
all of—

‘‘(A) the Secretary’s authority under sec-
tions 502 and 504 to enforce the requirements
for certification under part 8,

‘‘(B) the Secretary’s authority to certify
association health plans under part 8 in ac-
cordance with regulations of the Secretary
applicable to certification under part 8, or

‘‘(C) any combination of the Secretary’s
authority authorized to be delegated under
subparagraphs (A) and (B).

‘‘(2) DELEGATIONS.—Any department, agen-
cy, or instrumentality of a State to which
authority is delegated pursuant to an agree-
ment entered into under this paragraph may,
if authorized under State law and to the ex-
tent consistent with such agreement, exer-
cise the powers of the Secretary under this
title which relate to such authority.

‘‘(3) RECOGNITION OF PRIMARY DOMICILE
STATE.—In entering into any agreement with
a State under subparagraph (A), the Sec-
retary shall ensure that, as a result of such
agreement and all other agreements entered
into under subparagraph (A), only one State
will be recognized, with respect to any par-
ticular association health plan, as the State
to which all authority has been delegated
pursuant to such agreements in connection
with such plan. In carrying out this para-
graph, the Secretary shall take into account
the places of residence of the participants
and beneficiaries under the plan and the
State in which the trust is maintained.’’.
SEC. 1307. EFFECTIVE DATE AND TRANSITIONAL

AND OTHER RULES.
(a) EFFECTIVE DATE.—The amendments

made by sections 1302, 1305, and 1306 shall
take effect on January 1, 2000. The amend-
ments made by sections 1303 and 1304 shall
take effect on the date of the enactment of
this Act. The Secretary of Labor shall first
issue all regulations necessary to carry out
the amendments made by this Act before
January 1, 2000.

(b) EXCEPTION.—Section 801(a)(2) of the
Employee Retirement Income Security Act
of 1974 (added by section 1302) does not apply
in connection with an association health
plan (certified under part 8 of subtitle B of
title I of such Act) existing on April 1, 1997,
if no benefits provided thereunder as of the
date of the enactment of this Act consist of
health insurance coverage (as defined in sec-
tion 733(b)(1) of such Act).

(c) TREATMENT OF CERTAIN EXISTING
HEALTH BENEFITS PROGRAMS.—

(1) IN GENERAL.—In any case in which, as of
the date of the enactment of this Act, an ar-

rangement is maintained in a State for the
purpose of providing benefits consisting of
medical care for the employees and bene-
ficiaries of its participating employers, at
least 200 participating employers make con-
tributions to such arrangement, such ar-
rangement has been in existence for at least
10 years, and such arrangement is licensed
under the laws of one or more States to pro-
vide such benefits to its participating em-
ployers, upon the filing with the applicable
authority (as defined in section 813(a)(5) of
the Employee Retirement Income Security
Act of 1974 (as amended by this Act)) by the
arrangement of an application for certifi-
cation of the arrangement under part 8 of
subtitle B of title I of such Act—

(A) such arrangement shall be deemed to
be a group health plan for purposes of title I
of such Act,

(B) the requirements of sections 801(a)(1)
and 803(a)(1) of the Employee Retirement In-
come Security Act of 1974 shall be deemed
met with respect to such arrangement,

(C) the requirements of section 803(b) of
such Act shall be deemed met, if the arrange-
ment is operated by a board of directors
which—

(i) is elected by the participating employ-
ers, with each employer having one vote, and

(ii) has complete fiscal control over the ar-
rangement and which is responsible for all
operations of the arrangement,

(D) the requirements of section 804(a) of
such Act shall be deemed met with respect to
such arrangement,

(E) the arrangement may be certified by
any applicable authority with respect to its
operations in any State only if it operates in
such State on the date of certification.

The provisions of this subsection shall cease
to apply with respect to any such arrange-
ment at such time after the date of the en-
actment of this Act as the applicable re-
quirements of this subsection are not met
with respect to such arrangement.

(2) DEFINITIONS.—For purposes of this sub-
section, the terms ‘‘group health plan,’’
‘‘medical care,’’ and ‘‘participating em-
ployer’’ shall have the meanings provided in
section 813 of the Employee Retirement In-
come Security Act of 1974, except that the
reference in paragraph (7) of such section to
an ‘‘association health plan’’ shall be deemed
a reference to an arrangement referred to in
this subsection.

(d) PILOT PROGRAM FOR SELF-INSURED AS-
SOCIATION HEALTH PLANS.—

(1) IN GENERAL.—During the pilot program
period, association health plans which offer
benefit options which do not consist of
health insurance coverage may be certified
under part 8 of subtitle B of title I of the
Employee Retirement Income Security Act
of 1974 only if such plans consist of the fol-
lowing:

(A) plans which offered such coverage on
the date of the enactment of this Act,

(B) plans under which the sponsor does not
restrict membership to one or more trades
and businesses or industries and whose eligi-
ble participating employers represent a
broad cross-section of trades and businesses
or industries, or

(C) plans whose eligible participating em-
ployers represent one or more trades or busi-
nesses, or one or more industries, which have
been indicated as having average or above-
average health insurance risk or health
claims experience by reason of State rate fil-
ings, denials of coverage, proposed premium
rate levels, and other means demonstrated
by such plans in accordance with regulations
which the Secretary shall prescribe, includ-
ing (but not limited to) the following: agri-
culture; automobile dealerships; barbering
and cosmetology; child care; construction;

dance, theatrical, and orchestra productions;
disinfecting and pest control; eating and
drinking establishments; fishing; hospitals;
labor organizations; logging; manufacturing
(metals); mining; medical and dental prac-
tices; medical laboratories; sanitary serv-
ices; transportation (local and freight); and
warehousing.

(2) PILOT PROGRAM PERIOD.—For purposes
of this subsection, the term ‘‘pilot program
period’’ means the 5-year period beginning
on January 1, 1999.

TITLE II—AMENDMENTS TO PUBLIC
HEALTH SERVICE ACT

Subtitle A—Patient Protections and Point of
Service Coverage Requirements

SEC. 2001. PATIENT ACCESS TO UNRESTRICTED
MEDICAL ADVICE, EMERGENCY
MEDICAL CARE, OBSTETRIC AND
GYNECOLOGICAL CARE, PEDIATRIC
CARE.

(a) IN GENERAL.—Subpart 2 of part A of
title XXVII of the Public Health Service Act
is amended by adding at the end the follow-
ing new section:
‘‘SEC. 2706. PATIENT ACCESS TO UNRESTRICTED

MEDICAL ADVICE, EMERGENCY
MEDICAL CARE, OBSTETRIC AND
GYNECOLOGICAL CARE, PEDIATRIC
CARE.

‘‘(a) PATIENT ACCESS TO UNRESTRICTED
MEDICAL ADVICE.—

‘‘(1) IN GENERAL.—In the case of any health
care professional acting within the lawful
scope of practice in the course of carrying
out a contractual employment arrangement
or other direct contractual arrangement be-
tween such professional and a group health
plan or a health insurance issuer offering
health insurance coverage in connection
with a group health plan, the plan or issuer
with which such contractual employment ar-
rangement or other direct contractual ar-
rangement is maintained by the professional
may not impose on such professional under
such arrangement any prohibition with re-
spect to advice, provided to a participant or
beneficiary under the plan who is a patient,
about the health status of the participant or
beneficiary or the medical care or treatment
for the condition or disease of the partici-
pant or beneficiary, regardless of whether
benefits for such care or treatment are pro-
vided under the plan or health insurance cov-
erage offered in connection with the plan.

‘‘(2) HEALTH CARE PROFESSIONAL DEFINED.—
For purposes of this subsection, the term
‘health care professional’ means a physician
(as defined in section 1861(r) of the Social Se-
curity Act) or other health care professional
if coverage for the professional’s services is
provided under the group health plan for the
services of the professional. Such term in-
cludes a podiatrist, optometrist, chiro-
practor, psychologist, dentist, physician as-
sistant, physical or occupational therapist
and therapy assistant, speech–language pa-
thologist, audiologist, registered or licensed
practical nurse (including nurse practi-
tioner, clinical nurse specialist, certified
registered nurse anesthetist, and certified
nurse–midwife), licensed certified social
worker, registered respiratory therapist, and
certified respiratory therapy technician.

‘‘(b) PATIENT ACCESS TO EMERGENCY MEDI-
CAL CARE.—

‘‘(1) IN GENERAL.—To the extent that the
group health plan (or health insurance issuer
offering health insurance coverage in con-
nection with the plan) provides for any bene-
fits consisting of emergency medical care (as
defined in section 503(b)(9)(I) of the Em-
ployee Retirement Income Security Act of
1974), except for items or services specifically
excluded—

‘‘(A) the plan or issuer shall provide bene-
fits, without requiring preauthorization, for
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appropriate emergency medical screening ex-
aminations (within the capability of the
emergency facility, including ancillary serv-
ices routinely available to the emergency fa-
cility) to the extent that a prudent
layperson, who possesses an average knowl-
edge of health and medicine, would deter-
mine such examinations to be necessary in
order to determine whether emergency medi-
cal care (as so defined) is required, and

‘‘(B) the plan or issuer shall provide bene-
fits for additional emergency medical serv-
ices following an emergency medical screen-
ing examination (if determined necessary
under subparagraph (A)) to the extent that a
prudent emergency medical professional
would determine such additional emergency
services to be necessary to avoid the con-
sequences described in section 503(b)(9)(I) of
such Act.

‘‘(2) UNIFORM COST-SHARING REQUIRED.—
Nothing in this subsection shall be construed
as preventing a group health plan or issuer
from imposing any form of cost-sharing ap-
plicable to any participant or beneficiary
(including coinsurance, copayments,
deductibles, and any other charges) in rela-
tion to benefits described in paragraph (1), if
such form of cost-sharing is uniformly ap-
plied under such plan, with respect to simi-
larly situated participants and beneficiaries,
to all benefits consisting of emergency medi-
cal care (as defined in section 503(b)(9)(I) of
the Employee Retirement Income Security
Act of 1974) provided to such similarly situ-
ated participants and beneficiaries under the
plan.

‘‘(c) PATIENT ACCESS TO OBSTETRIC AND
GYNECOLOGICAL CARE.

‘‘(1) IN GENERAL.—In any case in which a
group health plan (or a health insurance
issuer offering health insurance coverage in
connection with the plan)—

‘‘(A) provides benefits under the terms of
the plan consisting of—

‘‘(i) routine gynecological care (such as
preventive women’s health examinations), or

‘‘(ii) routine obstetric care (such as routine
pregnancy-related services),

provided by a participating physician who
specializes in such care (or provides benefits
consisting of payment for such care), and

‘‘(B) the plan requires or provides for des-
ignation by a participant or beneficiary of a
participating primary care provider,

if the primary care provider designated by
such a participant or beneficiary is not such
a physician, then the plan (or issuer) shall
meet the requirements of paragraph (2).

‘‘(2) REQUIREMENTS.—A group health plan
(or a health insurance issuer offering health
insurance coverage in connection with the
plan) meets the requirements of this para-
graph, in connection with benefits described
in paragraph (1) consisting of care described
in clause (i) or (ii) of paragraph (1)(A) (or
consisting of payment therefor), if the plan
(or issuer)—

‘‘(A) does not require authorization or a re-
ferral by the primary care provider in order
to obtain such benefits, and

‘‘(B) treats the ordering of other routine
care of the same type, by the participating
physician providing the care described in
clause (i) or (ii) of paragraph (1)(A), as the
authorization of the primary care provider
with respect to such care.

‘‘(3) CONSTRUCTION.—Nothing in paragraph
(2)(B) shall waive any requirements of cov-
erage relating to medical necessity or appro-
priateness with respect to coverage of gyne-
cological or obstetric care so ordered.

‘‘(d) PATIENT ACCESS TO PEDIATRIC CARE.—
‘‘(1) IN GENERAL.—In any case in which a

group health plan (or a health insurance
issuer offering health insurance coverage in
connection with the plan) provides benefits

consisting of routine pediatric care provided
by a participating physician who specializes
in pediatrics (or consisting of payment for
such care) and the plan requires or provides
for designation by a participant or bene-
ficiary of a participating primary care pro-
vider, the plan (or issuer) shall provide that
such a participating physician may be des-
ignated, if available, by a parent or guardian
of any beneficiary under the plan is who
under 18 years of age, as the primary care
provider with respect to any such benefits.

‘‘(2) CONSTRUCTION.—Nothing in paragraph
(1) shall waive any requirements of coverage
relating to medical necessity or appropriate-
ness with respect to coverage of pediatric
care.

‘‘(e) TREATMENT OF MULTIPLE COVERAGE
OPTIONS.—In the case of a plan providing
benefits under two or more coverage options,
the requirements of subsections (c) and (d)
shall apply separately with respect to each
coverage option.’’.

(c) EFFECTIVE DATE AND RELATED RULES.—
(1) IN GENERAL.—The amendments made by

this section shall apply with respect to plan
years beginning on or after January 1 of the
second calendar year following the date of
the enactment of this Act, except that the
Secretary of Health and Human Services
may issue regulations before such date under
such amendments. The Secretary shall first
issue all regulations necessary to carry out
the amendments made by this section before
the effective date thereof.

(2) LIMITATION ON ENFORCEMENT ACTIONS.—
No enforcement action shall be taken, pursu-
ant to the amendments made by this section,
against a group health plan or health insur-
ance issuer with respect to a violation of a
requirement imposed by such amendments
before the date of issuance of regulations
issued in connection with such requirement,
if the plan or issuer has sought to comply in
good faith with such requirement.

(3) SPECIAL RULE FOR COLLECTIVE BARGAIN-
ING AGREEMENTS.—In the case of a group
health plan maintained pursuant to one or
more collective bargaining agreements be-
tween employee representatives and one or
more employers ratified before the date of
the enactment of this Act, the amendments
made by this section shall not apply with re-
spect to plan years beginning before the
later of—

(1) the date on which the last of the collec-
tive bargaining agreements relating to the
plan terminates (determined without regard
to any extension thereof agreed to after the
date of the enactment of this Act), or

(2) January 1, 2001.

For purposes of this paragraph, any plan
amendments made pursuant to a collective
bargaining agreement relating to the plan
which amends the plan solely to conform to
any requirement added by this section shall
not be treated as a termination of such col-
lective bargaining agreement.
SEC. 2002. REQUIRING HEALTH MAINTENANCE

ORGANIZATIONS TO OFFER OPTION
OF POINT-OF-SERVICE COVERAGE.

(a) IN GENERAL.—Title XXVII of the Public
Health Service Act is amended by inserting
after section 2713 the following new section:
‘‘SEC. 2714. REQUIRING OFFERING OF OPTION OF

POINT-OF-SERVICE COVERAGE.
‘‘(a) REQUIREMENT TO OFFER COVERAGE OP-

TION TO CERTAIN EMPLOYERS.—Except as pro-
vided in subsection (c), any health insurance
issuer which—

‘‘(1) is a health maintenance organization
(as defined in section 2791(b)(3)), and

‘‘(2) which provides for coverage of services
of one or more classes of health care profes-
sionals under health insurance coverage of-
fered in connection with a group health plan
only if such services are furnished exclu-

sively through health care professionals
within such class or classes who are mem-
bers of a closed panel of health care profes-
sionals,
the issuer shall make available to the plan
sponsor in connection with such a plan a
coverage option which provides for coverage
of such services which are furnished through
such class (or classes) of health care profes-
sionals regardless of whether or not the pro-
fessionals are members of such panel.

‘‘(b) REQUIREMENT TO OFFER SUPPLEMENTAL
COVERAGE TO PARTICIPANTS IN CERTAIN
CASES.—Except as provided in subsection (c),
if a health insurance issuer makes available
a coverage option under and described in
subsection (a) to a plan sponsor of a group
health plan and the sponsor declines to con-
tract for such coverage option, then the
issuer shall make available in the individual
insurance market to each participant in the
group health plan optional separate supple-
mental health insurance coverage in the in-
dividual health insurance market which con-
sists of services identical to those provided
under such coverage provided through the
closed panel under the group health plan but
are furnished exclusively by health care pro-
fessionals who are not members of such a
closed panel.

‘‘(c) EXCEPTIONS.—
‘‘(1) OFFERING OF NON-PANEL OPTION.—Sub-

sections (a) and (b) shall not apply with re-
spect to a group health plan if the plan offers
a coverage option that provides coverage for
services that may be furnished by a class or
classes of health care professionals who are
not in a closed panel. This paragraph shall be
applied separately to distinguishable groups
of employees under the plan.

‘‘(2) AVAILABILITY OF COVERAGE THROUGH
HEALTHMART.—Subsections (a) and (b) shall
not apply to a group health plan if the
health insurance coverage under the plan is
made available through a HealthMart (as de-
fined in section 2801) and if any health insur-
ance coverage made available through the
HealthMart provides for coverage of the
services of any class of health care profes-
sionals other than through a closed panel of
professionals.

‘‘(3) RELICENSURE EXEMPTION.—Subsections
(a) and (b) shall not apply to a health main-
tenance organization in a State in any case
in which—

‘‘(A) the organization demonstrates to the
applicable authority that the organization
has made a good faith effort to obtain (but
has failed to obtain) a contract between the
organization and any other health insurance
issuer providing for the coverage option or
supplemental coverage described in sub-
section (a) or (b), as the case may be, within
the applicable service area of the organiza-
tion, and

‘‘(B) the State requires the organization to
receive or qualify for a separate license, as
an indemnity insurer or otherwise, in order
to offer such coverage option or supple-
mental coverage, respectively.

The applicable authority may require that
the organization demonstrate that it meets
the requirements of the previous sentence no
more frequently that once every two years.

‘‘(4) INCREASED COSTS.—Subsections (a) and
(b) shall not apply to a health maintenance
organization if the organization dem-
onstrates to the applicable authority, in ac-
cordance with generally accepted actuarial
practice, that, on either a prospective or ret-
roactive basis, the premium for the coverage
option or supplemental coverage required to
be made available under such respective sub-
section exceeds by more than 1 percent the
premium for the coverage consisting of serv-
ices which are furnished through a closed
panel of health care professionals in the
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class or classes involved. The applicable au-
thority may require that the organization
demonstrate such an increase no more fre-
quently that once every two years. This
paragraph shall be applied on an average per
enrollee or similar basis.

‘‘(5) COLLECTIVE BARGAINING AGREEMENTS.—
Subsections (a) and (b) shall not apply in
connection with a group health plan if the
plan is established or maintained pursuant
to one or more collective bargaining agree-
ments.

‘‘(d) DEFINITIONS.—For purposes of this sec-
tion:

‘‘(1) COVERAGE THROUGH CLOSED PANEL.—
Health insurance coverage for a class of
health care professionals shall be treated as
provided through a closed panel of such pro-
fessionals only if such coverage consists of
coverage of items or services consisting of
professionals services which are reimbursed
for or provided only within a limited net-
work of such professionals.

‘‘(2) HEALTH CARE PROFESSIONAL.—The
term ‘health care professional’ has the mean-
ing given such term in section 2706(a)(2).’’.

(b) EFFECTIVE DATE.—The amendment
made by subsection (a) shall apply to cov-
erage offered on or after January 1 of the
second calendar year following the date of
the enactment of this Act.

Subtitle B—Patient Access to Information
SEC. 2101. PATIENT ACCESS TO INFORMATION

REGARDING PLAN COVERAGE, MAN-
AGED CARE PROCEDURES, HEALTH
CARE PROVIDERS, AND QUALITY OF
MEDICAL CARE.

(a) IN GENERAL.—Subpart 2 of part A of
title XXVII of the Public Health Service Act
(as amended by subtitle A of this title) is
amended further by adding at the end the
following new section:
‘‘SEC. 2707. PATIENT ACCESS TO INFORMATION

REGARDING PLAN COVERAGE, MAN-
AGED CARE PROCEDURES, HEALTH
CARE PROVIDERS, AND QUALITY OF
MEDICAL CARE.

‘‘(a) DISCLOSURE REQUIREMENT.—Each
health insurance issuer offering health insur-
ance coverage in connection with a group
health plan shall provide the administrator
of such plan on a timely basis with the infor-
mation necessary to enable the adminis-
trator to include in the summary plan de-
scription of the plan required under section
102 of the Employee Retirement Income Se-
curity Act of 1974 (or each summary plan de-
scription in any case in which different sum-
mary plan descriptions are appropriate under
part 1 of subtitle B of title I of such Act for
different options of coverage) the informa-
tion required under subsections (b), (c), (d),
and (e)(2)(A). To the extent that any such
issuer provides such information on a timely
basis to plan participants and beneficiaries,
the requirements of this subsection shall be
deemed satisfied in the case of such plan
with respect to such information.

‘‘(b) PLAN BENEFITS.—The information re-
quired under subsection (a) includes the fol-
lowing:

‘‘(1) COVERED ITEMS AND SERVICES.—
‘‘(A) CATEGORIZATION OF INCLUDED BENE-

FITS.—A description of covered benefits, cat-
egorized by—

‘‘(i) types of items and services (including
any special disease management program),
and

‘‘(ii) types of health care professionals pro-
viding such items and services.

‘‘(B) EMERGENCY MEDICAL CARE.—A descrip-
tion of the extent to which the coverage in-
cludes emergency medical care (including
the extent to which the coverage provides for
access to urgent care centers), and any defi-
nitions provided under in connection with
such coverage for the relevant coverage ter-
minology referring to such care.

‘‘(C) PREVENTATIVE SERVICES.—A descrip-
tion of the extent to which the coverage in-
cludes benefits for preventative services.

‘‘(D) DRUG FORMULARIES.—A description of
the extent to which covered benefits are de-
termined by the use or application of a drug
formulary and a summary of the process for
determining what is included in such for-
mulary.

‘‘(E) COBRA CONTINUATION COVERAGE.—A
description of the benefits available under
the coverage provided pursuant to part 6 of
subtitle B of title I of the Employee Retire-
ment Income Security Act of 1974.

‘‘(2) LIMITATIONS, EXCLUSIONS, AND RESTRIC-
TIONS ON COVERED BENEFITS.—

‘‘(A) CATEGORIZATION OF EXCLUDED BENE-
FITS.—A description of benefits specifically
excluded from coverage, categorized by types
of items and services.

‘‘(B) UTILIZATION REVIEW AND
PREAUTHORIZATION REQUIREMENTS.—Whether
coverage for medical care is limited or ex-
cluded on the basis of utilization review or
preauthorization requirements.

‘‘(C) LIFETIME, ANNUAL, OR OTHER PERIOD
LIMITATIONS.—A description of the cir-
cumstances under which, and the extent to
which, coverage is subject to lifetime, an-
nual, or other period limitations, categorized
by types of benefits.

‘‘(D) CUSTODIAL CARE.—A description of the
circumstances under which, and the extent
to which, the coverage of benefits for custo-
dial care is limited or excluded, and a state-
ment of the definition used in connection
with such coverage for custodial care.

‘‘(E) EXPERIMENTAL TREATMENTS.—Whether
coverage for any medical care is limited or
excluded because it constitutes experimental
treatment or technology, and any definitions
provided in connection with such coverage
for the relevant plan terminology referring
to such limited or excluded care.

‘‘(F) MEDICAL APPROPRIATENESS OR NECES-
SITY.—Whether coverage for medical care
may be limited or excluded by reason of a
failure to meet the plan’s requirements for
medical appropriateness or necessity, and
any definitions provided in connection with
such coverage for the relevant coverage ter-
minology referring to such limited or ex-
cluded care.

‘‘(G) SECOND OR SUBSEQUENT OPINIONS.—A
description of the circumstances under
which, and the extent to which, coverage for
second or subsequent opinions is limited or
excluded.

‘‘(H) SPECIALTY CARE.—A description of the
circumstances under which, and the extent
to which, coverage of benefits for specialty
care is conditioned on referral from a pri-
mary care provider.

‘‘(I) CONTINUITY OF CARE.—A description of
the circumstances under which, and the ex-
tent to which, coverage of items and services
provided by any health care professional is
limited or excluded by reason of the depar-
ture by the professional from any defined set
of providers.

‘‘(J) RESTRICTIONS ON COVERAGE OF EMER-
GENCY SERVICES.—A description of the cir-
cumstances under which, and the extent to
which, the coverage, in including emergency
medical care furnished to a participant or
beneficiary of the plan imposes any financial
responsibility described in subsection (c) on
participants or beneficiaries or limits or con-
ditions benefits for such care subject to any
other term or condition of such coverage.

‘‘(c) PARTICIPANT’S FINANCIAL RESPONSIBIL-
ITIES.—The information required under sub-
section (a) includes an explanation of—

‘‘(1) a participant’s financial responsibility
for payment of premiums, coinsurance, co-
payments, deductibles, and any other
charges, and

‘‘(2) the circumstances under which, and
the extent to which, the participant’s finan-
cial responsibility described in paragraph (1)
may vary, including any distinctions based
on whether a health care provider from
whom covered benefits are obtained is in-
cluded in a defined set of providers.

‘‘(d) DISPUTE RESOLUTION PROCEDURES.—
The information required under subsection
(a) includes a description of the processes
adopted in connection with such coverage
pursuant to section 503(b) of the Employee
Retirement Income Security Act of 1974, in-
cluding—

‘‘(1) descriptions thereof relating specifi-
cally to—

‘‘(A) coverage decisions,
‘‘(B) internal review of coverage decisions,

and
‘‘(C) any external review of coverage deci-

sions, and
‘‘(2) the procedures and time frames appli-

cable to each step of the processes referred
to in subparagraphs (A), (B), and (C) of para-
graph (1).

‘‘(e) INFORMATION AVAILABLE ON REQUEST.—
‘‘(1) ACCESS TO PLAN BENEFIT INFORMATION

IN ELECTRONIC FORM.—
‘‘(A) IN GENERAL.—A group health plan

(and a health insurance issuer offering
health insurance coverage in connection
with a group health plan) shall, upon written
request (made not more frequently than an-
nually), make available to participants and
beneficiaries, in a generally recognized elec-
tronic format, the following information:

‘‘(i) the latest summary plan description,
including the latest summary of material
modifications, and

‘‘(ii) the actual plan provisions setting
forth the benefits available under the plan,

to the extent such information relates to the
coverage options under the plan available to
the participant or beneficiary. A reasonable
charge may be made to cover the cost of pro-
viding such information in such generally
recognized electronic format. The Secretary
may by regulation prescribe a maximum
amount which will constitute a reasonable
charge under the preceding sentence.

‘‘(B) ALTERNATIVE ACCESS.—The require-
ments of this paragraph may be met by mak-
ing such information generally available
(rather than upon request) on the Internet or
on a proprietary computer network in a for-
mat which is readily accessible to partici-
pants and beneficiaries.

‘‘(2) ADDITIONAL INFORMATION TO BE PRO-
VIDED ON REQUEST.—

‘‘(A) INCLUSION IN SUMMARY PLAN DESCRIP-
TION OF SUMMARY OF ADDITIONAL INFORMA-
TION.—The information required under sub-
section (a) includes a summary description
of the types of information required by this
subsection to be made available to partici-
pants and beneficiaries on request.

‘‘(B) INFORMATION REQUIRED FROM PLANS
AND ISSUERS ON REQUEST.—In addition to in-
formation required to be included in sum-
mary plan descriptions under this sub-
section, a group health plan (and a health in-
surance issuer offering health insurance cov-
erage in connection with a group health
plan) shall provide the following information
to a participant or beneficiary on request:

‘‘(i) NETWORK CHARACTERISTICS.—If the
plan (or issuer) utilizes a defined set of pro-
viders under contract with the plan (or
issuer), a detailed list of the names of such
providers and their geographic location, set
forth separately with respect to primary
care providers and with respect to special-
ists.

‘‘(ii) CARE MANAGEMENT INFORMATION.—A
description of the circumstances under
which, and the extent to which, the plan has
special disease management programs or
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programs for persons with disabilities, indi-
cating whether these programs are voluntary
or mandatory and whether a significant ben-
efit differential results from participation in
such programs.

‘‘(iii) INCLUSION OF DRUGS AND BIOLOGICALS
IN FORMULARIES.—A statement of whether a
specific drug or biological is included in a
formulary used to determine benefits under
the plan and a description of the procedures
for considering requests for any patient-spe-
cific waivers.

‘‘(iv) PROCEDURES FOR DETERMINING EXCLU-
SIONS BASED ON MEDICAL NECESSITY OR EXPER-
IMENTAL TREATMENTS.—Upon receipt by the
participant or beneficiary of any notification
of an adverse coverage decision based on a
determination relating to medical necessity
or an experimental treatment or technology,
a description of the procedures and medi-
cally-based criteria used in such decision.

‘‘(v) PREAUTHORIZATION AND UTILIZATION
REVIEW PROCEDURES.—Upon receipt by the
participant or beneficiary of any notification
of an adverse coverage decision, a descrip-
tion of the basis on which any
preauthorization requirement or any utiliza-
tion review requirement has resulted in such
decision.

‘‘(vi) ACCREDITATION STATUS OF HEALTH IN-
SURANCE ISSUERS AND SERVICE PROVIDERS.—A
description of the accreditation and
licencing status (if any) of each health insur-
ance issuer offering health insurance cov-
erage in connection with the plan and of any
utilization review organization utilized by
the issuer or the plan, together with the
name and address of the accrediting or
licencing authority.

‘‘(vii) MEASURES OF ENROLLEE SATISFAC-
TION.—The latest information (if any) main-
tained by the plan, or by any health insur-
ance issuer offering health insurance cov-
erage in connection with the plan, relating
to enrollee satisfaction.

‘‘(viii) QUALITY PERFORMANCE MEASURES.—
The latest information (if any) maintained
by the plan, or by any health insurance
issuer offering health insurance coverage in
connection with the plan, relating to quality
of performance of the delivery of medical
care with respect to coverage options offered
under the plan and of health care profes-
sionals and facilities providing medical care
under the plan.

‘‘(C) INFORMATION REQUIRED FROM HEALTH
CARE PROFESSIONALS ON REQUEST.—Any
health care professional treating a partici-
pant or beneficiary under a group health
plan shall provide to the participant or bene-
ficiary, on request, a description of his or her
professional qualifications (including board
certification status, licensing status, and ac-
creditation status, if any), privileges, and ex-
perience and a general description by cat-
egory (including salary, fee-for-service, capi-
tation, and such other categories as may be
specified in regulations of the Secretary) of
the applicable method by which such profes-
sional is compensated in connection with the
provision of such medical care.

‘‘(D) INFORMATION REQUIRED FROM HEALTH
CARE FACILITIES ON REQUEST.—Any health
care facility from which a participant or
beneficiary has sought treatment under a
group health plan shall provide to the partic-
ipant or beneficiary, on request, a descrip-
tion of the facility’s corporate form or other
organizational form and all forms of licens-
ing and accreditation status (if any) assigned
to the facility by standard-setting organiza-
tions.

‘‘(f) ACCESS TO INFORMATION RELEVANT TO
THE COVERAGE OPTIONS UNDER WHICH THE
PARTICIPANT OR BENEFICIARY IS ELIGIBLE TO
ENROLL.—In addition to information other-
wise required to be made available under
this section, a group health plan (and a

health insurance issuer offering health insur-
ance coverage in connection with a group
health plan) shall, upon written request
(made not more frequently than annually),
make available to a participant in connec-
tion with a period of enrollment the sum-
mary plan description for any coverage op-
tion under the plan under which the partici-
pant is eligible to enroll and any information
described in clauses (i), (ii), (iii), (vi), (vii),
and (viii) of subsection (e)(2)(B).

‘‘(g) ADVANCE NOTICE OF CHANGES IN DRUG
FORMULARIES.—Not later than 30 days before
the effective of date of any exclusion of a
specific drug or biological from any drug for-
mulary under the plan that is used in the
treatment of a chronic illness or disease, the
plan shall take such actions as are necessary
to reasonably ensure that plan participants
are informed of such exclusion. The require-
ments of this subsection may be satisfied—

‘‘(1) by inclusion of information in publica-
tions broadly distributed by plan sponsors,
employers, or employee organizations,

‘‘(2) by electronic means of communication
(including the Internet or proprietary com-
puter networks in a format which is readily
accessible to participants),

‘‘(3) by timely informing participants who,
under an ongoing program maintained under
the plan, have submitted their names for
such notification, or

‘‘(4) by any other reasonable means of
timely informing plan participants.’’.
SEC. 2102. REPORTING ON FRAUD AND ABUSE EN-

FORCEMENT ACTIVITIES.
The General Accounting Office shall—
(1) monitor—
(A) the compliance of the Department of

Justice and all United States Attorneys–
with the guideline entitled ‘‘Guidance on the
Use of the False Claims Act in Civil Health
Care Matters’’ issued by the Department on
June 3, 1998, including any revisions to such
guideline, and

(B) the compliance of the Office of the In-
spector General of the Department of Health
and Human Services with the protocols and
guidelines entitled ‘‘National Project Proto-
cols—Best Practice Guidelines’’ issued by
the Inspector General on June 3, 1998, includ-
ing any revisions to such protocols and
guidelines, and

(2) submit a report on such compliance to
the Committee on Commerce of the House of
Representatives not later than February 1,
1999, and every year thereafter for a period of
four years ending February 1, 2002.
SEC. 2103. EFFECTIVE DATE.

(a) IN GENERAL.—The amendments made by
this subtitle shall apply with respect to plan
years beginning on or after January 1 of the
second calendar year following the date of
the enactment of this Act. The Secretary
shall first issue all regulations necessary to
carry out the amendments made by this sub-
title before such date.

(b) LIMITATION ON ENFORCEMENT ACTIONS.—
No enforcement action shall be taken, pursu-
ant to the amendments made by this sub-
title, against a group health plan or health
insurance issuer with respect to a violation
of a requirement imposed by such amend-
ments before the date of issuance of final
regulations issued in connection with such
requirement, if the plan or issuer has sought
to comply in good faith with such require-
ment.

Subtitle C—HealthMarts
SEC. 2201. SHORT TITLE OF SUBTITLE.

This subtitle may be cited as the ‘‘Health
Care Consumer Empowerment Act of 1998’’.
SEC. 2202. EXPANSION OF CONSUMER CHOICE

THROUGH HEALTHMARTS.
The Public Health Service Act is amended

by adding at the end the following new title:

‘‘TITLE XXVIII—HEALTHMARTS
‘‘SEC. 2801. DEFINITION OF HEALTHMART.

‘‘(a) IN GENERAL.—For purposes of this
title, the term ‘HealthMart’ means a legal
entity that meets the following require-
ments:

‘‘(1) ORGANIZATION.—The HealthMart is a
nonprofit organization operated under the
direction of a board of directors which is
composed of representatives of not fewer
than 2 and in equal numbers from each of the
following:

‘‘(A) Small employers.
‘‘(B) Employees of small employers.
‘‘(C) Health care providers, which may be

physicians, other health care professionals,
health care facilities, or any combination
thereof.

‘‘(D) Entities, such as insurance compa-
nies, health maintenance organizations, and
licensed provider-sponsored organizations,
that underwrite or administer health bene-
fits coverage.

‘‘(2) OFFERING HEALTH BENEFITS COV-
ERAGE.—

‘‘(A) IN GENERAL.—The HealthMart, in con-
junction with those health insurance issuers
that offer health benefits coverage through
the HealthMart, makes available health ben-
efits coverage in the manner described in
subsection (b) to all small employers and eli-
gible employees in the manner described in
subsection (c)(2) at rates (including employ-
er’s and employee’s share) that are estab-
lished by the health insurance issuer on a
policy or product specific basis and that may
vary only as permissible under State law. A
HealthMart is deemed to be a group health
plan for purposes of applying section 702 of
the Employee Retirement Income Security
Act of 1974, section 2702 of this Act, and sec-
tion 9802(b) of the Internal Revenue Code of
1986 (which limit variation among similarly
situated individuals of required premiums
for health benefits coverage on the basis of
health status-related factors).

‘‘(B) NONDISCRIMINATION IN COVERAGE OF-
FERED.—

‘‘(i) IN GENERAL.—Subject to clause (ii), the
HealthMart may not offer health benefits
coverage to an eligible employee in a geo-
graphic area (as specified under paragraph
(3)(A)) unless the same coverage is offered to
all such employees in the same geographic
area. Section 2711(a)(1)(B) of this Act limits
denial of enrollment of certain eligible indi-
viduals under health benefits coverage in the
small group market.

‘‘(ii) CONSTRUCTION.—Nothing in this title
shall be construed as requiring or permitting
a health insurance issuer to provide coverage
outside the service area of the issuer, as ap-
proved under State law.

‘‘(C) NO FINANCIAL UNDERWRITING.—The
HealthMart provides health benefits cov-
erage only through contracts with health in-
surance issuers and does not assume insur-
ance risk with respect to such coverage.

(D) MINIMUM COVERAGE.—By the end of the
first year of its operation and thereafter, the
HealthMart maintains not fewer than 10 pur-
chasers and 100 members.

‘‘(3) GEOGRAPHIC AREAS.—
‘‘(A) SPECIFICATION OF GEOGRAPHIC AREAS.—

The HealthMart shall specify the geographic
area (or areas) in which it makes available
health benefits coverage offered by health
insurance issuers to small employers. Such
an area shall encompass at least one entire
county or equivalent area.

‘‘(B) MULTISTATE AREAS.—In the case of a
HealthMart that serves more than one State,
such geographic areas may be areas that in-
clude portions of two or more contiguous
States.

‘‘(C) MULTIPLE HEALTHMARTS PERMITTED IN
SINGLE GEOGRAPHIC AREA.—Nothing in this
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title shall be construed as preventing the es-
tablishment and operation of more than one
HealthMart in a geographic area or as limit-
ing the number of HealthMarts that may op-
erate in any area.

‘‘(4) PROVISION OF ADMINISTRATIVE SERVICES
TO PURCHASERS.—

‘‘(A) IN GENERAL.—The HealthMart pro-
vides administrative services for purchasers.
Such services may include accounting, bill-
ing, enrollment information, and employee
coverage status reports.

‘‘(B) CONSTRUCTION.—Nothing in this sub-
section shall be construed as preventing a
HealthMart from serving as an administra-
tive service organization to any entity.

‘‘(5) DISSEMINATION OF INFORMATION.—The
HealthMart collects and disseminates (or ar-
ranges for the collection and dissemination
of) consumer-oriented information on the
scope, cost, and enrollee satisfaction of all
coverage options offered through the
HealthMart to its members and eligible indi-
viduals. Such information shall be defined by
the HealthMart and shall be in a manner ap-
propriate to the type of coverage offered. To
the extent practicable, such information
shall include information on provider per-
formance, locations and hours of operation
of providers, outcomes, and similar matters.
Nothing in this section shall be construed as
preventing the dissemination of such infor-
mation or other information by the
HealthMart or by health insurance issuers
through electronic or other means.

‘‘(6) FILING INFORMATION.—The
HealthMart—

‘‘(A) files with the applicable Federal au-
thority information that demonstrates the
HealthMart’s compliance with the applicable
requirements of this title; or

‘‘(B) in accordance with rules established
under section 2803(a), files with a State such
information as the State may require to
demonstrate such compliance.

‘‘(b) HEALTH BENEFITS COVERAGE REQUIRE-
MENTS.—

‘‘(1) COMPLIANCE WITH CONSUMER PROTEC-
TION REQUIREMENTS.—Any health benefits
coverage offered through a HealthMart
shall—

‘‘(A) be underwritten by a health insurance
issuer that—

‘‘(i) is licensed (or otherwise regulated)
under State law (or is a community health
organization that is offering health insur-
ance coverage pursuant to section 330B(a)),

‘‘(ii) meets all applicable State standards
relating to consumer protection, subject to
section 2802(b), and

‘‘(iii) offers the coverage under a contract
with the HealthMart;

‘‘(B) subject to paragraph (2), be approved
or otherwise permitted to be offered under
State law; and

‘‘(C) provide full portability of creditable
coverage for individuals who remain mem-
bers of the same HealthMart notwithstand-
ing that they change the employer through
which they are members in accordance with
the provisions of the parts 6 and 7 of subtitle
B of title I of the Employee Retirement In-
come Security Act of 1974 and titles XXII
and XXVII of this Act, so long as both em-
ployers are purchasers in the HealthMart.

‘‘(2) ALTERNATIVE PROCESS FOR APPROVAL
OF HEALTH BENEFITS COVERAGE IN CASE OF DIS-
CRIMINATION OR DELAY.—

‘‘(A) IN GENERAL.—The requirement of
paragraph (1)(B) shall not apply to a policy
or product of health benefits coverage of-
fered in a State if the health insurance
issuer seeking to offer such policy or product
files an application to waive such require-
ment with the applicable Federal authority,
and the authority determines, based on the
application and other evidence presented to
the authority, that—

‘‘(i) either (or both) of the grounds de-
scribed in subparagraph (B) for approval of
the application has been met; and

‘‘(ii) the coverage meets the applicable
State standards (other than those that have
been preempted under section 2802).

‘‘(B) GROUNDS.—The grounds described in
this subparagraph with respect to a policy or
product of health benefits coverage are as
follows:

‘‘(i) FAILURE TO ACT ON POLICY, PRODUCT, OR
RATE APPLICATION ON A TIMELY BASIS.—The
State has failed to complete action on the
policy or product (or rates for the policy or
product) within 90 days of the date of the
State’s receipt of a substantially complete
application. No period before the date of the
enactment of this section shall be included
in determining such 90-day period.

‘‘(ii) DENIAL OF APPLICATION BASED ON DIS-
CRIMINATORY TREATMENT.—The State has de-
nied such an application and—

‘‘(I) the standards or review process im-
posed by the State as a condition of approval
of the policy or product imposes either any
material requirements, procedures, or stand-
ards to such policy or product that are not
generally applicable to other policies and
products offered or any requirements that
are preempted under section 2802; or

‘‘(II) the State requires the issuer, as a
condition of approval of the policy or prod-
uct, to offer any policy or product other than
such policy or product.

‘‘(C) ENFORCEMENT.—In the case of a waiv-
er granted under subparagraph (A) to an
issuer with respect to a State, the Secretary
may enter into an agreement with the State
under which the State agrees to provide for
monitoring and enforcement activities with
respect to compliance of such an issuer and
its health insurance coverage with the appli-
cable State standards described in subpara-
graph (A)(ii). Such monitoring and enforce-
ment shall be conducted by the State in the
same manner as the State enforces such
standards with respect to other health insur-
ance issuers and plans, without discrimina-
tion based on the type of issuer to which the
standards apply. Such an agreement shall
specify or establish mechanisms by which
compliance activities are undertaken, while
not lengthening the time required to review
and process applications for waivers under
subparagraph (A).

‘‘(3) EXAMPLES OF TYPES OF COVERAGE.—
The health benefits coverage made available
through a HealthMart may include, but is
not limited to, any of the following if it
meets the other applicable requirements of
this title:

‘‘(A) Coverage through a health mainte-
nance organization.

‘‘(B) Coverage in connection with a pre-
ferred provider organization.

‘‘(C) Coverage in connection with a li-
censed provider-sponsored organization.

‘‘(D) Indemnity coverage through an insur-
ance company.

‘‘(E) Coverage offered in connection with a
contribution into a medical savings account
or flexible spending account.

‘‘(F) Coverage that includes a point-of-
service option.

‘‘(G) Coverage offered by a community
health organization (as defined in section
330B(e)).

‘‘(H) Any combination of such types of cov-
erage.

‘‘(4) WELLNESS BONUSES FOR HEALTH PRO-
MOTION.—Nothing in this title shall be con-
strued as precluding a health insurance
issuer offering health benefits coverage
through a HealthMart from establishing pre-
mium discounts or rebates for members or
from modifying otherwise applicable copay-
ments or deductibles in return for adherence
to programs of health promotion and disease

prevention so long as such programs are
agreed to in advance by the HealthMart and
comply with all other provisions of this title
and do not discriminate among similarly sit-
uated members.

‘‘(c) PURCHASERS; MEMBERS; HEALTH INSUR-
ANCE ISSUERS.—

‘‘(1) PURCHASERS.—
‘‘(A) IN GENERAL.—Subject to the provi-

sions of this title, a HealthMart shall permit
any small employer to contract with the
HealthMart for the purchase of health bene-
fits coverage for its employees and depend-
ents of those employees and may not vary
conditions of eligibility (including premium
rates and membership fees) of a small em-
ployer to be a purchaser.

‘‘(B) ROLE OF ASSOCIATIONS, BROKERS, AND
LICENSED HEALTH INSURANCE AGENTS.—Noth-
ing in this section shall be construed as pre-
venting an association, broker, licensed
health insurance agent, or other entity from
assisting or representing a HealthMart or
small employers from entering into appro-
priate arrangements to carry out this title.

‘‘(C) PERIOD OF CONTRACT.—The
HealthMart may not require a contract
under subparagraph (A) between a
HealthMart and a purchaser to be effective
for a period of longer than 12 months. The
previous sentence shall not be construed as
preventing such a contract from being ex-
tended for additional 12-month periods or
preventing the purchaser from voluntarily
electing a contract period of longer than 12
months.

‘‘(D) EXCLUSIVE NATURE OF CONTRACT.—
Such a contract shall provide that the pur-
chaser agrees not to obtain or sponsor health
benefits coverage, on behalf of any eligible
employees (and their dependents), other than
through the HealthMart. The previous sen-
tence shall not apply to an eligible individ-
ual who resides in an area for which no cov-
erage is offered by any health insurance
issuer through the HealthMart.

‘‘(2) MEMBERS.—
‘‘(A) IN GENERAL.—Under rules established

to carry out this title, with respect to a
small employer that has a purchaser con-
tract with a HealthMart, individuals who are
employees of the employer may enroll for
health benefits coverage (including coverage
for dependents of such enrolling employees)
offered by a health insurance issuer through
the HealthMart.

‘‘(B) NONDISCRIMINATION IN ENROLLMENT.—
A HealthMart may not deny enrollment as a
member to an individual who is an employee
(or dependent of such an employee) eligible
to be so enrolled based on health status-re-
lated factors, except as may be permitted
consistent with section 2742(b).

‘‘(C) ANNUAL OPEN ENROLLMENT PERIOD.—In
the case of members enrolled in health bene-
fits coverage offered by a health insurance
issuer through a HealthMart, subject to sub-
paragraph (D), the HealthMart shall provide
for an annual open enrollment period of 30
days during which such members may
change the coverage option in which the
members are enrolled.

‘‘(D) RULES OF ELIGIBILITY.—Nothing in
this paragraph shall preclude a HealthMart
from establishing rules of employee eligi-
bility for enrollment and reenrollment of
members during the annual open enrollment
period under subparagraph (C). Such rules
shall be applied consistently to all pur-
chasers and members within the HealthMart
and shall not be based in any manner on
health status-related factors and may not
conflict with sections 2701 and 2702 of this
Act.

‘‘(3) HEALTH INSURANCE ISSUERS.—
‘‘(A) PREMIUM COLLECTION.—The contract

between a HealthMart and a health insur-
ance issuer shall provide, with respect to a
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member enrolled with health benefits cov-
erage offered by the issuer through the
HealthMart, for the payment of the pre-
miums collected by the HealthMart (or the
issuer) for such coverage (less a pre-deter-
mined administrative charge negotiated by
the HealthMart and the issuer) to the issuer.

‘‘(B) SCOPE OF SERVICE AREA.—Nothing in
this title shall be construed as requiring the
service area of a health insurance issuer with
respect to health insurance coverage to
cover the entire geographic area served by a
HealthMart.

‘‘(C) AVAILABILITY OF COVERAGE OPTIONS.—
A HealthMart shall enter into contracts with
one or more health insurance issuers in a
manner that assures that at least 2 health
insurance coverage options are made avail-
able in the geographic area specified under
subsection (a)(3)(A).

‘‘(d) PREVENTION OF CONFLICTS OF INTER-
EST.—

‘‘(1) FOR BOARDS OF DIRECTORS.—A member
of a board of directors of a HealthMart may
not serve as an employee or paid consultant
to the HealthMart, but may receive reason-
able reimbursement for travel expenses for
purposes of attending meetings of the board
or committees thereof.

‘‘(2) FOR BOARDS OF DIRECTORS OR EMPLOY-
EES.—An individual is not eligible to serve in
a paid or unpaid capacity on the board of di-
rectors of a HealthMart or as an employee of
the HealthMart, if the individual is em-
ployed by, represents in any capacity, owns,
or controls any ownership interest in a orga-
nization from whom the HealthMart receives
contributions, grants, or other funds not
connected with a contract for coverage
through the HealthMart.

‘‘(3) EMPLOYMENT AND EMPLOYEE REP-
RESENTATIVES.—

‘‘(A) IN GENERAL.—An individual who is
serving on a board of directors of a
HealthMart as a representative described in
subparagraph (A) or (B) of section 2801(a)(1)
shall not be employed by or affiliated with a
health insurance issuer or be licensed as or
employed by or affiliated with a health care
provider.

‘‘(B) CONSTRUCTION.—For purposes of sub-
paragraph (A), the term ‘‘affiliated’’ does not
include membership in a health benefits plan
or the obtaining of health benefits coverage
offered by a health insurance issuer.

‘‘(e) CONSTRUCTION.—
‘‘(1) NETWORK OF AFFILIATED

HEALTHMARTS.—Nothing in this section shall
be construed as preventing one or more
HealthMarts serving different areas (whether
or not contiguous) from providing for some
or all of the following (through a single ad-
ministrative organization or otherwise):

‘‘(A) Coordinating the offering of the same
or similar health benefits coverage in dif-
ferent areas served by the different
HealthMarts.

‘‘(B) Providing for crediting of deductibles
and other cost-sharing for individuals who
are provided health benefits coverage
through the HealthMarts (or affiliated
HealthMarts) after—

‘‘(i) a change of employers through which
the coverage is provided, or

‘‘(ii) a change in place of employment to
an area not served by the previous
HealthMart.

‘‘(2) PERMITTING HEALTHMARTS TO ADJUST
DISTRIBUTIONS AMONG ISSUERS TO REFLECT
RELATIVE RISK OF ENROLLEES.—Nothing in
this section shall be construed as precluding
a HealthMart from providing for adjust-
ments in amounts distributed among the
health insurance issuers offering health ben-
efits coverage through the HealthMart based
on factors such as the relative health care
risk of members enrolled under the coverage
offered by the different issuers.

‘‘(3) APPLICATION OF UNIFORM MINIMUM PAR-
TICIPATION AND CONTRIBUTION RULES.—Noth-
ing in this section shall be construed as pre-
cluding a HealthMart from establishing min-
imum participation and contribution rules
(described in section 2711(e)(1)) for small em-
ployers that apply to become purchasers in
the HealthMart, so long as such rules are ap-
plied uniformly for all health insurance
issuers.
‘‘SEC. 2802. APPLICATION OF CERTAIN LAWS AND

REQUIREMENTS.
‘‘(a) AUTHORITY OF STATES.—Nothing in

this section shall be construed as preempting
State laws relating to the following:

‘‘(1) The regulation of underwriters of
health coverage, including licensure and sol-
vency requirements.

‘‘(2) The application of premium taxes and
required payments for guaranty funds or for
contributions to high-risk pools.

‘‘(3) The application of fair marketing re-
quirements and other consumer protections
(other than those specifically relating to an
item described in subsection (b)).

‘‘(4) The application of requirements relat-
ing to the adjustment of rates for health in-
surance coverage.

‘‘(b) TREATMENT OF BENEFIT AND GROUPING
REQUIREMENTS.—State laws insofar as they
relate to any of the following are superseded
and shall not apply to health benefits cov-
erage made available through a HealthMart:

‘‘(1) Benefit requirements for health bene-
fits coverage offered through a HealthMart,
including (but not limited to) requirements
relating to coverage of specific providers,
specific services or conditions, or the
amount, duration, or scope of benefits, but
not including requirements to the extent re-
quired to implement title XXVII or other
Federal law and to the extent the require-
ment prohibits an exclusion of a specific dis-
ease from such coverage.

‘‘(2) Requirements (commonly referred to
as fictitious group laws) relating to grouping
and similar requirements for such coverage
to the extent such requirements impede the
establishment and operation of HealthMarts
pursuant to this title.

‘‘(3) Any other requirements (including
limitations on compensation arrangements)
that, directly or indirectly, preclude (or have
the effect of precluding) the offering of such
coverage through a HealthMart, if the
HealthMart meets the requirements of this
title.
Any State law or regulation relating to the
composition or organization of a HealthMart
is preempted to the extent the law or regula-
tion is inconsistent with the provisions of
this title.

‘‘(c) APPLICATION OF ERISA FIDUCIARY AND
DISCLOSURE REQUIREMENTS.—The board of di-
rectors of a HealthMart is deemed to be a
plan administrator of an employee welfare
benefit plan which is a group health plan for
purposes of applying parts 1 and 4 of subtitle
B of title I of the Employee Retirement In-
come Security Act of 1974 and those provi-
sions of part 5 of such subtitle which are ap-
plicable to enforcement of such parts 1 and 4,
and the HealthMart shall be treated as such
a plan and the enrollees shall be treated as
participants and beneficiaries for purposes of
applying such provisions pursuant to this
subsection.

‘‘(d) APPLICATION OF ERISA RENEWABILITY
PROTECTION.—A HealthMart is deemed to be
group health plan that is a multiple em-
ployer welfare arrangement for purposes of
applying section 703 of the Employee Retire-
ment Income Security Act of 1974.

‘‘(e) APPLICATION OF RULES FOR NETWORK
PLANS AND FINANCIAL CAPACITY.—The provi-
sions of subsections (c) and (d) of section 2711
apply to health benefits coverage offered by

a health insurance issuer through a
HealthMart.

‘‘(f) CONSTRUCTION RELATING TO OFFERING
REQUIREMENT.—Nothing in section 2711(a) of
this Act or 703 of the Employee Retirement
Income Security Act of 1974 shall be con-
strued as permitting the offering outside the
HealthMart of health benefits coverage that
is only made available through a HealthMart
under this section because of the application
of subsection (b).

‘‘(g) APPLICATION TO GUARANTEED RENEW-
ABILITY REQUIREMENTS IN CASE OF DIS-
CONTINUATION OF AN ISSUER.—For purposes of
applying section 2712 in the case of health in-
surance coverage offered by a health insur-
ance issuer through a HealthMart, if the con-
tract between the HealthMart and the issuer
is terminated and the HealthMart continues
to make available any health insurance cov-
erage after the date of such termination, the
following rules apply:

‘‘(1) RENEWABILITY.—The HealthMart shall
fulfill the obligation under such section of
the issuer renewing and continuing in force
coverage by offering purchasers (and mem-
bers and their dependents) all available
health benefits coverage that would other-
wise be available to similarly-situated pur-
chasers and members from the remaining
participating health insurance issuers in the
same manner as would be required of issuers
under section 2712(c).

‘‘(2) APPLICATION OF ASSOCIATION RULES.—
The HealthMart shall be considered an asso-
ciation for purposes of applying section
2712(e).

‘‘(h) CONSTRUCTION IN RELATION TO CERTAIN
OTHER LAWS.—Nothing in this title shall be
construed as modifying or affecting the ap-
plicability to HealthMarts or health benefits
coverage offered by a health insurance issuer
through a HealthMart of parts 6 and 7 of sub-
title B of title I of the Employee Retirement
Income Security Act of 1974 or titles XXII
and XXVII of this Act.
‘‘SEC. 2803. ADMINISTRATION.

‘‘(a) IN GENERAL.—The applicable Federal
authority shall administer this title through
the division established under subsection (b)
and is authorized to issue such regulations
as may be required to carry out this title.
Such regulations shall be subject to Congres-
sional review under the provisions of chapter
8 of title 5, United States Code. The applica-
ble Federal authority shall incorporate the
process of ‘deemed file and use’ with respect
to the information filed under section
2801(a)(6)(A) and shall determine whether in-
formation filed by a HealthMart dem-
onstrates compliance with the applicable re-
quirements of this title. Such authority
shall exercise its authority under this title
in a manner that fosters and promotes the
development of HealthMarts in order to im-
prove access to health care coverage and
services.

‘‘(b) ADMINISTRATION THROUGH HEALTH
CARE MARKETPLACE DIVISION.—

‘‘(1) IN GENERAL.—The applicable Federal
authority shall carry out its duties under
this title through a separate Health Care
Marketplace Division, the sole duty of which
(including the staff of which) shall be to ad-
minister this title.

‘‘(2) ADDITIONAL DUTIES.—In addition to
other responsibilities provided under this
title, such Division is responsible for—

‘‘(A) oversight of the operations of
HealthMarts under this title; and

‘‘(B) the periodic submittal to Congress of
reports on the performance of HealthMarts
under this title under subsection (c).

‘‘(c) PERIODIC REPORTS.—The applicable
Federal authority shall submit to Congress a
report every 30 months, during the 10-year
period beginning on the effective date of the
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rules promulgated by the applicable Federal
authority to carry out this title, on the ef-
fectiveness of this title in promoting cov-
erage of uninsured individuals. Such author-
ity may provide for the production of such
reports through one or more contracts with
appropriate private entities.
‘‘SEC. 2804. DEFINITIONS.

‘‘For purposes of this title:
‘‘(1) APPLICABLE FEDERAL AUTHORITY.—The

term ‘applicable Federal authority’ means
the Secretary of Health and Human Services.

‘‘(2) ELIGIBLE EMPLOYEE OR INDIVIDUAL.—
The term ‘eligible’ means, with respect to an
employee or other individual and a
HealthMart, an employee or individual who
is eligible under section 2801(c)(2) to enroll or
be enrolled in health benefits coverage of-
fered through the HealthMart.

‘‘(3) EMPLOYER; EMPLOYEE; DEPENDENT.—
Except as the applicable Federal authority
may otherwise provide, the terms ‘em-
ployer’, ‘employee’, and ‘dependent’, as ap-
plied to health insurance coverage offered by
a health insurance issuer licensed (or other-
wise regulated) in a State, shall have the
meanings applied to such terms with respect
to such coverage under the laws of the State
relating to such coverage and such an issuer.

‘‘(4) HEALTH BENEFITS COVERAGE.—The
term ‘health benefits coverage’ has the
meaning given the term group health insur-
ance coverage in section 2791(b)(4).

‘‘(5) HEALTH INSURANCE ISSUER.—The term
‘health insurance issuer’ has the meaning
given such term in section 2791(b)(2) and in-
cludes a community health organization
that is offering coverage pursuant to section
330B(a).

‘‘(6) HEALTH STATUS-RELATED FACTOR.—The
term ‘health status-related factor’ has the
meaning given such term in section
2791(d)(9).

‘‘(7) HEALTHMART.—The term ‘HealthMart’
is defined in section 2801(a).

‘‘(8) MEMBER.—The term ‘member‘‘ means,
with respect to a HealthMart, an individual
enrolled for health benefits coverage through
the HealthMart under section 2801(c)(2).

‘‘(9) PURCHASER.—The term ‘purchaser’
means, with respect to a HealthMart, a small
employer that has contracted under section
2801(c)(1)(A) with the HealthMart for the pur-
chase of health benefits coverage.

‘‘(10) SMALL EMPLOYER.—The term ‘small
employer’ has the meaning given such term
for purposes of title XXVII.’’.

Subtitle D—Community Health Organizations
SEC. 2301. PROMOTION OF PROVISION OF INSUR-

ANCE BY COMMUNITY HEALTH OR-
GANIZATIONS.

(a) WAIVER OF STATE LICENSURE REQUIRE-
MENT FOR COMMUNITY HEALTH ORGANIZATIONS
IN CERTAIN CASES.—Subpart I of part D of
title III of the Public Health Service Act is
amended by adding at the end the following
new section:

‘‘WAIVER OF STATE LICENSURE REQUIREMENT
FOR COMMUNITY HEALTH ORGANIZATIONS IN
CERTAIN CASES

‘‘SEC. 330B. (a) WAIVER AUTHORIZED.—
‘‘(1) IN GENERAL.—A community health or-

ganization may offer health insurance cov-
erage in a State notwithstanding that it is
not licensed in such a State to offer such
coverage if—

‘‘(A) the organization files an application
for waiver of the licensure requirement with
the Secretary of Health and Human Services
(in this section referred to as the ‘Sec-
retary’) by not later than November 1, 2003,
and

‘‘(B) the Secretary determines, based on
the application and other evidence presented
to the Secretary, that any of the grounds for
approval of the application described in sub-

paragraph (A), (B), or (C) of paragraph (2) has
been met.

‘‘(2) GROUNDS FOR APPROVAL OF WAIVER.—
‘‘(A) FAILURE TO ACT ON LICENSURE APPLICA-

TION ON A TIMELY BASIS.—The ground for ap-
proval of such a waiver application described
in this subparagraph is that the State has
failed to complete action on a licensing ap-
plication of the organization within 90 days
of the date of the State’s receipt of a sub-
stantially complete application. No period
before the date of the enactment of this sec-
tion shall be included in determining such
90-day period.

‘‘(B) DENIAL OF APPLICATION BASED ON DIS-
CRIMINATORY TREATMENT.—The ground for
approval of such a waiver application de-
scribed in this subparagraph is that the
State has denied such a licensing application
and the standards or review process imposed
by the State as a condition of approval of the
license or as the basis for such denial by the
State imposes any material requirements,
procedures, or standards (other than sol-
vency requirements) to such organizations
that are not generally applicable to other en-
tities engaged in a substantially similar
business.

‘‘(C) DENIAL OF APPLICATION BASED ON AP-
PLICATION OF SOLVENCY REQUIREMENTS.—With
respect to waiver applications filed on or
after the date of publication of solvency
standards established by the Secretary under
subsection (d), the ground for approval of
such a waiver application described in this
subparagraph is that the State has denied
such a licensing application based (in whole
or in part) on the organization’s failure to
meet applicable State solvency requirements
and such requirements are not the same as
the solvency standards established by the
Secretary. For purposes of this subpara-
graph, the term solvency requirements
means requirements relating to solvency and
other matters covered under the standards
established by the Secretary under sub-
section (d).

‘‘(3) TREATMENT OF WAIVER.—In the case of
a waiver granted under this subsection for a
community health organization with respect
to a State—

‘‘(A) LIMITATION TO STATE.—The waiver
shall be effective only with respect to that
State and does not apply to any other State.

‘‘(B) LIMITATION TO 36-MONTH PERIOD.—The
waiver shall be effective only for a 36-month
period but may be renewed for up to 36 addi-
tional months if the Secretary determines
that such an extension is appropriate.

‘‘(C) CONDITIONED ON COMPLIANCE WITH CON-
SUMER PROTECTION AND QUALITY STAND-
ARDS.—The continuation of the waiver is
conditioned upon the organization’s compli-
ance with the requirements described in
paragraph (5).

‘‘(D) PREEMPTION OF STATE LAW.—Any pro-
visions of law of that State which relate to
the licensing of the organization and which
prohibit the organization from providing
health insurance coverage shall be super-
seded.

‘‘(4) PROMPT ACTION ON APPLICATION.—The
Secretary shall grant or deny such a waiver
application within 60 days after the date the
Secretary determines that a substantially
complete waiver application has been filed.
Nothing in this section shall be construed as
preventing an organization which has had
such a waiver application denied from sub-
mitting a subsequent waiver application.

‘‘(5) APPLICATION AND ENFORCEMENT OF
STATE CONSUMER PROTECTION AND QUALITY
STANDARDS.—A waiver granted under this
subsection to an organization with respect to
licensing under State law is conditioned
upon the organization’s compliance with all
consumer protection and quality standards
insofar as such standards—

‘‘(A) would apply in the State to the com-
munity health organization if it were li-
censed as an entity offering health insurance
coverage under State law; and

‘‘(B) are generally applicable to other risk-
bearing managed care organizations and
plans in the State.

‘‘(6) REPORT.—By not later than December
31, 2002, the Secretary shall submit to the
Committee on Commerce of the House of
Representatives and the Committee on
Labor and Human Resources of the Senate a
report regarding whether the waiver process
under this subsection should be continued
after December 31, 2003.

‘‘(b) ASSUMPTION OF FULL FINANCIAL
RISK.—To qualify for a waiver under sub-
section (a), the community health organiza-
tion shall assume full financial risk on a pro-
spective basis for the provision of covered
health care services, except that the organi-
zation—

‘‘(1) may obtain insurance or make other
arrangements for the cost of providing to
any enrolled member such services the ag-
gregate value of which exceeds such aggre-
gate level as the Secretary specifies from
time to time;

‘‘(2) may obtain insurance or make other
arrangements for the cost of such services
provided to its enrolled members other than
through the organization because medical
necessity required their provision before
they could be secured through the organiza-
tion;

‘‘(3) may obtain insurance or make other
arrangements for not more than 90 percent
of the amount by which its costs for any of
its fiscal years exceed 105 percent of its in-
come for such fiscal year; and

‘‘(4) may make arrangements with physi-
cians or other health care professionals,
health care institutions, or any combination
of such individuals or institutions to assume
all or part of the financial risk on a prospec-
tive basis for the provision of health services
by the physicians or other health profes-
sionals or through the institutions.

‘‘(c) CERTIFICATION OF PROVISION AGAINST
RISK OF INSOLVENCY FOR UNLICENSED CHOS.—

‘‘(1) IN GENERAL.—Each community health
organization that is not licensed by a State
and for which a waiver application has been
approved under subsection (a)(1), shall meet
standards established by the Secretary under
subsection (d) relating to the financial sol-
vency and capital adequacy of the organiza-
tion.

‘‘(2) CERTIFICATION PROCESS FOR SOLVENCY
STANDARDS FOR CHOS.—The Secretary shall
establish a process for the receipt and ap-
proval of applications of a community health
organization described in paragraph (1) for
certification (and periodic recertification) of
the organization as meeting such solvency
standards. Under such process, the Secretary
shall act upon such a certification applica-
tion not later than 60 days after the date the
application has been received.

‘‘(d) ESTABLISHMENT OF SOLVENCY STAND-
ARDS FOR COMMUNITY HEALTH ORGANIZA-
TIONS.—

‘‘(1) IN GENERAL.—The Secretary shall es-
tablish, on an expedited basis and by rule
pursuant to section 553 of title 5, United
States Code and through the Health Re-
sources and Services Administration, stand-
ards described in subsection (c)(1) (relating
to financial solvency and capital adequacy)
that entities must meet to obtain a waiver
under subsection (a)(2)(C). In establishing
such standards, the Secretary shall consult
with interested organizations, including the
National Association of Insurance Commis-
sioners, the Academy of Actuaries, and orga-
nizations representing Federally qualified
health centers.
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‘‘(2) FACTORS TO CONSIDER FOR SOLVENCY

STANDARDS.—In establishing solvency stand-
ards for community health organizations
under paragraph (1), the Secretary shall take
into account—

‘‘(A) the delivery system assets of such an
organization and ability of such an organiza-
tion to provide services to enrollees;

‘‘(B) alternative means of protecting
against insolvency, including reinsurance,
unrestricted surplus, letters of credit, guar-
antees, organizational insurance coverage,
partnerships with other licensed entities,
and valuation attributable to the ability of
such an organization to meet its service obli-
gations through direct delivery of care; and

‘‘(C) any standards developed by the Na-
tional Association of Insurance Commis-
sioners specifically for risk-based health
care delivery organizations.

‘‘(3) ENROLLEE PROTECTION AGAINST INSOL-
VENCY.—Such standards shall include provi-
sions to prevent enrollees from being held
liable to any person or entity for the organi-
zation’s debts in the event of the organiza-
tion’s insolvency.

‘‘(4) DEADLINE.—Such standards shall be
promulgated in a manner so they are first ef-
fective by not later than April 1, 1999.

‘‘(e) DEFINITIONS.—In this section:
‘‘(1) COMMUNITY HEALTH ORGANIZATION.—

The term ‘community health organization ’
means an organization that is a Federally-
qualified health center or is controlled by
one or more Federally-qualified health cen-
ters.

‘‘(2) FEDERALLY-QUALIFIED HEALTH CEN-
TER.—The term ‘Federally-qualified health
center’ has the meaning given such term in
section 1905(l)(2)(B) of the Social Security
Act.

‘‘(3) HEALTH INSURANCE COVERAGE.—The
term ‘health insurance coverage’ has the
meaning given such term in section
2791(b)(1).

‘‘(4) CONTROL.—The term ‘control’ means
the possession, whether direct or indirect, of
the power to direct or cause the direction of
the management and policies of the organi-
zation through membership, board represen-
tation, or an ownership interest equal to or
greater than 50.1 percent.’’.

TITLE III—AMENDMENTS TO THE
INTERNAL REVENUE CODE OF 1986

Subtitle A—Patient Protections
SEC. 3001. PATIENT ACCESS TO UNRESTRICTED

MEDICAL ADVICE, EMERGENCY
MEDICAL CARE, OBSTETRIC AND
GYNECOLOGICAL CARE, PEDIATRIC
CARE.

(a) IN GENERAL.—Subchapter B of chapter
100 of the Internal Revenue Code of 1986 (re-
lating to other requirements) is amended by
adding at the end the following new section:
‘‘SEC. 9813. PATIENT ACCESS TO UNRESTRICTED

MEDICAL ADVICE, EMERGENCY
MEDICAL CARE, OBSTETRIC AND
GYNECOLOGICAL CARE, PEDIATRIC
CARE.

‘‘(a) PATIENT ACCESS TO UNRESTRICTED
MEDICAL ADVICE.—

‘‘(1) IN GENERAL.—In the case of any health
care professional acting within the lawful
scope of practice in the course of carrying
out a contractual employment arrangement
or other direct contractual arrangement be-
tween such professional and a group health
plan, the plan with which such contractual
employment arrangement or other direct
contractual arrangement is maintained by
the professional may not impose on such pro-
fessional under such arrangement any prohi-
bition with respect to advice, provided to a
participant or beneficiary under the plan
who is a patient, about the health status of
the participant or beneficiary or the medical
care or treatment for the condition or dis-
ease of the participant or beneficiary, re-

gardless of whether benefits for such care or
treatment are provided under the plan.

‘‘(2) HEALTH CARE PROFESSIONAL DEFINED.—
For purposes of this subsection, the term
‘health care professional’ means a physician
(as defined in section 1861(r) of the Social Se-
curity Act) or other health care professional
if coverage for the professional’s services is
provided under the group health plan for the
services of the professional. Such term in-
cludes a podiatrist, optometrist, chiro-
practor, psychologist, dentist, physician as-
sistant, physical or occupational therapist
and therapy assistant, speech–language pa-
thologist, audiologist, registered or licensed
practical nurse (including nurse practi-
tioner, clinical nurse specialist, certified
registered nurse anesthetist, and certified
nurse–midwife), licensed certified social
worker, registered respiratory therapist, and
certified respiratory therapy technician.

‘‘(b) PATIENT ACCESS TO EMERGENCY MEDI-
CAL CARE.—

‘‘(1) IN GENERAL.—To the extent that the
group health plan provides for any benefits
consisting of emergency medical care (as de-
fined in section 503(b)(9)(I) of the Employee
Retirement Income Security Act of 1974), ex-
cept for items or services specifically ex-
cluded—

‘‘(A) the plan shall provide benefits, with-
out requiring preauthorization, for appro-
priate emergency medical screening exami-
nations (within the capability of the emer-
gency facility, including ancillary services
routinely available to the emergency facil-
ity) to the extent that a prudent layperson,
who possesses an average knowledge of
health and medicine, would determine such
examinations to be necessary in order to de-
termine whether emergency medical care (as
so defined) is required, and

‘‘(B) the plan shall provide benefits for ad-
ditional emergency medical services follow-
ing an emergency medical screening exam-
ination (if determined necessary under sub-
paragraph (A)) to the extent that a prudent
emergency medical professional would deter-
mine such additional emergency services to
be necessary to avoid the consequences de-
scribed in clause (i) of section 503(b)(9)(I) of
such Act.

‘‘(2) UNIFORM COST-SHARING REQUIRED.—
Nothing in this subsection shall be construed
as preventing a group health plan from im-
posing any form of cost-sharing applicable to
any participant or beneficiary (including co-
insurance, copayments, deductibles, and any
other charges) in relation to benefits de-
scribed in paragraph (1), if such form of cost-
sharing is uniformly applied under such plan,
with respect to similarly situated partici-
pants and beneficiaries, to all benefits con-
sisting of emergency medical care (as defined
in section 503(b)(9)(I) of the Employee Retire-
ment Income Security Act of 1974) provided
to such similarly situated participants and
beneficiaries under the plan.

‘‘(c) PATIENT ACCESS TO OBSTETRIC AND
GYNECOLOGICAL CARE.

‘‘(1) IN GENERAL.—In any case in which a
group health plan—

‘‘(A) provides benefits under the terms of
the plan consisting of—

‘‘(i) routine gynecological care (such as
preventive women’s health examinations), or

‘‘(ii) routine obstetric care (such as routine
pregnancy-related services),
provided by a participating physician who
specializes in such care (or provides benefits
consisting of payment for such care), and

‘‘(B) the plan requires or provides for des-
ignation by a participant or beneficiary of a
participating primary care provider,
if the primary care provider designated by
such a participant or beneficiary is not such
a physician, then the plan shall meet the re-
quirements of paragraph (2).

‘‘(2) REQUIREMENTS.—A group health plan
meets the requirements of this paragraph, in
connection with benefits described in para-
graph (1) consisting of care described in
clause (i) or (ii) of paragraph (1)(A) (or con-
sisting of payment therefor), if the plan—

‘‘(A) does not require authorization or a re-
ferral by the primary care provider in order
to obtain such benefits, and

‘‘(B) treats the ordering of other routine
care of the same type, by the participating
physician providing the care described in
clause (i) or (ii) of paragraph (1)(A), as the
authorization of the primary care provider
with respect to such care.

‘‘(3) CONSTRUCTION.—Nothing in paragraph
(2)(B) shall waive any requirements of cov-
erage relating to medical necessity or appro-
priateness with respect to coverage of gyne-
cological or obstetric care so ordered.

‘‘(d) PATIENT ACCESS TO PEDIATRIC CARE.—
‘‘(1) IN GENERAL.—In any case in which a

group health plan (or a health insurance
issuer offering health insurance coverage in
connection with the plan) provides benefits
consisting of routine pediatric care provided
by a participating physician who specializes
in pediatrics (or consisting of payment for
such care) and the plan requires or provides
for designation by a participant or bene-
ficiary of a participating primary care pro-
vider, the plan (or issuer) shall provide that
such a participating physician may be des-
ignated, if available, by a parent or guardian
of any beneficiary under the plan is who
under 18 years of age, as the primary care
provider with respect to any such benefits.

‘‘(2) CONSTRUCTION.—Nothing in paragraph
(1) shall waive any requirements of coverage
relating to medical necessity or appropriate-
ness with respect to coverage of pediatric
care.

‘‘(e) TREATMENT OF MULTIPLE COVERAGE
OPTIONS.—In the case of a plan providing
benefits under two or more coverage options,
the requirements of subsections (c) and (d)
shall apply separately with respect to each
coverage option.’’.

(b) CLERICAL AMENDMENT.—The table of
sections of such subchapter of such chapter
is amended by adding at the end the follow-
ing new item:

‘‘Sec. 9813. Patient access to unrestricted
medical advice, emergency
medical care, obstetric and
gynecological care, pediatric
care.’’

SEC. 3002. EFFECTIVE DATE AND RELATED
RULES.

(a) IN GENERAL.—The amendments made by
this subtitle shall apply with respect to plan
years beginning on or after January 1 of the
second calendar year following the date of
the enactment of this Act, except that the
Secretary of the Treasury may issue regula-
tions before such date under such amend-
ments. The Secretary shall first issue regula-
tions necessary to carry out the amendments
made by this section before the effective
date thereof.

(b) LIMITATION ON PENALTY FOR CERTAIN
FAILURES.—No penalty shall be imposed on
any failure to comply with any requirement
imposed by the amendments made by section
3101 to the extent such failure occurs before
the date of issuance of regulations issued in
connection with such requirement if the plan
has sought to comply in good faith with such
requirement.

(c) SPECIAL RULE FOR COLLECTIVE BARGAIN-
ING AGREEMENTS.—In the case of a group
health plan maintained pursuant to one or
more collective bargaining agreements be-
tween employee representatives and one or
more employers ratified before the date of
the enactment of this Act, the provisions of
subsections (b), (c), and (d) of section 9813 of
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the Internal Revenue Code of 1986 (as added
by this subtitle) shall not apply with respect
to plan years beginning before the later of—

(1) the date on which the last of the collec-
tive bargaining agreements relating to the
plan terminates (determined without regard
to any extension thereof agreed to after the
date of the enactment of this Act), or

(2) January 1, 2001.

For purposes of this subsection, any plan
amendment made pursuant to a collective
bargaining agreement relating to the plan
which amends the plan solely to conform to
any requirement added by this subtitle shall
not be treated as a termination of such col-
lective bargaining agreement.

Subtitle B—Patient Access to Information
SEC. 3101. PATIENT ACCESS TO INFORMATION

REGARDING PLAN COVERAGE, MAN-
AGED CARE PROCEDURES, HEALTH
CARE PROVIDERS, AND QUALITY OF
MEDICAL CARE.

(a) IN GENERAL.—Subchapter B of chapter
100 of the Internal Revenue Code of 1986 (re-
lating to other requirements) is amended by
adding at the end the following new section:
‘‘SEC. 9814. DISCLOSURE BY GROUP HEALTH

PLANS.
‘‘(a) DISCLOSURE REQUIREMENT.—The ad-

ministrator of each group health plan shall
take such actions as are necessary to ensure
that the summary plan description of the
plan required under section 102 of Employee
Retirement Income Security Act of 1974 (or
each summary plan description in any case
in which different summary plan descrip-
tions are appropriate under part 1 of subtitle
B of title I of such Act for different options
of coverage) contains the information re-
quired under subsections (b), (c), (d), and
(e)(2)(A). To the extent that any health in-
surance issuer offering health insurance cov-
erage in connection with such plan provides
such information on a timely basis to plan
participants and beneficiaries, the require-
ments of this subsection shall be deemed sat-
isfied in the case of such plan with respect to
such information.

‘‘(b) PLAN BENEFITS.—The information re-
quired under subsection (a) includes the fol-
lowing:

‘‘(1) COVERED ITEMS AND SERVICES.—
‘‘(A) CATEGORIZATION OF INCLUDED BENE-

FITS.—A description of covered benefits, cat-
egorized by—

‘‘(i) types of items and services (including
any special disease management program),
and

‘‘(ii) types of health care professionals pro-
viding such items and services.

‘‘(B) EMERGENCY MEDICAL CARE.—A descrip-
tion of the extent to which the plan covers
emergency medical care (including the ex-
tent to which the plan provides for access to
urgent care centers), and any definitions pro-
vided under the plan for the relevant plan
terminology referring to such care.

‘‘(C) PREVENTATIVE SERVICES.—A descrip-
tion of the extent to which the plan provides
benefits for preventative services.

‘‘(D) DRUG FORMULARIES.—A description of
the extent to which covered benefits are de-
termined by the use or application of a drug
formulary and a summary of the process for
determining what is included in such for-
mulary.

‘‘(E) COBRA CONTINUATION COVERAGE.—A
description of the requirements under sec-
tion 4980B.

‘‘(2) LIMITATIONS, EXCLUSIONS, AND RESTRIC-
TIONS ON COVERED BENEFITS.—

‘‘(A) CATEGORIZATION OF EXCLUDED BENE-
FITS.—A description of benefits specifically
excluded from coverage, categorized by types
of items and services.

‘‘(B) UTILIZATION REVIEW AND
PREAUTHORIZATION REQUIREMENTS.—Whether

coverage for medical care is limited or ex-
cluded on the basis of utilization review or
preauthorization requirements.

‘‘(C) LIFETIME, ANNUAL, OR OTHER PERIOD
LIMITATIONS.—A description of the cir-
cumstances under which, and the extent to
which, coverage is subject to lifetime, an-
nual, or other period limitations, categorized
by types of benefits.

‘‘(D) CUSTODIAL CARE.—A description of the
circumstances under which, and the extent
to which, the coverage of benefits for custo-
dial care is limited or excluded, and a state-
ment of the definition used by the plan for
custodial care.

‘‘(E) EXPERIMENTAL TREATMENTS.—Whether
coverage for any medical care is limited or
excluded because it constitutes experimental
treatment or technology, and any definitions
provided under the plan for the relevant plan
terminology referring to such limited or ex-
cluded care.

‘‘(F) MEDICAL APPROPRIATENESS OR NECES-
SITY.—Whether coverage for medical care
may be limited or excluded by reason of a
failure to meet the plan’s requirements for
medical appropriateness or necessity, and
any definitions provided under the plan for
the relevant plan terminology referring to
such limited or excluded care.

‘‘(G) SECOND OR SUBSEQUENT OPINIONS.—A
description of the circumstances under
which, and the extent to which, coverage for
second or subsequent opinions is limited or
excluded.

‘‘(H) SPECIALTY CARE.—A description of the
circumstances under which, and the extent
to which, coverage of benefits for specialty
care is conditioned on referral from a pri-
mary care provider.

‘‘(I) CONTINUITY OF CARE.—A description of
the circumstances under which, and the ex-
tent to which, coverage of items and services
provided by any health care professional is
limited or excluded by reason of the depar-
ture by the professional from any defined set
of providers.

‘‘(J) RESTRICTIONS ON COVERAGE OF EMER-
GENCY SERVICES.—A description of the cir-
cumstances under which, and the extent to
which, the plan, in covering emergency med-
ical care furnished to a participant or bene-
ficiary of the plan imposes any financial re-
sponsibility described in subsection (c) on
participants or beneficiaries or limits or con-
ditions benefits for such care subject to any
other term or condition of such plan.

‘‘(c) PARTICIPANT’S FINANCIAL RESPONSIBIL-
ITIES.—The information required under sub-
section (a) includes an explanation of—

‘‘(1) a participant’s financial responsibility
for payment of premiums, coinsurance, co-
payments, deductibles, and any other
charges, and

‘‘(2) the circumstances under which, and
the extent to which, the participant’s finan-
cial responsibility described in paragraph (1)
may vary, including any distinctions based
on whether a health care provider from
whom covered benefits are obtained is in-
cluded in a defined set of providers.

‘‘(d) DISPUTE RESOLUTION PROCEDURES.—
The information required under subsection
(a) includes a description of the processes
adopted by the plan pursuant to section
503(b) of Employee Retirement Income Secu-
rity Act of 1974, including—

‘‘(1) descriptions thereof relating specifi-
cally to—

‘‘(A) coverage decisions,
‘‘(B) internal review of coverage decisions,

and
‘‘(C) any external review of coverage deci-

sions, and
‘‘(2) the procedures and time frames appli-

cable to each step of the processes referred
to in subparagraphs (A), (B), and (C) of para-
graph (1).

‘‘(e) INFORMATION AVAILABLE ON REQUEST.—
‘‘(1) ACCESS TO PLAN BENEFIT INFORMATION

IN ELECTRONIC FORM.—
‘‘(A) IN GENERAL.—A group health plan

shall, upon written request (made not more
frequently than annually), make available to
participants and beneficiaries, in a generally
recognized electronic format, the following
information:

‘‘(i) the latest summary plan description,
including the latest summary of material
modifications; and

‘‘(ii) the actual plan provisions setting
forth the benefits available under the plan

to the extent such information relates to the
coverage options under the plan available to
the participant or beneficiary. A reasonable
charge may be made to cover the cost of pro-
viding such information in such generally
recognized electronic format. The Secretary
may by regulation prescribe a maximum
amount which will constitute a reasonable
charge under the preceding sentence.

‘‘(B) ALTERNATIVE ACCESS.—The require-
ments of this paragraph may be met by mak-
ing such information generally available
(rather than upon request) on the Internet or
on a proprietary computer network in a for-
mat which is readily accessible to partici-
pants and beneficiaries.

‘‘(2) ADDITIONAL INFORMATION TO BE PRO-
VIDED ON REQUEST.—

‘‘(A) INCLUSION IN SUMMARY PLAN DESCRIP-
TION OF SUMMARY OF ADDITIONAL INFORMA-
TION.—The information required under sub-
section (a) includes a summary description
of the types of information required by this
subsection to be made available to partici-
pants and beneficiaries on request.

‘‘(B) INFORMATION REQUIRED FROM PLANS ON

REQUEST.—In addition to information re-
quired to be included in summary plan de-
scriptions under this subsection, a group
health plan shall provide the following infor-
mation to a participant or beneficiary on re-
quest:

‘‘(i) NETWORK CHARACTERISTICS.—If the
plan (or a health insurance issuer offering
health insurance coverage in connection
with the plan) utilizes a defined set of pro-
viders under contract with the plan (or
issuer), a detailed list of the names of such
providers and their geographic location, set
forth separately with respect to primary
care providers and with respect to special-
ists.

‘‘(ii) CARE MANAGEMENT INFORMATION.—A
description of the circumstances under
which, and the extent to which, the plan has
special disease management programs or
programs for persons with disabilities, indi-
cating whether these programs are voluntary
or mandatory and whether a significant ben-
efit differential results from participation in
such programs.

‘‘(iii) INCLUSION OF DRUGS AND BIOLOGICALS

IN FORMULARIES.—A statement of whether a
specific drug or biological is included in a
formulary used to determine benefits under
the plan and a description of the procedures
for considering requests for any patient-spe-
cific waivers.

‘‘(iv) PROCEDURES FOR DETERMINING EXCLU-
SIONS BASED ON MEDICAL NECESSITY OR EXPER-
IMENTAL TREATMENTS.—Upon receipt by the
participant or beneficiary of any notification
of an adverse coverage decision based on a
determination relating to medical necessity
or an experimental treatment or technology,
a description of the procedures and medi-
cally-based criteria used in such decision.

‘‘(v) PREAUTHORIZATION AND UTILIZATION
REVIEW PROCEDURES.—Upon receipt by the
participant or beneficiary of any notification
of an adverse coverage decision, a descrip-
tion of the basis on which any
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preauthorization requirement or any utiliza-
tion review requirement has resulted in such
decision.

‘‘(vi) ACCREDITATION STATUS OF HEALTH IN-
SURANCE ISSUERS AND SERVICE PROVIDERS.—A
description of the accreditation and
licencing status (if any) of each health insur-
ance issuer offering health insurance cov-
erage in connection with the plan and of any
utilization review organization utilized by
the issuer or the plan, together with the
name and address of the accrediting or
licencing authority.

‘‘(vii) MEASURES OF ENROLLEE SATISFAC-
TION.—The latest information (if any) main-
tained by the plan, or by any health insur-
ance issuer offering health insurance cov-
erage in connection with the plan, relating
to enrollee satisfaction.

‘‘(viii) QUALITY PERFORMANCE MEASURES.—
The latest information (if any) maintained
by the plan, or by any health insurance
issuer offering health insurance coverage in
connection with the plan, relating to quality
of performance of the delivery of medical
care with respect to coverage options offered
under the plan and of health care profes-
sionals and facilities providing medical care
under the plan.

‘‘(C) INFORMATION REQUIRED FROM HEALTH
CARE PROFESSIONALS ON REQUEST.—Any
health care professional treating a partici-
pant or beneficiary under a group health
plan shall provide to the participant or bene-
ficiary, on request, a description of his or her
professional qualifications (including board
certification status, licensing status, and ac-
creditation status, if any), privileges, and ex-
perience and a general description by cat-
egory (including salary, fee-for-service, capi-
tation, and such other categories as may be
specified in regulations of the Secretary) of
the applicable method by which such profes-
sional is compensated in connection with the
provision of such medical care.

‘‘(D) INFORMATION REQUIRED FROM HEALTH
CARE FACILITIES ON REQUEST.—Any health
care facility from which a participant or
beneficiary has sought treatment under a
group health plan shall provide to the partic-
ipant or beneficiary, on request, a descrip-
tion of the facility’s corporate form or other
organizational form and all forms of licens-
ing and accreditation status (if any) assigned
to the facility by standard-setting organiza-
tions.

‘‘(f) ACCESS TO INFORMATION RELEVANT TO
THE COVERAGE OPTIONS UNDER WHICH THE
PARTICIPANT OR BENEFICIARY IS ELIGIBLE TO
ENROLL.—In addition to information other-
wise required to be made available under
this section, a group health plan shall, upon
written request (made not more frequently
than annually), make available to a partici-
pant in connection with a period of enroll-
ment the summary plan description for any
coverage option under the plan under which
the participant is eligible to enroll and any
information described in clauses (i), (ii), (iii),
(vi), (vii), and (viii) of subsection (e)(2)(B).

‘‘(g) ADVANCE NOTICE OF CHANGES IN DRUG
FORMULARIES.—Not later than 30 days before
the effective of date of any exclusion of a
specific drug or biological from any drug for-
mulary under the plan that is used in the
treatment of a chronic illness or disease, the
plan shall take such actions as are necessary
to reasonably ensure that plan participants
are informed of such exclusion. The require-
ments of this subsection may be satisfied—

‘‘(1) by inclusion of information in publica-
tions broadly distributed by plan sponsors,
employers, or employee organizations,

‘‘(2) by electronic means of communication
(including the Internet or proprietary com-
puter networks in a format which is readily
accessible to participants),

‘‘(3) by timely informing participants who,
under an ongoing program maintained under
the plan, have submitted their names for
such notification, or

‘‘(4) by any other reasonable means of
timely informing plan participants.’’.

(b) CLERICAL AMENDMENT.—The table of
sections of such subchapter of such chapter
is amended by adding at the end the follow-
ing new item:

‘‘Sec. 9814. Disclosure by group health
plans.’’

SEC. 3102. REPORTING ON FRAUD AND ABUSE EN-
FORCEMENT ACTIVITIES.

The General Accounting Office shall—
(1) monitor—
(A) the compliance of the Department of

Justice and all United States Attorneys–
with the guideline entitled ‘‘Guidance on the
Use of the False Claims Act in Civil Health
Care Matters’’ issued by the Department on
June 3, 1998, including any revisions to that
guideline, and

(B) the compliance of the Office of the In-
spector General of the Department of Health
and Human Services with the protocols and
guidelines entitled ‘‘National Project Proto-
cols—Best Practice Guidelines’’ issued by
the Inspector General on June 3, 1998, includ-
ing any revisions to such protocols and
guidelines, and

(2) submit a report on such compliance to
the Committee on the Judiciary and the
Committee on Ways and Means of the House
of Representatives and the Committee on the
Judiciary and the Committee on Finance of
the Senate not later than February 1, 1999,
and every year thereafter for a period of four
years ending February 1, 2002.
SEC. 3103. EFFECTIVE DATE.

(a) IN GENERAL.—The amendments made by
this subtitle shall apply with respect to plan
years beginning on or after January 1 of the
second calendar year following the date of
the enactment of this Act. The Secretary of
the Treasury or the Secretary’s delegate
shall first issue all regulations necessary to
carry out the amendments made by this sub-
title before such date.

(b) LIMITATION ON ENFORCEMENT ACTIONS.—
No enforcement action shall be taken, pursu-
ant to the amendments made by this sub-
title, against a group health plan with re-
spect to a violation of a requirement im-
posed by such amendments before the date of
issuance of final regulations issued in con-
nection with such requirement, if the plan
has sought to comply in good faith with such
requirement.

Subtitle C—Medical Savings Accounts
SEC. 3201. EXPANSION OF AVAILABILITY OF MED-

ICAL SAVINGS ACCOUNTS.
(a) REPEAL OF LIMITATIONS ON NUMBER OF

MEDICAL SAVINGS ACCOUNTS.—
(1) IN GENERAL.—Subsections (i) and (j) of

section 220 of the Internal Revenue Code of
1986 are hereby repealed.

(2) CONFORMING AMENDMENT.—Paragraph
(1) of section 220(c) of such Code is amended
by striking subparagraph (D).

(b) ALL EMPLOYERS MAY OFFER MEDICAL
SAVINGS ACCOUNTS.—

(1) IN GENERAL.—Subclause (I) of section
220(c)(1)(A)(iii) of such Code (defining eligible
individual) is amended by striking ‘‘and such
employer is a small employer’’.

(2) CONFORMING AMENDMENTS.—
(A) Paragraph (1) of section 220(c) of such

Code is amended by striking subparagraph
(C).

(B) Subsection (c) of section 220 of such
Code is amended by striking paragraph (4)
and by redesignating paragraph (5) as para-
graph (4).

(c) INCREASE IN AMOUNT OF DEDUCTION AL-
LOWED FOR CONTRIBUTIONS TO MEDICAL SAV-
INGS ACCOUNTS.—

(1) IN GENERAL.—Paragraph (2) of section
220(b) of such Code is amended to read as fol-
lows:

‘‘(2) MONTHLY LIMITATION.—The monthly
limitation for any month is the amount
equal to 1⁄12 of the annual deductible (as of
the first day of such month) of the tax-
payer’s coverage under the high deductible
health plan.’’

(2) CONFORMING AMENDMENT.—Clause (ii) of
section 220(d)(1)(A) of such Code is amended
by striking ‘‘75 percent of’’.

(d) BOTH EMPLOYERS AND EMPLOYEES MAY
CONTRIBUTE TO MEDICAL SAVINGS AC-
COUNTS.—Paragraph (5) of section 220(b) of
such Code is amended to read as follows:

‘‘(5) COORDINATION WITH EXCLUSION FOR EM-
PLOYER CONTRIBUTIONS.—The limitation
which would (but for this paragraph) apply
under this subsection to the taxpayer for any
taxable year shall be reduced (but not below
zero) by the amount which would (but for
section 106(b)) be includible in the taxpayer’s
gross income for such taxable year.’’

(e) REDUCTION OF PERMITTED DEDUCTIBLES
UNDER HIGH DEDUCTIBLE HEALTH PLANS.—

(1) IN GENERAL.—Subparagraph (A) of sec-
tion 220(c)(2) of such Code (defining high de-
ductible health plan) is amended—

(A) by striking ‘‘$1,500’’ and inserting
‘‘$1,000’’, and

(B) by striking ‘‘$3,000’’ and inserting
‘‘$2,000’’.

(2) CONFORMING AMENDMENT.—Subsection
(g) of section 220 of such Code is amended—

(A) by striking ‘‘1998’’ and inserting ‘‘1999’’,
and

(B) by striking ‘‘1997’’ and inserting ‘‘1998’’.
(f) MEDICAL SAVINGS ACCOUNTS MAY BE OF-

FERED UNDER CAFETERIA PLANS.—Subsection
(f) of section 125 of such Code is amended by
striking ‘‘106(b),’’.

(g) INDIVIDUALS RECEIVING IMMEDIATE FED-
ERAL ANNUITIES ELIGIBLE FOR MEDICAL SAV-
INGS ACCOUNTS.—Paragraph (1) of section
220(c) of such Code (defining eligible individ-
ual), as amended by subsections (a) and (b),
is amended by adding at the end the follow-
ing new subparagraph:

‘‘(C) SPECIAL RULES FOR INDIVIDUALS RE-
CEIVING IMMEDIATE FEDERAL ANNUITIES.—

‘‘(i) IN GENERAL.—Subparagraph (A)(iii)
and subsection (b)(4) shall not apply for any
month to an individual—

‘‘(I) who, as of the 1st day of such month,
is enrolled in a high deductible health plan
under chapter 89 of title 5, United States
Code, and

‘‘(II) who is entitled to receive for such
month any amount by reason of being an an-
nuitant (as defined in section 8901(3) of such
title 5).

‘‘(ii) SPECIAL RULE FOR SPOUSE OF ANNU-
ITANT.—In the case of the spouse of an indi-
vidual described in clause (i) who is not also
described in clause (i), subsection (b)(4) shall
not apply to such spouse if such individual
and spouse have family coverage under the
same plan described in clause (i)(I).’’

(h) EFFECTIVE DATE.—The amendments
made by this section shall apply to taxable
years ending after the date of the enactment
of this Act.
SEC. 3202. EXCEPTION FROM INSURANCE LIMITA-

TION IN CASE OF MEDICAL SAVINGS
ACCOUNTS.

(a) IN GENERAL.—Section 220(d)(2)(B) of the
Internal Revenue Code of 1986 is amended by
adding at the end the following new clause:

‘‘(iii) INSURANCE OFFERED BY COMMUNITY
HEALTH CENTERS.—

‘‘(I) IN GENERAL.—Subject to clauses (II)
and (III), clause (i) shall not apply to any ex-
pense for coverage under insurance offered
by a health center (as defined in section
330(a)(1) of the Public Health Service Act) if
the coverage consists solely of coverage for
required primary health benefits (as defined
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in section 330(b)(1)(A) of such Act) provided
on a capitated basis.

‘‘(II) INCOME LIMITATION.—Subclause (I)
shall only apply to expenses for coverage of
an individual who, in the taxable year in-
volved, has income that is less than 200 per-
cent of the income official poverty line (as
defined by the Office of Management and
Budget, and revised annually in accordance
with section 673(2) of the Omnibus Budget
Reconciliation Act of 1981) applicable to a
family of the size involved.

‘‘(III) LIMITATION ON NUMBER OF CON-
TRACTS.—For a taxable year ending in a cal-
endar year, subclause (I) shall apply only to
expenses for coverage for the first 15,000 indi-
viduals enrolled in insurance described in
such subclause in the year.’’.

(b) REPORTS ON ENROLLMENT.—Section
330(j)(3) of the Public Health Service Act (42
U.S.C. 254c(j)(3)) is amended—

(1) by striking ‘‘and’’ at the end of subpara-
graph (K),

(2) by striking the period at the end of sub-
paragraph (L) and inserting ‘‘; and’’, and

(3) by inserting after subparagraph (L) the
following new subparagraph:

‘‘(M) if the center offers insurance cov-
erage to an individual with a medical savings
account under subclause (I) of section
220(d)(2)(B)(iii), the center shall provide such
reports in such time and manner as may be
required by the Secretary and the Secretary
of the Treasury in order to carry out sub-
clause (III) of such section.’’.

TITLE IV—HEALTH CARE LAWSUIT
REFORM

Subtitle A—General Provisions
SEC. 4001. FEDERAL REFORM OF HEALTH CARE

LIABILITY ACTIONS.
(a) APPLICABILITY.—This title shall apply

with respect to any health care liability ac-
tion brought in any State or Federal court,
except that this title shall not apply to—

(1) an action for damages arising from a
vaccine-related injury or death to the extent
that title XXI of the Public Health Service
Act applies to the action, or

(2) an action under the Employee Retire-
ment Income Security Act of 1974 (29 U.S.C.
1001 et seq.).

(b) PREEMPTION.—This title shall preempt
any State law to the extent such law is in-
consistent with the limitations contained in
this title. This title shall not preempt any
State law that provides for defenses or places
limitations on a person’s liability in addition
to those contained in this title or otherwise
imposes greater restrictions than those pro-
vided in this title.

(c) EFFECT ON SOVEREIGN IMMUNITY AND
CHOICE OF LAW OR VENUE.—Nothing in sub-
section (b) shall be construed to—

(1) waive or affect any defense of sovereign
immunity asserted by any State under any
provision of law;

(2) waive or affect any defense of sovereign
immunity asserted by the United States;

(3) affect the applicability of any provision
of the Foreign Sovereign Immunities Act of
1976;

(4) preempt State choice-of-law rules with
respect to claims brought by a foreign nation
or a citizen of a foreign nation; or

(5) affect the right of any court to transfer
venue or to apply the law of a foreign nation
or to dismiss a claim of a foreign nation or
of a citizen of a foreign nation on the ground
of inconvenient forum.

(d) AMOUNT IN CONTROVERSY.—In an action
to which this title applies and which is
brought under section 1332 of title 28, United
States Code, the amount of non-economic
damages or punitive damages, and attorneys’
fees or costs, shall not be included in deter-
mining whether the matter in controversy
exceeds the sum or value of $50,000.

(e) FEDERAL COURT JURISDICTION NOT ES-
TABLISHED ON FEDERAL QUESTION GROUNDS.—
Nothing in this title shall be construed to es-
tablish any jurisdiction in the district courts
of the United States over health care liabil-
ity actions on the basis of section 1331 or 1337
of title 28, United States Code.
SEC. 4002. DEFINITIONS.

As used in this title:
(1) ACTUAL DAMAGES.—The term ‘‘actual

damages’’ means damages awarded to pay for
economic loss.

(2) ALTERNATIVE DISPUTE RESOLUTION SYS-
TEM; ADR.—The term ‘‘alternative dispute
resolution system’’ or ‘‘ADR’’ means a sys-
tem established under Federal or State law
that provides for the resolution of health
care liability claims in a manner other than
through health care liability actions.

(3) CLAIMANT.—The term ‘‘claimant’’
means any person who brings a health care
liability action and any person on whose be-
half such an action is brought. If such action
is brought through or on behalf of an estate,
the term includes the claimant’s decedent. If
such action is brought through or on behalf
of a minor or incompetent, the term includes
the claimant’s legal guardian.

(4) CLEAR AND CONVINCING EVIDENCE.—The
term ‘‘clear and convincing evidence’’ is that
measure or degree of proof that will produce
in the mind of the trier of fact a firm belief
or conviction as to the truth of the allega-
tions sought to be established. Such measure
or degree of proof is more than that required
under preponderance of the evidence but less
than that required for proof beyond a reason-
able doubt.

(5) COLLATERAL SOURCE PAYMENTS.—The
term ‘‘collateral source payments’’ means
any amount paid or reasonably likely to be
paid in the future to or on behalf of a claim-
ant, or any service, product, or other benefit
provided or reasonably likely to be provided
in the future to or on behalf of a claimant,
as a result of an injury or wrongful death,
pursuant to—

(A) any State or Federal health, sickness,
income-disability, accident or workers’ com-
pensation Act;

(B) any health, sickness, income-disability,
or accident insurance that provides health
benefits or income-disability coverage;

(C) any contract or agreement of any
group, organization, partnership, or corpora-
tion to provide, pay for, or reimburse the
cost of medical, hospital, dental, or income
disability benefits; and

(D) any other publicly or privately funded
program.

(6) DRUG.—The term ‘‘drug’’ has the mean-
ing given such term in section 201(g)(1) of the
Federal Food, Drug, and Cosmetic Act (21
U.S.C. 321(g)(1)).

(7) ECONOMIC LOSS.—The term ‘‘economic
loss’’ means any pecuniary loss resulting
from injury (including the loss of earnings or
other benefits related to employment, medi-
cal expense loss, replacement services loss,
loss due to death, burial costs, and loss of
business or employment opportunities), to
the extent recovery for such loss is allowed
under applicable State law.

(8) HARM.—The term ‘‘harm’’ means any le-
gally cognizable wrong or injury for which
punitive damages may be imposed.

(9) HEALTH BENEFIT PLAN.—The term
‘‘health benefit plan’’ means—

(A) a hospital or medical expense incurred
policy or certificate,

(B) a hospital or medical service plan con-
tract,

(C) a health maintenance subscriber con-
tract, or

(D) a Medicare+Choice plan (offered under
part C of title XVIII of the Social Security
Act),

that provides benefits with respect to health
care services.

(10) HEALTH CARE LIABILITY ACTION.—The
term ‘‘health care liability action’’ means a
civil action brought in a State or Federal
court against—

(A) a health care provider,
(B) an entity which is obligated to provide

or pay for health benefits under any health
benefit plan (including any person or entity
acting under a contract or arrangement to
provide or administer any health benefit), or

(C) the manufacturer, distributor, supplier,
marketer, promoter, or seller of a medical
product,
in which the claimant alleges a claim (in-
cluding third party claims, cross claims,
counter claims, or contribution claims)
based upon the provision of (or the failure to
provide or pay for) health care services or
the use of a medical product, regardless of
the theory of liability on which the claim is
based or the number of plaintiffs, defendants,
or causes of action.

(11) HEALTH CARE LIABILITY CLAIM.—The
term ‘‘health care liability claim’’ means a
claim in which the claimant alleges that in-
jury was caused by the provision of (or the
failure to provide) health care services.

(12) HEALTH CARE PROVIDER.—The term
‘‘health care provider’’ means any person
that is engaged in the delivery of health care
services in a State and that is required by
the laws or regulations of the State to be li-
censed or certified by the State to engage in
the delivery of such services in the State.

(13) HEALTH CARE SERVICE.—The term
‘‘health care service’’ means any service eli-
gible for payment under a health benefit
plan, including services related to the deliv-
ery or administration of such service.

(14) MEDICAL DEVICE.—The term ‘‘medical
device’’ has the meaning given such term in
section 201(h) of the Federal Food, Drug, and
Cosmetic Act (21 U.S.C. 321(h)).

(15) NON-ECONOMIC DAMAGES.—The term
‘‘non-economic damages’’ means damages
paid to an individual for pain and suffering,
inconvenience, emotional distress, mental
anguish, loss of consortium, injury to rep-
utation, humiliation, and other nonpecu-
niary losses.

(16) PERSON.—The term ‘‘person’’ means
any individual, corporation, company, asso-
ciation, firm, partnership, society, joint
stock company, or any other entity, includ-
ing any governmental entity.

(17) PRODUCT SELLER.—
(A) IN GENERAL.—Subject to subparagraph

(B), the term ‘‘product seller’’ means a per-
son who, in the course of a business con-
ducted for that purpose—

(i) sells, distributes, rents, leases, prepares,
blends, packages, labels, or is otherwise in-
volved in placing, a product in the stream of
commerce, or

(ii) installs, repairs, or maintains the
harm-causing aspect of a product.

(B) EXCLUSION.—Such term does not in-
clude—

(i) a seller or lessor of real property;
(ii) a provider of professional services in

any case in which the sale or use of a prod-
uct is incidental to the transaction and the
essence of the transaction is the furnishing
of judgment, skill, or services; or

(iii) any person who—
(I) acts in only a financial capacity with

respect to the sale of a product; or
(II) leases a product under a lease arrange-

ment in which the selection, possession,
maintenance, and operation of the product
are controlled by a person other than the les-
sor.

(18) PUNITIVE DAMAGES.—The term ‘‘puni-
tive damages’’ means damages awarded
against any person not to compensate for ac-
tual injury suffered, but to punish or deter
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such person or others from engaging in simi-
lar behavior in the future.

(19) STATE.—The term ‘‘State’’ means each
of the several States, the District of Colum-
bia, Puerto Rico, the Virgin Islands, Guam,
American Samoa, the Northern Mariana Is-
lands, and any other territory or possession
of the United States.
SEC. 4003. EFFECTIVE DATE.

This title will apply to—
(1) any health care liability action brought

in a Federal or State court, and
(2) any health care liability claim subject

to an alternative dispute resolution system,

that is initiated on or after the date of en-
actment of this title, except that any health
care liability claim or action arising from an
injury occurring before the date of enact-
ment of this title shall be governed by the
applicable statute of limitations provisions
in effect at the time the injury occurred.

Subtitle B—Uniform Standards for Health
Care Liability Actions

SEC. 4011. STATUTE OF LIMITATIONS.
A health care liability action may not be

brought after the expiration of the 2-year pe-
riod that begins on the date on which the al-
leged injury that is the subject of the action
was discovered or should reasonably have
been discovered, but in no case after the ex-
piration of the 5-year period that begins on
the date the alleged injury occurred.
SEC. 4012. CALCULATION AND PAYMENT OF DAM-

AGES.
(a) TREATMENT OF NON-ECONOMIC DAM-

AGES.—
(1) LIMITATION ON NON-ECONOMIC DAMAGES.—

The total amount of non-economic damages
that may be awarded to a claimant for losses
resulting from the injury which is the sub-
ject of a health care liability action may not
exceed $250,000, regardless of the number of
parties against whom the action is brought
or the number of actions brought with re-
spect to the injury. The limitation under
this paragraph shall not apply to an action
for damages based solely on intentional de-
nial of medical treatment necessary to pre-
serve a patient’s life that the patient is oth-
erwise qualified to receive, against the wish-
es of a patient, or if the patient is incom-
petent, against the wishes of the patient’s
guardian, on the basis of the patient’s
present or predicated age, disability, degree
of medical dependency, or quality of life.

(2) LIMIT.—If, after the date of the enact-
ment of this Act, a State enacts a law which
prescribes the amount of non-economic dam-
ages which may be awarded in a health care
liability action which is different from the
amount prescribed by section 4012(a)(1), the
State amount shall apply in lieu of the
amount prescribed by such section. If, after
the date of the enactment of this Act, a
State enacts a law which limits the amount
of recovery in a health care liability action
without delineating between economic and
non-economic damages, the State amount
shall apply in lieu of the amount prescribed
by such section.

(3) JOINT AND SEVERAL LIABILITY.—In any
health care liability action brought in State
or Federal court, a defendant shall be liable
only for the amount of non-economic dam-
ages attributable to such defendant in direct
proportion to such defendant’s share of fault
or responsibility for the claimant’s actual
damages, as determined by the trier of fact.
In all such cases, the liability of a defendant
for non-economic damages shall be several
and not joint and a separate judgment shall
be rendered against each defendant for the
amount allocated to such defendant.

(b) TREATMENT OF PUNITIVE DAMAGES.—
(1) GENERAL RULE.—Punitive damages may,

to the extent permitted by applicable State

law, be awarded in any health care liability
action for harm in any Federal or State
court against a defendant if the claimant es-
tablishes by clear and convincing evidence
that the harm suffered was the result of con-
duct—

(A) specifically intended to cause harm, or
(B) conduct manifesting a conscious, fla-

grant indifference to the rights or safety of
others.

(2) APPLICABILITY.—This subsection shall
apply to any health care liability action
brought in any Federal or State court on any
theory where punitive damages are sought.
This subsection does not create a cause of
action for punitive damages. This subsection
does not preempt or supersede any State or
Federal law to the extent that such law
would further limit the award of punitive
damages.

(3) BIFURCATION.—At the request of any
party, the trier of fact shall consider in a
separate proceeding whether punitive dam-
ages are to be awarded and the amount of
such award. If a separate proceeding is re-
quested, evidence relevant only to the claim
of punitive damages, as determined by appli-
cable State law, shall be inadmissible in any
proceeding to determine whether actual
damages are to be awarded.

(4) DRUGS AND DEVICES.—
(A) IN GENERAL.—
(i) PUNITIVE DAMAGES.—Punitive damages

shall not be awarded against a manufacturer
or product seller of a drug or medical device
which caused the claimant’s harm where—

(I) such drug or device was subject to pre-
market approval by the Food and Drug Ad-
ministration with respect to the safety of
the formulation or performance of the aspect
of such drug or device which caused the
claimant’s harm, or the adequacy of the
packaging or labeling of such drug or device
which caused the harm, and such drug, de-
vice, packaging, or labeling was approved by
the Food and Drug Administration; or

(II) the drug is generally recognized as safe
and effective pursuant to conditions estab-
lished by the Food and Drug Administration
and applicable regulations, including pack-
aging and labeling regulations.

(ii) APPLICATION.—Clause (i) shall not
apply in any case in which the defendant, be-
fore or after premarket approval of a drug or
device—

(I) intentionally and wrongfully withheld
from or misrepresented to the Food and Drug
Administration information concerning such
drug or device required to be submitted
under the Federal Food, Drug, and Cosmetic
Act (21 U.S.C. 301 et seq.) or section 351 of the
Public Health Service Act (42 U.S.C. 262) that
is material and relevant to the harm suffered
by the claimant, or

(II) made an illegal payment to an official
or employee of the Food and Drug Adminis-
tration for the purpose of securing or main-
taining approval of such drug or device.

(B) PACKAGING.—In a health care liability
action for harm which is alleged to relate to
the adequacy of the packaging or labeling of
a drug which is required to have tamper-re-
sistant packaging under regulations of the
Secretary of Health and Human Services (in-
cluding labeling regulations related to such
packaging), the manufacturer or product
seller of the drug shall not be held liable for
punitive damages unless such packaging or
labeling is found by the court by clear and
convincing evidence to be substantially out
of compliance with such regulations.

(c) PERIODIC PAYMENTS FOR FUTURE
LOSSES.—

(1) GENERAL RULE.—In any health care li-
ability action in which the damages awarded
for future economic and non-economic loss
exceeds $50,000, a person shall not be required
to pay such damages in a single, lump-sum

payment, but shall be permitted to make
such payments periodically based on when
the damages are likely to occur, as such pay-
ments are determined by the court.

(2) FINALITY OF JUDGMENT.—The judgment
of the court awarding periodic payments
under this subsection may not, in the ab-
sence of fraud, be reopened at any time to
contest, amend, or modify the schedule or
amount of the payments.

(3) LUMP-SUM SETTLEMENTS.—This sub-
section shall not be construed to preclude a
settlement providing for a single, lump-sum
payment.

(d) TREATMENT OF COLLATERAL SOURCE
PAYMENTS.—

(1) INTRODUCTION INTO EVIDENCE.—In any
health care liability action, any defendant
may introduce evidence of collateral source
payments. If any defendant elects to intro-
duce such evidence, the claimant may intro-
duce evidence of any amount paid or contrib-
uted or reasonably likely to be paid or con-
tributed in the future by or on behalf of the
claimant to secure the right to such collat-
eral source payments.

(2) NO SUBROGATION.—No provider of collat-
eral source payments shall recover any
amount against the claimant or receive any
lien or credit against the claimant’s recov-
ery or be equitably or legally subrogated to
the right of the claimant in a health care li-
ability action.

(3) APPLICATION TO SETTLEMENTS.—This
subsection shall apply to an action that is
settled as well as an action that is resolved
by a fact finder.

SEC. 4013. ALTERNATIVE DISPUTE RESOLUTION.

Any ADR used to resolve a health care li-
ability action or claim shall contain provi-
sions relating to statute of limitations, non-
economic damages, joint and several liabil-
ity, punitive damages, collateral source rule,
and periodic payments which are consistent
with the provisions relating to such matters
in this title.

TITLE V—CONFIDENTIALITY OF HEALTH
INFORMATION

SEC. 5001. CONFIDENTIALITY OF PROTECTED
HEALTH INFORMATION.

(a) IN GENERAL.—Title XI of the Social Se-
curity Act (42 U.S.C. 1301 et seq.) is amended
by adding at the end the following:

‘‘PART D—CONFIDENTIALITY OF PROTECTED
HEALTH INFORMATION

‘‘INSPECTION AND COPYING OF PROTECTED
HEALTH INFORMATION

‘‘SEC. 1181. (a) IN GENERAL.—Subject to the
succeeding provisions of this section, upon
the request of an individual who is the sub-
ject of protected health information, a per-
son who is a health care provider, health
plan, employer, health or life insurer, or edu-
cational institution shall make available to
the individual (or, in the discretion of the
person, to a health care provider designated
by the individual), for inspection and copy-
ing, protected health information concerning
the individual that the person maintains, in-
cluding records created under section 1182.

‘‘(b) ACCESS THROUGH ORIGINATING PRO-
VIDER.—Protected health information that is
created by an originating provider, and sub-
sequently received by another health care
provider or a health plan as part of treat-
ment or payment activities, shall be made
available for inspection and copying as pro-
vided in this section through the originating
provider, rather than the receiving health
care provider or health plan, unless the orig-
inating provider does not maintain the infor-
mation.

‘‘(c) INVESTIGATIONAL INFORMATION.—With
respect to protected health information that
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was created as part of the requesting individ-
ual’s participation in a clinical trial mon-
itored by an institutional review board es-
tablished to review health research with re-
spect to potential risks to human subjects
pursuant to Federal regulations adopted
under section 1802(b) of the Public Health
Service Act (42 U.S.C. 300v–1(b)) and the no-
tice (informally referred to as the ‘Common
Rule’) promulgated in the Federal Register
at 56 Fed. Reg. 28003), a request under sub-
section (a) shall be granted only to the ex-
tent and in a manner consistent with such
regulations.

‘‘(d) OTHER EXCEPTIONS.—Unless ordered by
a court of competent jurisdiction, a person
to whom a request under subsection (a) is
made is not required to grant the request,
if—

‘‘(1) the person determines that the disclo-
sure of the information could reasonably be
expected to endanger the life or physical
safety of, or cause substantial harm to, any
individual; or

‘‘(2) the information is compiled prin-
cipally—

‘‘(A) in anticipation of a civil, criminal, or
administrative action or proceeding; or

‘‘(B) for use in such action or proceeding.
‘‘(e) DENIAL OF REQUEST FOR INSPECTION OR

COPYING.—If a person to whom a request
under subsection (a) is made denies a request
for inspection or copying pursuant to this
section, the person shall inform the individ-
ual making the request, in writing, of—

‘‘(1) the reasons for the denial of the re-
quest;

‘‘(2) the availability of procedures for fur-
ther review of the denial; and

‘‘(3) the individual’s right to file with the
person a concise statement setting forth the
request.

‘‘(f) STATEMENT REGARDING REQUEST.—If an
individual has filed with a person a state-
ment under subsection (e)(3) with respect to
protected health information, the person, in
any subsequent disclosure of the informa-
tion—

‘‘(1) shall include a notation concerning
the individual’s statement; and

‘‘(2) may include a concise statement of
the reasons for denying the request for in-
spection or copying.

‘‘(g) PROCEDURES.—A person providing ac-
cess to protected health information for in-
spection or copying under this section may
set forth appropriate procedures to be fol-
lowed for such inspection or copying and
may require an individual to pay reasonable
costs associated with such inspection or
copying.

‘‘(h) INSPECTION AND COPYING OF SEG-
REGABLE PORTION.—A person to whom a re-
quest under subsection (a) is made shall per-
mit the inspection and copying of any rea-
sonably segregable portion of a record after
deletion of any portion that the person is not
required to disclose under this section.

‘‘(i) DEADLINE.—A person described in sub-
section (a) shall comply with or deny, in ac-
cordance with this section, a request for in-
spection or copying of protected health in-
formation under this section not later than
30 days after the date on which the person re-
ceives the request.

‘‘(j) RULES GOVERNING AGENTS.—An agent
of a person described in subsection (a) shall
not be required to provide for the inspection
and copying of protected health information,
except where—

‘‘(1) the protected health information is re-
tained by the agent; and

‘‘(2) the agent has been asked by the person
to fulfill the requirements of this section.

‘‘SUPPLEMENTATION OF PROTECTED HEALTH
INFORMATION

‘‘SEC. 1182. (a) IN GENERAL.—Subject to
subsection (b), not later than 45 days after

the date on which a person who is a health
care provider, health plan, employer, health
or life insurer, or educational institution re-
ceives, from an individual who is a subject of
protected health information that is main-
tained by the person, a request in writing to
amend the information by adding a concise
written supplement to it, the person—

‘‘(1) shall make the amendment requested;
‘‘(2) shall inform the individual of the

amendment that has been made; and
‘‘(3) shall make reasonable efforts to in-

form any person who is identified by the in-
dividual, who is not an officer, employer, or
agent of the person receiving the request,
and to whom the unamended portion of the
information was disclosed during the preced-
ing year, by sending a notice to the person’s
last known address that an amendment, con-
sisting of the addition of a supplement, has
been made to the protected health informa-
tion of the individual.

‘‘(b) REFUSAL TO AMEND.—If a person de-
scribed in subsection (a) refuses to make an
amendment requested by an individual under
such subsection, the person shall inform the
individual, in writing, of—

‘‘(1) the reasons for the refusal to make the
amendment;

‘‘(2) any procedures for further review of
the refusal; and

‘‘(3) the individual’s right to file with the
person a concise statement setting forth the
requested amendment and the individual’s
reasons for disagreeing with the refusal.

‘‘(c) STATEMENT OF DISAGREEMENT.—If an
individual has filed a statement of disagree-
ment with a person under subsection (b)(3),
the person, in any subsequent disclosure of
the disputed portion of the information—

‘‘(1) shall include a notation that such in-
dividual has filed a statement of disagree-
ment; and

‘‘(2) may include a concise statement of
the reasons for not making the requested
amendment.

‘‘(d) RULES GOVERNING AGENTS.—The agent
of a person described in subsection (a) shall
not be required to make amendments to indi-
vidually identifiable health information, ex-
cept where—

‘‘(1) the information is retained by the
agent; and

‘‘(2) the agent has been asked by such per-
son to fulfill the requirements of this sec-
tion.

‘‘(e) DUPLICATIVE REQUESTS FOR AMEND-
MENTS.—If a person described in subsection
(a) receives a duplicative request for an
amendment of information as provided for in
such subsection and a statement of disagree-
ment with respect to the request has been
filed pursuant to subsection (c), the person
shall inform the individual of such filing and
shall not be required to carry out the proce-
dures under this section.

‘‘(f) RULE OF CONSTRUCTION.—This section
shall not be construed—

‘‘(1) to permit an individual to modify
statements in his or her record that docu-
ment the factual observations of another in-
dividual or state the results of diagnostic
tests; or

‘‘(2) to permit an individual to amend his
or her record as to the type, duration, or
quality of treatment the individual believes
he or she should have been provided.

‘‘NOTICE OF CONFIDENTIALITY PRACTICES

‘‘SEC. 1183. (a) PREPARATION OF WRITTEN
NOTICE.—A person who is a health care pro-
vider, health plan, health oversight agency,
public health authority, employer, health or
life insurer, health researcher, or edu-
cational institution shall post or provide, in
writing and in a clear and conspicuous man-
ner, notice of the person’s protected health
information confidentiality practices. The
notice shall include—

‘‘(1) a description of an individual’s rights
with respect to protected health informa-
tion;

‘‘(2) the intended uses and disclosures of
protected health information;

‘‘(3) the procedures established by the per-
son for the exercise of an individual’s rights
with respect to protected health informa-
tion; and

‘‘(4) the procedures established by the per-
son for obtaining copies of the notice.

‘‘(b) MODEL NOTICE.—The Secretary, after
notice and opportunity for public comment,
and based on the advice of the National Com-
mittee on Vital and Health Statistics estab-
lished under section 306(k) of the Public
Health Service Act (42 U.S.C. 242k(k)), shall
develop and disseminate, not later than 6
months after the date of the enactment of
the Patient Protection Act of 1998, model no-
tices of confidentiality practices, for use
under this section. Use of a model notice de-
veloped by the Secretary shall serve as a
complete defense in any civil action to an al-
legation that a violation of this section has
occurred.

‘‘ESTABLISHMENT OF SAFEGUARDS

‘‘SEC. 1184. (a) IN GENERAL.—A person who
is a health care provider, health plan, health
oversight agency, public health authority,
employer, health or life insurer, health re-
searcher, or educational institution shall es-
tablish, maintain, and enforce reasonable
and appropriate administrative, technical,
and physical safeguards to protect the con-
fidentiality, security, accuracy, and integ-
rity of protected health information created,
received, obtained, maintained, used, trans-
mitted, or disposed of by the person.

‘‘(b) FACTORS TO BE CONSIDERED.—A person
subject to subsection (a) shall consider the
following factors in establishing safeguards
under such subsection:

‘‘(1) The need for protected health informa-
tion.

‘‘(2) The categories of personnel who will
have access to protected health information.

‘‘(3) The feasibility of limiting access to in-
dividual identifiers.

‘‘(4) The appropriateness of the policy or
procedure to the person, and to the medium
in which protected health information is
stored and transmitted.

‘‘(5) The value of audit trails in computer-
ized records.

‘‘(c) RELATIONSHIP TO PART C REQUIRE-
MENT.—Any safeguard established under this
section shall be consistent with the require-
ment in section 1173(d)(2).

‘‘(d) CONVERSION TO NONIDENTIFIABLE
HEALTH INFORMATION.—A person subject to
subsection (a) shall, to the extent prac-
ticable and consistent with the purpose for
which protected health information is main-
tained, convert such information into non-
identifiable health information.
‘‘AVAILABILITY OF PROTECTED HEALTH INFOR-

MATION FOR PURPOSES OF HEALTH CARE OP-
ERATIONS

‘‘SEC. 1185. DISCLOSURE.—Any person who
maintains protected health information may
disclose the information to a health care
provider or a health plan for the purpose of
permitting the provider or plan to conduct
health care operations.

‘‘(b) USE.—A health care provider or a
health plan that maintains protected health
information may use it for the purposes de-
scribed in subsection (a).

‘‘RELATIONSHIP TO OTHER LAWS

‘‘SEC. 1186. (a) STATE LAW.—
‘‘(1) IN GENERAL.—Except as provided in

paragraphs (2) and (3), the provisions of this
part shall preempt a provision of State law
to the extent that such provision—

‘‘(A) otherwise would be preempted as in-
consistent with this part under article VI of
the Constitution of the United States;
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‘‘(B) relates to authorization for the use or

disclosure of—
‘‘(i) protected health information for

health care operations; or
‘‘(ii) nonidentifiable health information; or
‘‘(C) relates to any of the following:
‘‘(i) Inspection or copying of protected

health information by a person who is a sub-
ject of the information.

‘‘(ii) Amendment of protected health infor-
mation by a person who is a subject of the
information.

‘‘(iii) Notice of confidentiality practices
with respect to protected health informa-
tion.

‘‘(iv) Establishment of safeguards for pro-
tected health information.

‘‘(2) EXCEPTIONS.—Nothing in this part
shall be construed to preempt or modify a
provision of State law to the extent that
such provision relates to protected health in-
formation and—

‘‘(A) the confidentiality of the records
maintained by a licensed mental health pro-
fessional;

‘‘(B) the provision of health care to a
minor, or the disclosure of information
about a minor to a parent or guardian of the
minor;

‘‘(C) condition-specific limitations on dis-
closure;

‘‘(D) the use or disclosure of information
for use in legally authorized—

‘‘(i) disease or injury reporting;
‘‘(ii) public health surveillance, investiga-

tion, or intervention;
‘‘(iii) vital statistics reporting, such as re-

porting of birth or death information;
‘‘(iv) reporting of abuse or neglect informa-

tion;
‘‘(v) reporting of information concerning a

communicable disease status; or
‘‘(vi) reporting concerning the safety or ef-

fectiveness of a biological product regulated
under section 351 of the Public Health Serv-
ice Act (42 U.S.C. 262) or a drug or device reg-
ulated under the Federal Food, Drug, and
Cosmetic Act (21 U.S.C. 301 et seq.);

‘‘(E) the disclosure to a person by a health
care provider of information about an indi-
vidual, in any case in which the provider has
determined—

‘‘(i) in the provider’s reasonable medical
judgment, that the individual is uncon-
scious, incompetent, or otherwise incapable
of deciding whether to authorize disclosure
of the protected health information; and

‘‘(ii) in the provider’s reasonable judgment,
that the person is a spouse, relative, guard-
ian, or close friend of the individual’s; or

‘‘(F) the use of information by, or the dis-
closure of information to, a person holding a
valid and applicable power of attorney that
includes the authority to make health care
decisions on behalf of an individual who is a
subject of the information.

‘‘(3) PRIVILEGES.—Nothing in this part
shall be construed to preempt or modify a
provision of State law to the extent that
such provision relates to a privilege of a wit-
ness or other person in a court of that State.

‘‘(b) FEDERAL LAW.—Nothing in this part
shall be construed to preempt, modify, or re-
peal a provision of any other Federal law re-
lating to protected health information or re-
lating to an individual’s access to protected
health information or health care services.
Nothing in this part shall be construed to
preempt, modify, or repeal a provision of
Federal law to the extent that such provi-
sion relates to a privilege of a witness or
other person in a court of the United States.

‘‘CIVIL PENALTIES

‘‘SEC. 1187. (a) VIOLATION.—A person who
the Secretary determines has substantially
and materially failed to comply with this
part shall be subject, in addition to any

other penalties that may be prescribed by
law—

‘‘(1) in a case in which the violation relates
to section 1181 or 1182, to a civil penalty of
not more than $500 for each such violation
but not to exceed $5,000 in the aggregate for
all violations of an identical requirement or
prohibition during a calendar year;

‘‘(2) in the case in which the violation re-
lates to section 1183 or 1184, to a civil pen-
alty of not more than $10,000 for each such
violation, but not to exceed $50,000 in the ag-
gregate for all violations of an identical re-
quirement or prohibition during a calendar
year; or

‘‘(3) in a case in which the Secretary finds
that such violations have occurred with such
frequency as to constitute a general business
practice, to a civil penalty of not more than
$100,000.

‘‘(b) PROCEDURES FOR IMPOSITION OF PEN-
ALTIES.—Section 1128A, other than sub-
sections (a) and (b) and the second sentence
of subsection (f) of that section, shall apply
to the imposition of a civil or monetary pen-
alty under this section in the same manner
as such provisions apply with respect to the
imposition of a penalty under section 1128A.

‘‘DEFINITIONS

‘‘SEC. 1188. As used in this part:
‘‘(1) AGENT.—The term ‘agent’ means a per-

son, including a contractor, who represents
and acts for another under the contract or
relation of agency, or whose function is to
bring about, modify, affect, accept perform-
ance of, or terminate contractual obligations
between the principal and a third person.

‘‘(2) CONDITION-SPECIFIC LIMITATIONS ON DIS-
CLOSURE.—The term ‘condition-specific limi-
tations on disclosure’ means State laws that
prohibit the disclosure of protected health
information relating to a health condition or
disease that has been identified by the Sec-
retary as posing a public health threat.

‘‘(3) DISCLOSE.—The term ‘disclose’ means
to release, transfer, provide access to, or oth-
erwise divulge protected health information
to any person other than an individual who
is the subject of such information.

‘‘(4) EDUCATIONAL INSTITUTION.—The term
‘educational institution’ means an institu-
tion or place accredited or licensed for pur-
poses of providing for instruction or edu-
cation, including an elementary school, sec-
ondary school, or institution of higher learn-
ing, a college, or an assemblage of colleges
united under one corporate organization or
government.

‘‘(5) EMPLOYER.—The term ‘employer’ has
the meaning given such term under section
3(5) of the Employee Retirement Income Se-
curity Act of 1974 (29 U.S.C. 1002(5)), except
that such term shall include only employers
of two or more employees.

‘‘(6) HEALTH CARE.—The term ‘health care’
means—

‘‘(A) preventive, diagnostic, therapeutic,
rehabilitative, maintenance, or palliative
care, including appropriate assistance with
disease or symptom management and main-
tenance, counseling, service, or procedure—

‘‘(i) with respect to the physical or mental
condition of an individual; or

‘‘(ii) affecting the structure or function of
the human body or any part of the human
body, including the banking of blood, sperm,
organs, or any other tissue; or

‘‘(B) any sale or dispensing, pursuant to a
prescription or medical order, of a drug, de-
vice, equipment, or other health care-related
item to an individual, or for the use of an in-
dividual.

‘‘(7) HEALTH CARE OPERATIONS.—The term
‘health care operations’ means services, pro-
vided directly by or on behalf of a health
plan or health care provider or by its agent,
for any of the following purposes:

‘‘(A) Coordinating health care, including
health care management of the individual
through risk assessment, case management,
and disease management.

‘‘(B) Conducting quality assessment and
improvement activities, including outcomes
evaluation, clinical guideline development
and improvement, and health promotion.

‘‘(C) Carrying out utilization review activi-
ties, including precertification and
preauthorization of services, and health plan
rating activities, including underwriting and
experience rating.

‘‘(D) Conducting or arranging for auditing
services.

‘‘(8) HEALTH CARE PROVIDER.—The term
‘health care provider’ means a person, who
with respect to a specific item of protected
health information, receives, creates, uses,
maintains, or discloses the information
while acting in whole or in part in the capac-
ity of—

‘‘(A) a person who is licensed, certified,
registered, or otherwise authorized by Fed-
eral or State law to provide an item or serv-
ice that constitutes health care in the ordi-
nary course of business, or practice of a pro-
fession;

‘‘(B) a Federal, State, or employer-spon-
sored or any other privately-sponsored pro-
gram that directly provides items or services
that constitute health care to beneficiaries;
or

‘‘(C) an officer or employee of a person de-
scribed in subparagraph (A) or (B).

‘‘(9) HEALTH OR LIFE INSURER.—The term
‘health or life insurer’ means a health insur-
ance issuer, as defined in section 9832(b)(2) of
the Internal Revenue Code of 1986, or a life
insurance company, as defined in section 816
of such Code.

‘‘(10) HEALTH PLAN.—The term ‘health plan’
means any health insurance plan, including
any hospital or medical service plan, dental
or other health service plan, health mainte-
nance organization plan, plan offered by a
provider-sponsored organization (as defined
in section 1855(d)), or other program provid-
ing or arranging for the provision of health
benefits.

‘‘(11) HEALTH RESEARCHER.—The term
‘health researcher’ means a person (or an of-
ficer, employee, or agent of a person) who is
engaged in systematic investigation, includ-
ing research development, testing, data anal-
ysis, and evaluation, designed to develop or
contribute to generalizable knowledge relat-
ing to basic biomedical processes, health,
health care, health care delivery, or health
care cost.

‘‘(12) NONIDENTIFIABLE HEALTH INFORMA-
TION.—The term ‘nonidentifiable health in-
formation’ means protected health informa-
tion from which personal identifiers that re-
veal the identity of the individual who is the
subject of such information or provide a di-
rect means of identifying the individual
(such as name, address, and social security
number) have been removed, encrypted, or
replaced with a code, such that the identity
of the individual is not evident without (in
the case of encrypted or coded information)
use of a key.

‘‘(13) ORIGINATING PROVIDER.—The term
‘originating provider’, when used with re-
spect to protected health information, means
the health care provider who takes an action
that initiates the treatment episode to
which that information relates, such as pre-
scribing a drug, ordering a diagnostic test, or
admitting an individual to a health care fa-
cility. A hospital or nursing facility is the
originating provider with respect to pro-
tected health information created or re-
ceived as part of inpatient or outpatient
treatment provided in the hospital or facil-
ity.
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‘‘(14) PAYMENT ACTIVITIES.—The term ‘pay-

ment activities’ means—
‘‘(A) activities undertaken—
‘‘(i) by, or on behalf of, a health plan to de-

termine its responsibility for coverage under
the plan; or

‘‘(ii) by a health care provider to obtain
payment for items or services provided to an
individual, provided under a health plan, or
provided based on a determination by the
health plan of responsibility for coverage
under the plan; and

‘‘(B) includes the following activities,
when performed in a manner consistent with
subparagraph (A):

‘‘(i) Billing, claims management, medical
data processing, other administrative serv-
ices, and actual payment.

‘‘(ii) Determinations of coverage or adju-
dication of health benefit or subrogation
claims.

‘‘(iii) Review of health care services with
respect to coverage under a health plan or
justification of charges.

‘‘(15) PERSON.—The term ‘person’ means—
‘‘(A) a natural person;
‘‘(B) a government or governmental sub-

division, agency, or authority;
‘‘(C) a company, corporation, estate, firm,

trust, partnership, association, joint ven-
ture, society, or joint stock company; or

‘‘(D) any other legal entity.
‘‘(16) PROTECTED HEALTH INFORMATION.—

The term ‘protected health information’,
when used with respect to an individual who
is a subject of information means any infor-
mation (including genetic information) that
identifies the individual, whether oral or re-
corded in any form or medium, and that—

‘‘(A) is created or received by a health care
provider, health plan, health oversight agen-
cy, public health authority, employer, health
or life insurer, or educational institution;

‘‘(B) relates to the past, present, or future
physical or mental health or condition of an
individual (including individual cells and
their components);

‘‘(C) is derived from—
‘‘(i) the provision of health care to an indi-

vidual; or
‘‘(ii) payment for the provision of health

care to an individual; and
‘‘(D) is not nonidentifiable health informa-

tion.
‘‘(17) STATE.—The term ‘State’ includes the

District of Columbia, Puerto Rico, the Vir-
gin Islands, Guam, American Samoa, and the
Northern Mariana Islands.

‘‘(18) TREATMENT.—The term ‘treatment’
means the provision of health care by a
health care provider.

‘‘(19) WRITING.—The term ‘writing’ means
writing either in a paper-based, computer-
based, or electronic form, including elec-
tronic signatures.’’.

(b) ENFORCEMENT OF PROVISIONS THROUGH
CONDITIONS ON PARTICIPATION.—

(1) PARTICIPATING PHYSICIANS AND SUPPLI-
ERS.—Section 1842(h) of the Social Security
Act (42 U.S.C. 1395u(h)) is amended by adding
at the end the following:

‘‘(9) The Secretary may refuse to enter
into an agreement with a physician or sup-
plier under this subsection, or may termi-
nate or refuse to renew such agreement, in
the event that such physician or supplier has
been found to have violated a provision of
part D of title XI.’’.

(2) MEDICARE+CHOICE ORGANIZATIONS.—Sec-
tion 1852(h) of the Social Security Act (42
U.S.C. 1395w–22(h)) is amended—

(A) in the matter preceding paragraph (1),
by striking ‘‘procedures—’’ and inserting
‘‘procedures, consistent with sections 1181
through 1185—’’; and

(B) in paragraph (1), by striking ‘‘privacy
of any individually identifiable enrollee in-
formation;’’ and inserting ‘‘confidentiality of

protected health information concerning en-
rollees;’’.

(3) MEDICARE PROVIDERS.—Section
1866(a)(1) of the Social Security Act (42
U.S.C. 1395cc(a)(1)) is amended—

(A) by inserting a semicolon at the end of
subparagraph (R);

(B) by striking the period at the end of
subparagraph (S) and inserting ‘‘; and’’; and

(C) by inserting immediately after sub-
paragraph (S) the following new subpara-
graph:

‘‘(T) to comply with sections 1181 through
1184.’’.

(4) HEALTH MAINTENANCE ORGANIZATIONS
WITH RISK-SHARING CONTRACTS.—Section
1876(k)(4) of the Social Security Act (42
U.S.C. 1395mm(k)(4)) of the Social Security
Act is amended by adding at the end the fol-
lowing:

‘‘(E) The confidentiality and accuracy pro-
cedure requirements under section 1852(h).’’.

(c) CONFORMING AMENDMENTS.—
(1) TITLE HEADING.—Title XI of the Social

Security Act (42 U.S.C. 1301 et seq.) is
amended by striking the title heading and
inserting the following:
‘‘TITLE XI—GENERAL PROVISIONS, PEER

REVIEW, ADMINISTRATIVE SIM-
PLIFICATION, AND CONFIDENTIALITY
OF PROTECTED HEALTH INFORMA-
TION’’.

(2) NATIONAL COMMITTEE ON VITAL AND
HEALTH STATISTICS.—Section 306(k)(5) of the
Public Health Service Act (42 U.S.C.
242(k)(5)) is amended—

(A) in subparagraphs (A)(viii) and (D), by
striking ‘‘part C’’ and inserting ‘‘parts C and
D’’;

(B) in subparagraph (C), by striking ‘‘and’’
at the end;

(C) in subparagraph (D), by striking the pe-
riod at the end and inserting ‘‘; and’’; and

(D) by adding at the end the following:
‘‘(E) shall study the issues relating to sec-

tion 1184 of the Social Security Act (as added
by the Patient Protection Act of 1998), and,
not later than 1 year after the date of the en-
actment of the Patient Protection Act of
1998, shall report to the Congress on such
section.’’.

(d) EFFECTIVE DATE.—The amendments
made by this section shall take effect on the
date that is 1 year after the date of the en-
actment of this Act, except that subsection
(c)(2), and section 1183(b) of the Social Secu-
rity Act (as added by subsection (a)), shall
take effect on the date of the enactment of
this Act.
SEC. 5002. STUDY AND REPORT ON EFFECT OF

STATE LAW ON HEALTH-RELATED
RESEARCH.

Not later than one year after the date of
the enactment of this Act, the Comptroller
General of the United States shall prepare
and submit to the Congress a report contain-
ing the results of a study on the effect of
State laws on health-related research subject
to review by an institutional review board or
institutional review committee with respect
to the protection of human subjects.
SEC. 5003. STUDY AND REPORT ON STATE LAW

ON PROTECTED HEALTH INFORMA-
TION.

(a) IN GENERAL.—Not later than 9 months
after the date of the enactment of this Act,
the Comptroller General of the United States
shall prepare and submit to the Congress a
report containing the results of a study—

(1) compiling State laws on the confiden-
tiality of protected health information (as
defined in section 1188 of the Social Security
Act, as added by section 5001 of this Act); and

(2) analyzing the effect of such laws on the
provision of health care and securing pay-
ment for such care.

(b) MODIFICATION OF DEADLINE.—Section
264(c)(1) of the Health Insurance Portability

and Accountability Act of 1996 (Public Law
104–191; 110 Stat. 2033) is amended by striking
‘‘36 months after the date of the enactment
of this Act,’’ and inserting ‘‘6 months after
the date on which the Comptroller General
of the United States submits to the Congress
a report under section 5003(a) of the Patient
Protection Act of 1998,’’.

SEC. 5004. PROTECTION FOR CERTAIN INFORMA-
TION DEVELOPED TO REDUCE MOR-
TALITY OR MORBIDITY OR FOR IM-
PROVING PATIENT CARE AND SAFE-
TY.

(a) PROTECTION OF CERTAIN INFORMATION.—
Notwithstanding any other provision of Fed-
eral or State law, health care response infor-
mation shall be exempt from any disclosure
requirement (regardless of whether the re-
quirement relates to subpoenas, discovery,
introduction of evidence, testimony, or any
other form of disclosure), in connection with
a civil or administrative proceeding under
Federal or State law, to the same extent as
information developed by a health care pro-
vider with respect to any of the following:

(1) Peer review.
(2) Utilization review.
(3) Quality management or improvement.
(4) Quality control.
(5) Risk management.
(6) Internal review for purposes of reducing

mortality, morbidity, or for improving pa-
tient care or safety.

(b) NO WAIVER OF PROTECTION THROUGH
INTERACTION WITH ACCREDITING BODY.—Not-
withstanding any other provision of Federal
or State law, the protection of health care
response information from disclosure pro-
vided under subsection (a) shall not be
deemed to be modified or in any way waived
by—

(1) the development of such information in
connection with a request or requirement of
an accrediting body; or

(2) the transfer of such information to an
accrediting body.

(c) DEFINITIONS.—For purposes of this sec-
tion:

(1) The term ‘‘accrediting body’’ means a
national, not-for-profit organization that—

(A) accredits health care providers; and
(B) is recognized as an accrediting body by

statute or by a Federal or State agency that
regulates health care providers.

(2) The term ‘‘health care provider’’ has
the meaning given such term in section 1188
of the Social Security Act (as added by sec-
tion 5001 of this Act).

(3) The term ‘‘health care response infor-
mation’’ means information (including any
data, report, record, memorandum, analysis,
statement, or other communication) devel-
oped by, or on behalf of, a health care pro-
vider in response to a serious, adverse, pa-
tient-related event—

(A) during the course of analyzing or
studying the event and its causes; and

(B) for purposes of—
(i) reducing mortality or morbidity; or
(ii) improving patient care or safety (in-

cluding the provider’s notification to an ac-
crediting body and the provider’s plans of ac-
tion in response to such event).

(5) The term ‘‘State’’ has the meaning
given such term in section 1188 of the Social
Security Act (as added by section 5001 of this
Act).

TITLE VI—MEDICAL SAVINGS ACCOUNTS
FOR FEDERAL EMPLOYEES

SEC. 6001. MEDICAL SAVINGS ACCOUNTS FOR
FEDERAL EMPLOYEES.

(a) MEDICAL SAVINGS ACCOUNTS.—
(1) CONTRIBUTIONS.—Title 5, United States

Code, is amended by redesignating section
8906a as section 8906c and by inserting after
section 8906 the following:
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‘‘§ 8906a. Government contributions to medi-

cal savings accounts
‘‘(a) An employee or annuitant enrolled in

a high deductible health plan is entitled, in
addition to the Government contribution
under section 8906(b) toward the subscription
charge for such plan, to have a Government
contribution made, in accordance with suc-
ceeding provisions of this section, to a medi-
cal savings account of such employee or an-
nuitant.

‘‘(b)(1) The biweekly Government contribu-
tion under this section shall, in the case of
any such employee or annuitant, be equal to
the amount by which—

‘‘(A) the biweekly equivalent of the maxi-
mum Government contribution for the con-
tract year involved (as defined by paragraph
(2)), exceeds (if at all)

‘‘(B) the amount of the biweekly Govern-
ment contribution payable on such employ-
ee’s or annuitant’s behalf under section
8906(b) for the period involved.

‘‘(2) For purposes of this section, the term
‘maximum Government contribution’ means,
with respect to a contract year, the maxi-
mum Government contribution that could be
made for health benefits for an employee or
annuitant for such contract year, as deter-
mined under section 8906(b) (disregarding
paragraph (2) thereof)).

‘‘(3) Notwithstanding any other provision
of this section, no contribution under this
section shall be payable to any medical sav-
ings account of an employee or annuitant for
any period—

‘‘(A) if, as of the first day of the month be-
fore the month in which such period com-
mences, such employee or annuitant (or the
spouse of such employee or annuitant, if cov-
erage is for self and family) is entitled to
benefits under part A of title XVIII of the
Social Security Act;

‘‘(B) to the extent that such contribution,
when added to previous contributions made
under this section for that same year with
respect to such employee or annuitant,
would cause the total to exceed—

‘‘(i) the highest annual limit deductible
permitted under clause (i) or (ii) of section
220(c)(2)(A) of the Internal Revenue Code of
1986, as appropriate (determined taking into
account any changes in coverage that may
occur), for the calendar year in which such
period commences; or

‘‘(ii) such lower amount (relative to the
limitation that would otherwise apply under
clause (i)) as the employee or annuitant may
specify in accordance with regulations of the
Office, including an election not to receive
contributions under this section for a year or
the remainder of a year; or

‘‘(C) for which any information (or docu-
mentation) under subsection (d) that is need-
ed in order to make such contribution has
not been timely submitted.

‘‘(4) Notwithstanding any other provision
of this section, no contribution under this
section shall be payable to any medical sav-
ings account of an employee for any period
in a contract year unless that employee was
enrolled in a health benefits plan under this
chapter as an employee for not less than—

‘‘(A) the 1 year of service immediately be-
fore the start of such contract year, or

‘‘(B) the full period or periods of service be-
tween the last day of the first period, as pre-
scribed by regulations of the Office of Per-
sonnel Management, in which he is eligible
to enroll in the plan and the day before the
start of such contract year,
whichever is shorter.

‘‘(5) The Office shall provide for the con-
version of biweekly rates of contributions
specified by paragraph (1) to rates for em-
ployees and annuitants whose pay or annuity
is provided on other than a biweekly basis,

and for this purpose may provide for the ad-
justment of the converted rate to the nearest
cent.

‘‘(c) A Government contribution under this
section—

‘‘(1) shall be made at the same time that,
and the same frequency with which, Govern-
ment contributions under section 8906(b) are
made for the benefit of the employee or an-
nuitant involved; and

‘‘(2) shall be payable from the same appro-
priation, fund, account, or other source as
would any Government contributions under
section 8906(b) with respect to the employee
or annuitant involved.

‘‘(d) The Office shall by regulation pre-
scribe the time, form, and manner in which
an employee or annuitant shall submit any
information (and supporting documentation)
necessary to identify any medical savings
account to which contributions under this
section are requested to be made.

‘‘(e) Nothing in this section shall be con-
sidered to entitle an employee or annuitant
to any Government contribution under this
section with respect to any period for which
such employee or annuitant is ineligible for
a Government contribution under section
8906(b).
‘‘§ 8906b. Individual contributions to medical

savings accounts
‘‘(a) Upon the written request of an em-

ployee or annuitant enrolled in a high de-
ductible health plan, there shall be withheld
from the pay or annuity of such employee or
annuitant and contributed to the medical
savings account identified by such employee
or annuitant in accordance with applicable
regulations under subsection (c) such
amount as the employee or annuitant may
specify.

‘‘(b) Notwithstanding subsection (a), no
withholding under this section may be made
from the pay or annuity of an employee or
annuitant for any period—

‘‘(1) if, or to the extent that, a Government
contribution for such period under section
8906a would not be allowable by reason of
subparagraph (A) or (B)(i) of subsection (b)(3)
thereof;

‘‘(2) for which any information (or docu-
mentation) that is needed in order to make
such contribution has not been timely sub-
mitted; or

‘‘(3) if the employee or annuitant submits
a request for termination of withholdings,
beginning on or after the effective date of
the request and before the end of the year.

‘‘(c) The Office of Personnel Management
shall prescribe any regulations necessary to
carry out this section, including provisions
relating to the time, form, and manner in
which any request for withholdings under
this section may be made, changed, or termi-
nated.’’.

(2) RULES OF CONSTRUCTION.—Nothing in
this section or in any amendment made by
this section shall be considered—

(A) to permit or require that any contribu-
tions to a medical savings account (whether
by the Government or through withholdings
from pay or annuity) be paid into the Em-
ployees Health Benefits Fund; or

(B) to affect any authority under section
1005(f) of title 39, United States Code, to
vary, add to, or substitute for any provision
of chapter 89 of title 5, United States Code,
as amended by this section.

(3) CONFORMING AMENDMENTS.—
(A) The table of sections at the beginning

of chapter 89 of title 5, United States Code,
is amended by striking the item relating to
section 8906a and inserting the following:
‘‘8906a. Government contributions to medi-

cal savings accounts.
‘‘8906b. Individual contributions to medical

savings accounts.
‘‘8906c. Temporary employees.’’.

(B) Section 8913(b)(4) of title 5, United
States Code, is amended by striking
‘‘8906a(a)’’ and inserting ‘‘8906c(a)’’.

(b) INFORMATIONAL REQUIREMENTS.—Sec-
tion 8907 of title 5, United States Code, is
amended by adding at the end the following:

‘‘(c) In addition to any information other-
wise required under this section, the Office
shall make available to all employees and
annuitants eligible to enroll in a high de-
ductible health plan, information relating
to—

‘‘(1) the conditions under which Govern-
ment contributions under section 8906a shall
be made to a medical savings account;

‘‘(2) the amount of any Government con-
tributions under section 8906a to which an
employee or annuitant may be entitled (or
how such amount may be ascertained);

‘‘(3) the conditions under which contribu-
tions to a medical savings account may be
made under section 8906b through
withholdings from pay or annuity; and

‘‘(4) any other matter the Office considers
appropriate in connection with medical sav-
ings accounts.’’.

(c) HIGH DEDUCTIBLE HEALTH PLAN AND
MEDICAL SAVINGS ACCOUNT DEFINED.—Sec-
tion 8901 of title 5, United States Code, is
amended—

(1) in paragraph (10) by striking ‘‘and’’
after the semicolon;

(2) in paragraph (11) by striking the period
and inserting a semicolon; and

(3) by adding at the end the following:
‘‘(12) the term ‘high deductible health plan’

means a plan described by section 8903(5) or
section 8903a(d); and

‘‘(13) the term ‘medical savings account’
has the meaning given such term by section
220(d) of the Internal Revenue Code of 1986.’’.

(d) AUTHORITY TO CONTRACT FOR HIGH DE-
DUCTIBLE HEALTH PLANS.—Section 8902 of
title 5, United States Code, is amended by
adding at the end the following:

‘‘(p)(1) The Office shall contract under this
chapter for a high deductible health plan
with any qualified carrier that offers such a
plan and, as of the date of enactment of the
Federal Employees Health Care Freedom of
Choice Act, offers a health benefits plan
under this chapter.

‘‘(2) The Office may contract under this
chapter for a high deductible health plan
with any qualified carrier that offers such a
plan, but does not, as of the date of enact-
ment of the Federal Employees Health Care
Freedom of Choice Act, offer a health bene-
fits plan under this chapter.’’.

(e) DESCRIPTION OF HIGH DEDUCTIBLE
HEALTH PLANS AND BENEFITS TO BE PRO-
VIDED THEREUNDER.—

(1) IN GENERAL.—Section 8903 of title 5,
United States Code, is amended by adding at
the end the following:

‘‘(5) HIGH DEDUCTIBLE HEALTH PLANS.—(A)
One or more plans described by paragraph
(1), (2), (3), or (4), which—

‘‘(i) are high deductible health plans (as de-
fined by section 220(c)(2) of the Internal Rev-
enue Code of 1986); and

‘‘(ii) provide benefits of the types referred
to by section 8904(a)(5).

‘‘(B) Nothing in this section shall be con-
sidered—

‘‘(i) to prevent a carrier from simulta-
neously offering a plan described by subpara-
graph (A) and a plan described by paragraph
(1) or (2); or

‘‘(ii) to require that a high deductible
health plan offer two levels of benefits.’’.

(2) TYPES OF BENEFITS.—Section 8904(a) of
title 5, United States Code, is amended by in-
serting after paragraph (4) the following:

‘‘(5) HIGH DEDUCTIBLE HEALTH PLANS.—Ben-
efits of the types named under paragraph (1)
or (2) of this subsection or both.’’.

(3) CONFORMING AMENDMENTS.—
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(A) Section 8903a of title 5, United States

Code, is amended by redesignating sub-
section (d) as subsection (e) and by inserting
after subsection (c) the following:

‘‘(d) The plans under this section may in-
clude one or more plans, otherwise allowable
under this section, that satisfy the require-
ments of clauses (i) and (ii) of section
8903(5)(A).’’.

(B) Section 8909(d) of title 5, United States
Code, is amended by striking ‘‘8903a(d)’’ and
inserting ‘‘8903a(e)’’.

(4) REFERENCES.—Section 8903 of title 5,
United States Code, is amended by adding
after paragraph (5) (as added by paragraph (1)
of this subsection) as a flush left sentence,
the following:
‘‘The Office shall prescribe regulations in ac-
cordance with which the requirements of sec-
tion 8902(c), 8902(n), 8909(e), and any other
provision of this chapter that applies with
respect to a plan described by paragraph (1),
(2), (3), or (4) of this section shall apply with
respect to the corresponding plan under
paragraph (5) of this section. Similar regula-
tions shall be prescribed with respect to any
plan under section 8903a(d).’’.
SEC. 6002. EFFECTIVE DATE.

The amendments made by this title shall
apply with respect to contract years begin-
ning on or after January 1, 2000. The Office of
Personnel Management shall take appro-
priate measures to ensure that coverage
under a high deductible health plan under
chapter 89 of title 5, United States Code (as
amended by this section) shall be available
as of the beginning of the first contract year
described in the preceding sentence.

The SPEAKER pro tempore. Pursu-
ant to House Resolution 509, the
amendments printed in House Report
105–643 are adopted.

The text of H.R. 4250, as amended
pursuant to House Resolution 509, is as
follows:

H.R. 4250
Be it enacted by the Senate and House of Rep-

resentatives of the United States of America in
Congress assembled,
SECTION 1. SHORT TITLE AND TABLE OF CON-

TENTS.
(a) SHORT TITLE.—The Act may be cited as

the ‘‘Patient Protection Act of 1998’’.
(b) TABLE OF CONTENTS.—The table of con-

tents is as follows:
Sec. 1. Short title and table of contents.
TITLE I—AMENDMENTS TO THE EM-

PLOYEE RETIREMENT INCOME SECU-
RITY ACT OF 1974

Subtitle A—Patient Protections.
Sec. 1001. Patient access to unrestricted

medical advice, emergency
medical care, obstetric and
gynecological care, and pedi-
atric care.

Sec. 1002. Effective date and related rules.
Subtitle B—Patient Access to Information

Sec. 1101. Patient access to information re-
garding plan coverage, managed
care procedures, health care
providers, and quality of medi-
cal care.

Sec. 1102. Effective date.
Subtitle C—New Procedures and Access to

Courts for Grievances Arising under Group
Health Plans

Sec. 1201. Special rules for group health
plans.

Sec. 1202. Effective date.
Subtitle D—Affordable Health Coverage for

Employees of Small Businesses
Sec. 1301. Short title of subtitle.
Sec. 1302. Rules governing association

health plans.

‘‘PART 8—RULES GOVERNING ASSOCIATION
HEALTH PLANS

‘‘Sec. 801. Association health plans.
‘‘Sec. 802. Certification of association

health plans.
‘‘Sec. 803. Requirements relating to

sponsors and boards of trustees.
‘‘Sec. 804. Participation and coverage re-

quirements.
‘‘Sec. 805. Other requirements relating

to plan documents, contribu-
tion rates, and benefit options.

‘‘Sec. 806. Maintenance of reserves and
provisions for solvency for
plans providing health benefits
in addition to health insurance
coverage.

‘‘Sec. 807. Requirements for application
and related requirements.

‘‘Sec. 808. Notice requirements for vol-
untary termination.

‘‘Sec. 809. Corrective actions and manda-
tory termination.

‘‘Sec. 810. Trusteeship by the secretary
of insolvent association health
plans providing health benefits
in addition to health insurance
coverage.

‘‘Sec. 811. State assessment authority.
‘‘Sec. 812. Special rules for church plans.
‘‘Sec. 813. Definitions and rules of con-

struction.
Sec. 1303. Clarification of treatment of sin-

gle employer arrangements.
Sec. 1304. Clarification of treatment of cer-

tain collectively bargained ar-
rangements.

Sec. 1305. Enforcement provisions relating
to association health plans.

Sec. 1306. Cooperation between Federal and
State authorities.

Sec. 1307. Effective date and transitional
and other rules.

TITLE II—AMENDMENTS TO PUBLIC
HEALTH SERVICE ACT

Subtitle A—Patient Protections and Point of
Service Coverage Requirements

Sec. 2001. Patient access to unrestricted
medical advice, emergency
medical care, obstetric and
gynecological care, pediatric
care.

Sec. 2002. Requiring health maintenance or-
ganizations to offer option of
point-of-service coverage.

Subtitle B—Patient Access to Information
Sec. 2101. Patient access to information re-

garding plan coverage, managed
care procedures, health care
providers, and quality of medi-
cal care.

Sec. 2102. Effective date.
Subtitle C—HealthMarts

Sec. 2201. Short title of subtitle.
Sec. 2202. Expansion of consumer choice

through HealthMarts.
‘‘TITLE XXVIII—HEALTHMARTS

‘‘Sec. 2801. Definition of HealthMart.
‘‘Sec. 2802. Application of certain laws

and requirements.
‘‘Sec. 2803. Administration.
‘‘Sec. 2804. Definitions.

SUBTITLE D—COMMUNITY HEALTH
ORGANIZATIONS

Sec. 2301. Promotion of provision of insur-
ance by community health or-
ganizations.

TITLE III—AMENDMENTS TO THE
INTERNAL REVENUE CODE OF 1986

Subtitle A—Patient Protections
Sec. 3001. Patient access to unrestricted

medical advice, emergency
medical care, obstetric and
gynecological care, pediatric
care.

Sec. 3002. Effective date and related rules.

Subtitle B—Patient Access to Information

Sec. 3101. Patient access to information re-
garding plan coverage, managed
care procedures, health care
providers, and quality of medi-
cal care.

Sec. 3102. Effective date.

Subtitle C—Medical Savings Accounts

Sec. 3201. Expansion of availability of medi-
cal savings accounts.

Sec. 3202. Exception from insurance limita-
tion in case of medical savings
accounts.

Sec. 3203. Sense of the House of Representa-
tives.

Subtitle D—Revenue Offsets

Sec. 3301. Clarification of definition of speci-
fied liability loss.

Sec. 3302. Property subject to a liability
treated in same manner as as-
sumption of liability.

Sec. 3303. Limitation on required accrual of
amounts received for perform-
ance of certain personal serv-
ices.

Sec. 3304. Returns relating to cancellations
of indebtedness by organiza-
tions lending money.

Sec. 3305. Clarifications and expansion of
mathematical error assessment
procedures.

Sec. 3306. Inclusion of rotavirus
gastroenteritis as a taxable
vaccine.

TITLE IV—HEALTH CARE LAWSUIT
REFORM

Subtitle A—General Provisions

Sec. 4001. Federal reform of health care li-
ability actions.

Sec. 4002. Definitions.
Sec. 4003. Effective date.

Subtitle B—Uniform Standards for Health
Care Liability Actions

Sec. 4011. Statute of limitations.
Sec. 4012. Calculation and payment of dam-

ages.
Sec. 4013. Alternative dispute resolution.
Sec. 4014. Reporting on fraud and abuse en-

forcement activities.

TITLE V—CONFIDENTIALITY OF HEALTH
INFORMATION

Sec. 5001. Confidentiality of protected
health information.

‘‘PART D—CONFIDENTIALITY OF PROTECTED
HEALTH INFORMATION

‘‘Sec. 1181. Inspection and copying of
protected health information.

‘‘Sec. 1182. Supplementation of protected
health information.

‘‘Sec. 1183. Notice of confidentiality
practices.

‘‘Sec. 1184. Establishment of safeguards.
‘‘Sec. 1185. Availability of protected

health information for purposes
of health care operations.

‘‘Sec. 1186. Relationship to other laws.
‘‘Sec. 1187. Civil penalties.
‘‘Sec. 1188. Definitions.

Sec. 5002. Study and report on effect of
State law on health-related re-
search.

Sec. 5003. Study and report on State law on
protected health information.

Sec. 5004. Protection for certain information
developed to reduce mortality
or morbidity or for improving
patient care and safety.

Sec. 5005. Effective date for standards gov-
erning unique health identifiers
for individuals.
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TITLE I—AMENDMENTS TO THE EM-

PLOYEE RETIREMENT INCOME SECU-
RITY ACT OF 1974

Subtitle A—Patient Protections
SEC. 1001. PATIENT ACCESS TO UNRESTRICTED

MEDICAL ADVICE, EMERGENCY
MEDICAL CARE, OBSTETRIC AND
GYNECOLOGICAL CARE, AND PEDI-
ATRIC CARE.

(a) IN GENERAL.—Subpart B of part 7 of
subtitle B of title I of the Employee Retire-
ment Income Security Act of 1974 is amended
further by adding at the end the following
new section:
‘‘SEC. 713. PATIENT ACCESS TO UNRESTRICTED

MEDICAL ADVICE, EMERGENCY
MEDICAL CARE, OBSTETRIC AND
GYNECOLOGICAL CARE, PEDIATRIC
CARE.

‘‘(a) PATIENT ACCESS TO UNRESTRICTED
MEDICAL ADVICE.—

‘‘(1) IN GENERAL.—In the case of any health
care professional acting within the lawful
scope of practice in the course of carrying
out a contractual employment arrangement
or other direct contractual arrangement be-
tween such professional and a group health
plan or a health insurance issuer offering
health insurance coverage in connection
with a group health plan, the plan or issuer
with which such contractual employment ar-
rangement or other direct contractual ar-
rangement is maintained by the professional
may not impose on such professional under
such arrangement any prohibition or restric-
tion with respect to advice, provided to a
participant or beneficiary under the plan
who is a patient, about the health status of
the participant or beneficiary or the medical
care or treatment for the condition or dis-
ease of the participant or beneficiary, re-
gardless of whether benefits for such care or
treatment are provided under the plan or
health insurance coverage offered in connec-
tion with the plan.

‘‘(2) HEALTH CARE PROFESSIONAL DEFINED.—
For purposes of this subsection, the term
‘health care professional’ means a physician
(as defined in section 1861(r) of the Social Se-
curity Act) or other health care professional
if coverage for the professional’s services is
provided under the group health plan for the
services of the professional. Such term in-
cludes a podiatrist, optometrist, chiro-
practor, psychologist, dentist, physician as-
sistant, physical or occupational therapist
and therapy assistant, speech–language pa-
thologist, audiologist, registered or licensed
practical nurse (including nurse practi-
tioner, clinical nurse specialist, certified
registered nurse anesthetist, and certified
nurse–midwife), licensed certified social
worker, registered respiratory therapist, and
certified respiratory therapy technician.

‘‘(b) PATIENT ACCESS TO EMERGENCY MEDI-
CAL CARE.—

‘‘(1) IN GENERAL.—To the extent that the
group health plan (or health insurance issuer
offering health insurance coverage in con-
nection with the plan) provides for any bene-
fits consisting of emergency medical care (as
defined in section 503(b)(9)(I)), except for
items or services specifically excluded—

‘‘(A) the plan or issuer shall provide bene-
fits, without requiring preauthorization and
without regard to otherwise applicable net-
work limitations, for appropriate emergency
medical screening examinations (within the
capability of the emergency facility, includ-
ing ancillary services routinely available to
the emergency facility) to the extent that a
prudent layperson, who possesses an average
knowledge of health and medicine, would de-
termine such examinations to be necessary
in order to determine whether emergency
medical care (as so defined) is required, and

‘‘(B) the plan or issuer shall provide bene-
fits for additional emergency medical serv-

ices following an emergency medical screen-
ing examination (if determined necessary
under subparagraph (A)) to the extent that a
prudent emergency medical professional
would determine such additional emergency
services to be necessary to avoid the con-
sequences described in section 503(b)(9)(I).

‘‘(2) UNIFORM COST-SHARING REQUIRED.—
Nothing in this subsection shall be construed
as preventing a group health plan or issuer
from imposing any form of cost-sharing ap-
plicable to any participant or beneficiary
(including coinsurance, copayments,
deductibles, and any other charges) in rela-
tion to benefits described in paragraph (1), if
such form of cost-sharing is uniformly ap-
plied under such plan, with respect to simi-
larly situated participants and beneficiaries,
to all benefits consisting of emergency medi-
cal care (as defined in section 503(b)(9)(I))
provided to such similarly situated partici-
pants and beneficiaries under the plan.

‘‘(c) PATIENT ACCESS TO OBSTETRIC AND
GYNECOLOGICAL CARE.

‘‘(1) IN GENERAL.—In any case in which a
group health plan (or a health insurance
issuer offering health insurance coverage in
connection with the plan)—

‘‘(A) provides benefits under the terms of
the plan consisting of—

‘‘(i) routine gynecological care (such as
preventive women’s health examinations), or

‘‘(ii) routine obstetric care (such as routine
pregnancy-related services),
provided by a participating physician who
specializes in such care (or provides benefits
consisting of payment for such care), and

‘‘(B) the plan requires or provides for des-
ignation by a participant or beneficiary of a
participating primary care provider,

if the primary care provider designated by
such a participant or beneficiary is not such
a physician, then the plan (or issuer) shall
meet the requirements of paragraph (2).

‘‘(2) REQUIREMENTS.—A group health plan
(or a health insurance issuer offering health
insurance coverage in connection with the
plan) meets the requirements of this para-
graph, in connection with benefits described
in paragraph (1) consisting of care described
in clause (i) or (ii) of paragraph (1)(A) (or
consisting of payment therefor), if the plan
(or issuer)—

‘‘(A) does not require authorization or a re-
ferral by the primary care provider in order
to obtain such benefits, and

‘‘(B) treats the ordering of other routine
care of the same type, by the participating
physician providing the care described in
clause (i) or (ii) of paragraph (1)(A), as the
authorization of the primary care provider
with respect to such care.

‘‘(3) CONSTRUCTION.—Nothing in paragraph
(2)(B) shall waive any requirements of cov-
erage relating to medical necessity or appro-
priateness with respect to coverage of gyne-
cological or obstetric care so ordered.

‘‘(d) PATIENT ACCESS TO PEDIATRIC CARE.—
‘‘(1) IN GENERAL.—In any case in which a

group health plan (or a health insurance
issuer offering health insurance coverage in
connection with the plan) provides benefits
consisting of routine pediatric care provided
by a participating physician who specializes
in pediatrics (or consisting of payment for
such care) and the plan requires or provides
for designation by a participant or bene-
ficiary of a participating primary care pro-
vider, the plan (or issuer) shall provide that
such a participating physician may be des-
ignated, if available, by a parent or guardian
of any beneficiary under the plan is who
under 18 years of age, as the primary care
provider with respect to any such benefits.

‘‘(2) CONSTRUCTION.—Nothing in paragraph
(1) shall waive any requirements of coverage
relating to medical necessity or appropriate-

ness with respect to coverage of pediatric
care.

‘‘(e) TREATMENT OF MULTIPLE COVERAGE
OPTIONS.—In the case of a plan providing
benefits under two or more coverage options,
the requirements of subsections (c) and (d)
shall apply separately with respect to each
coverage option.’’.

(b) CONFORMING AMENDMENT.—The table of
contents in section 1 of such Act is amended
by adding at the end of the items relating to
subpart B of part 7 of subtitle B of title I of
such Act the following new item:
‘‘Sec. 713. Patient access to unrestricted

medical advice, emergency
medical care, obstetric and
gynecological care, and pedi-
atric care.’’.

SEC. 1002. EFFECTIVE DATE AND RELATED
RULES.

(a) IN GENERAL.—The amendments made by
this subtitle shall apply with respect to plan
years beginning on or after January 1 of the
second calendar year following the date of
the enactment of this Act, except that the
Secretary of Labor may issue regulations be-
fore such date under such amendments. The
Secretary shall first issue regulations nec-
essary to carry out the amendments made by
this section before the effective date thereof.

(b) LIMITATION ON ENFORCEMENT ACTIONS.—
No enforcement action shall be taken, pursu-
ant to the amendments made by this sub-
title, against a group health plan or health
insurance issuer with respect to a violation
of a requirement imposed by such amend-
ments before the date of issuance of regula-
tions issued in connection with such require-
ment, if the plan or issuer has sought to
comply in good faith with such requirement.

(c) SPECIAL RULE FOR COLLECTIVE BARGAIN-
ING AGREEMENTS.—In the case of a group
health plan maintained pursuant to one or
more collective bargaining agreements be-
tween employee representatives and one or
more employers ratified before the date of
the enactment of this Act, the provisions of
subsections (b), (c), and (d) of section 713 of
the Employee Retirement Income Security
Act of 1974 (as added by this subtitle) shall
not apply with respect to plan years begin-
ning before the later of—

(1) the date on which the last of the collec-
tive bargaining agreements relating to the
plan terminates (determined without regard
to any extension thereof agreed to after the
date of the enactment of this Act), or

(2) January 1, 2001.
For purposes of this subsection, any plan
amendment made pursuant to a collective
bargaining agreement relating to the plan
which amends the plan solely to conform to
any requirement added by this subtitle shall
not be treated as a termination of such col-
lective bargaining agreement.

(d) ASSURING COORDINATION.—The Sec-
retary of Labor, the Secretary of the Treas-
ury, and the Secretary of Health and Human
Services shall ensure, through the execution
of an interagency memorandum of under-
standing among such Secretaries, that—

(1) regulations, rulings, and interpreta-
tions issued by such Secretaries relating to
the same matter over which two or more
such Secretaries have responsibility under
the provisions of this subtitle, section 2101,
and subtitle A of title III (and the amend-
ments made thereby) are administered so as
to have the same effect at all times, and

(2) coordination of policies relating to en-
forcing the same requirements through such
Secretaries in order to have a coordinated
enforcement strategy that avoids duplica-
tion of enforcement efforts and assigns prior-
ities in enforcement.

(e) TREATMENT OF RELIGIOUS NONMEDICAL
PROVIDERS.—
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(1) IN GENERAL.—Nothing in this Act (or

the amendments made thereby) shall be con-
strued to—

(A) restrict or limit the right of group
health plans, and of health insurance issuers
offering health insurance coverage in con-
nection with group health plans, to include
as providers religious nonmedical providers,

(B) require such plans or issuers to—
(i) utilize medically based eligibility stand-

ards or criteria in deciding provider status of
religious nonmedical providers,

(ii) use medical professionals or criteria to
decide patient access to religious nonmedical
providers,

(iii) utilize medical professionals or cri-
teria in making decisions in internal or ex-
ternal appeals from decisions denying or lim-
iting coverage for care by religious nonmedi-
cal providers, or

(iv) compel a participant or beneficiary to
undergo a medical examination or test as a
condition of receiving health insurance cov-
erage for treatment by a religious nonmedi-
cal provider, or

(C) require such plans or issuers to exclude
religious nonmedical providers because they
do not provide medical or other data other-
wise required, if such data is inconsistent
with the religious nonmedical treatment or
nursing care provided by the provider.

(2) RELIGIOUS NONMEDICAL PROVIDER.—For
purposes of this subsection, the term ‘‘reli-
gious nonmedical provider’’ means a pro-
vider who provides no medical care but who
provides only religious nonmedical treat-
ment or religious nonmedical nursing care.

Subtitle B—Patient Access to Information

SEC. 1101. PATIENT ACCESS TO INFORMATION
REGARDING PLAN COVERAGE, MAN-
AGED CARE PROCEDURES, HEALTH
CARE PROVIDERS, AND QUALITY OF
MEDICAL CARE.

(a) IN GENERAL.—Part 1 of subtitle B of
title I of the Employee Retirement Income
Security Act of 1974 is amended—

(1) by redesignating section 111 as section
112; and

(2) by inserting after section 110 the follow-
ing new section:

‘‘DISCLOSURE BY GROUP HEALTH PLANS

‘‘SEC. 111. (a) DISCLOSURE REQUIREMENT.—
‘‘(1) GROUP HEALTH PLANS.—The adminis-

trator of each group health plan shall take
such actions as are necessary to ensure that
the summary plan description of the plan re-
quired under section 102 (or each summary
plan description in any case in which dif-
ferent summary plan descriptions are appro-
priate under part 1 for different options of
coverage) contains, among any information
otherwise required under this part, the infor-
mation required under subsections (b), (c),
(d), and (e)(2)(A).

‘‘(2) HEALTH INSURANCE ISSUERS.—Each
health insurance issuer offering health insur-
ance coverage in connection with a group
health plan shall provide the administrator
on a timely basis with the information nec-
essary to enable the administrator to comply
with the requirements of paragraph (1). To
the extent that any such issuer provides on
a timely basis to plan participants and bene-
ficiaries information otherwise required
under this part to be included in the sum-
mary plan description, the requirements of
sections 101(a)(1) and 104(b) shall be deemed
satisfied in the case of such plan with re-
spect to such information.

‘‘(b) PLAN BENEFITS.—The information re-
quired under subsection (a) includes the fol-
lowing:

‘‘(1) COVERED ITEMS AND SERVICES.—
‘‘(A) CATEGORIZATION OF INCLUDED BENE-

FITS.—A description of covered benefits, cat-
egorized by—

‘‘(i) types of items and services (including
any special disease management program),
and

‘‘(ii) types of health care professionals pro-
viding such items and services.

‘‘(B) EMERGENCY MEDICAL CARE.—A descrip-
tion of the extent to which the plan covers
emergency medical care (including the ex-
tent to which the plan provides for access to
urgent care centers), and any definitions pro-
vided under the plan for the relevant plan
terminology referring to such care.

‘‘(C) PREVENTATIVE SERVICES.—A descrip-
tion of the extent to which the plan provides
benefits for preventative services.

‘‘(D) DRUG FORMULARIES.—A description of
the extent to which covered benefits are de-
termined by the use or application of a drug
formulary and a summary of the process for
determining what is included in such for-
mulary.

‘‘(E) COBRA CONTINUATION COVERAGE.—A
description of the benefits available under
the plan pursuant to part 6.

‘‘(2) LIMITATIONS, EXCLUSIONS, AND RESTRIC-
TIONS ON COVERED BENEFITS.—

‘‘(A) CATEGORIZATION OF EXCLUDED BENE-
FITS.—A description of benefits specifically
excluded from coverage, categorized by types
of items and services.

‘‘(B) UTILIZATION REVIEW AND
PREAUTHORIZATION REQUIREMENTS.—Whether
coverage for medical care is limited or ex-
cluded on the basis of utilization review or
preauthorization requirements.

‘‘(C) LIFETIME, ANNUAL, OR OTHER PERIOD
LIMITATIONS.—A description of the cir-
cumstances under which, and the extent to
which, coverage is subject to lifetime, an-
nual, or other period limitations, categorized
by types of benefits.

‘‘(D) CUSTODIAL CARE.—A description of the
circumstances under which, and the extent
to which, the coverage of benefits for custo-
dial care is limited or excluded, and a state-
ment of the definition used by the plan for
custodial care.

‘‘(E) EXPERIMENTAL TREATMENTS.—Whether
coverage for any medical care is limited or
excluded because it constitutes experimental
treatment or technology, and any definitions
provided under the plan for the relevant plan
terminology referring to such limited or ex-
cluded care.

‘‘(F) MEDICAL APPROPRIATENESS OR NECES-
SITY.—Whether coverage for medical care
may be limited or excluded by reason of a
failure to meet the plan’s requirements for
medical appropriateness or necessity, and
any definitions provided under the plan for
the relevant plan terminology referring to
such limited or excluded care.

‘‘(G) SECOND OR SUBSEQUENT OPINIONS.—A
description of the circumstances under
which, and the extent to which, coverage for
second or subsequent opinions is limited or
excluded.

‘‘(H) SPECIALTY CARE.—A description of the
circumstances under which, and the extent
to which, coverage of benefits for specialty
care is conditioned on referral from a pri-
mary care provider.

‘‘(I) CONTINUITY OF CARE.—A description of
the circumstances under which, and the ex-
tent to which, coverage of items and services
provided by any health care professional is
limited or excluded by reason of the depar-
ture by the professional from any defined set
of providers.

‘‘(J) RESTRICTIONS ON COVERAGE OF EMER-
GENCY SERVICES.—A description of the cir-
cumstances under which, and the extent to
which, the plan, in covering emergency med-
ical care furnished to a participant or bene-
ficiary of the plan imposes any financial re-
sponsibility described in subsection (c) on
participants or beneficiaries or limits or con-

ditions benefits for such care subject to any
other term or condition of such plan.

‘‘(c) PARTICIPANT’S FINANCIAL RESPONSIBIL-
ITIES.—The information required under sub-
section (a) includes an explanation of—

‘‘(1) a participant’s financial responsibility
for payment of premiums, coinsurance, co-
payments, deductibles, and any other
charges, and

‘‘(2) the circumstances under which, and
the extent to which, the participant’s finan-
cial responsibility described in paragraph (1)
may vary, including any distinctions based
on whether a health care provider from
whom covered benefits are obtained is in-
cluded in a defined set of providers.

‘‘(d) DISPUTE RESOLUTION PROCEDURES.—
The information required under subsection
(a) includes a description of the processes
adopted by the plan pursuant to section
503(b), including—

‘‘(1) descriptions thereof relating specifi-
cally to—

‘‘(A) coverage decisions,
‘‘(B) internal review of coverage decisions,

and
‘‘(C) any external review of coverage deci-

sions, and
‘‘(2) the procedures and time frames appli-

cable to each step of the processes referred
to in subparagraphs (A), (B), and (C) of para-
graph (1).

‘‘(e) INFORMATION AVAILABLE ON REQUEST.—
‘‘(1) ACCESS TO PLAN BENEFIT INFORMATION

IN ELECTRONIC FORM.—
‘‘(A) IN GENERAL.—In addition to the infor-

mation required to be provided under section
104(b)(4), a group health plan (and a health
insurance issuer offering health insurance
coverage in connection with a group health
plan) shall, upon written request (made not
more frequently than annually), make avail-
able to participants and beneficiaries, in a
generally recognized electronic format, the
following information:

‘‘(i) the latest summary plan description,
including the latest summary of material
modifications; and

‘‘(ii) the actual plan provisions setting
forth the benefits available under the plan

to the extent such information relates to the
coverage options under the plan available to
the participant or beneficiary. A reasonable
charge may be made to cover the cost of pro-
viding such information in such generally
recognized electronic format. The Secretary
may by regulation prescribe a maximum
amount which will constitute a reasonable
charge under the preceding sentence.

‘‘(B) ALTERNATIVE ACCESS.—The require-
ments of this paragraph may be met by mak-
ing such information generally available
(rather than upon request) on the Internet or
on a proprietary computer network in a for-
mat which is readily accessible to partici-
pants and beneficiaries.

‘‘(2) ADDITIONAL INFORMATION TO BE PRO-
VIDED ON REQUEST.—

‘‘(A) INCLUSION IN SUMMARY PLAN DESCRIP-
TION OF SUMMARY OF ADDITIONAL INFORMA-
TION.—The information required under sub-
section (a) includes a summary description
of the types of information required by this
subsection to be made available to partici-
pants and beneficiaries on request.

‘‘(B) INFORMATION REQUIRED FROM PLANS
AND ISSUERS ON REQUEST.—In addition to in-
formation required to be included in sum-
mary plan descriptions under this sub-
section, a group health plan (and a health in-
surance issuer offering health insurance cov-
erage in connection with a group health
plan) shall provide the following information
to a participant or beneficiary on request:

‘‘(i) NETWORK CHARACTERISTICS.—If the
plan (or issuer) utilizes a defined set of pro-
viders under contract with the plan (or
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issuer), a detailed list of the names of such
providers and their geographic location, set
forth separately with respect to primary
care providers and with respect to special-
ists.

‘‘(ii) CARE MANAGEMENT INFORMATION.—A
description of the circumstances under
which, and the extent to which, the plan has
special disease management programs or
programs for persons with disabilities, indi-
cating whether these programs are voluntary
or mandatory and whether a significant ben-
efit differential results from participation in
such programs.

‘‘(iii) INCLUSION OF DRUGS AND BIOLOGICALS
IN FORMULARIES.—A statement of whether a
specific drug or biological is included in a
formulary used to determine benefits under
the plan and a description of the procedures
for considering requests for any patient-spe-
cific waivers.

‘‘(iv) PROCEDURES FOR DETERMINING EXCLU-
SIONS BASED ON MEDICAL NECESSITY OR EXPER-
IMENTAL TREATMENTS.—Upon receipt by the
participant or beneficiary of any notification
of an adverse coverage decision based on a
determination relating to medical necessity
or an experimental treatment or technology,
a description of the procedures and medi-
cally-based criteria used in such decision.

‘‘(v) PREAUTHORIZATION AND UTILIZATION
REVIEW PROCEDURES.—Upon receipt by the
participant or beneficiary of any notification
of an adverse coverage decision, a descrip-
tion of the basis on which any
preauthorization requirement or any utiliza-
tion review requirement has resulted in such
decision.

‘‘(vi) ACCREDITATION STATUS OF HEALTH IN-
SURANCE ISSUERS AND SERVICE PROVIDERS.—A
description of the accreditation and
licencing status (if any) of each health insur-
ance issuer offering health insurance cov-
erage in connection with the plan and of any
utilization review organization utilized by
the issuer or the plan, together with the
name and address of the accrediting or
licencing authority.

‘‘(vii) MEASURES OF ENROLLEE SATISFAC-
TION.—The latest information (if any) main-
tained by the plan, or by any health insur-
ance issuer offering health insurance cov-
erage in connection with the plan, relating
to enrollee satisfaction.

‘‘(viii) QUALITY PERFORMANCE MEASURES.—
The latest information (if any) maintained
by the plan, or by any health insurance
issuer offering health insurance coverage in
connection with the plan, relating to quality
of performance of the delivery of medical
care with respect to coverage options offered
under the plan and of health care profes-
sionals and facilities providing medical care
under the plan.

‘‘(ix) INFORMATION RELATING TO EXTERNAL
REVIEWS.—The number of external reviews
under section 503(b)(4) that have been com-
pleted during the prior plan year and the
number of such reviews in which the rec-
ommendation reported under section
503(b)(4)(C)(iii) includes a recommendation
for modification or reversal of an internal
review decision under the plan.

‘‘(C) INFORMATION REQUIRED FROM HEALTH
CARE PROFESSIONALS ON REQUEST.—Any
health care professional treating a partici-
pant or beneficiary under a group health
plan shall provide to the participant or bene-
ficiary, on request, a description of his or her
professional qualifications (including board
certification status, licensing status, and ac-
creditation status, if any), privileges, and ex-
perience and a general description by cat-
egory (including salary, fee-for-service, capi-
tation, and such other categories as may be
specified in regulations of the Secretary) of
the applicable method by which such profes-

sional is compensated in connection with the
provision of such medical care.

‘‘(D) INFORMATION REQUIRED FROM HEALTH
CARE FACILITIES ON REQUEST.—Any health
care facility from which a participant or
beneficiary has sought treatment under a
group health plan shall provide to the partic-
ipant or beneficiary, on request, a descrip-
tion of the facility’s corporate form or other
organizational form and all forms of licens-
ing and accreditation status (if any) assigned
to the facility by standard-setting organiza-
tions.

‘‘(f) ACCESS TO INFORMATION RELEVANT TO
THE COVERAGE OPTIONS UNDER WHICH THE
PARTICIPANT OR BENEFICIARY IS ELIGIBLE TO
ENROLL.—In addition to information other-
wise required to be made available under
this section, a group health plan (and a
health insurance issuer offering health insur-
ance coverage in connection with a group
health plan) shall, upon written request
(made not more frequently than annually),
make available to a participant (and an em-
ployee who, under the terms of the plan, is
eligible for coverage, but not enrolled) in
connection with a period of enrollment the
summary plan description for any coverage
option under the plan under which the par-
ticipant is eligible to enroll and any infor-
mation described in clauses (i), (ii), (iii), (vi),
(vii), and (viii) of subsection (e)(2)(B).

‘‘(g) ADVANCE NOTICE OF CHANGES IN DRUG
FORMULARIES.—Not later than 30 days before
the effective of date of any exclusion of a
specific drug or biological from any drug for-
mulary under the plan that is used in the
treatment of a chronic illness or disease, the
plan shall take such actions as are necessary
to reasonably ensure that plan participants
are informed of such exclusion. The require-
ments of this subsection may be satisfied—

‘‘(1) by inclusion of information in publica-
tions broadly distributed by plan sponsors,
employers, or employee organizations,

‘‘(2) by electronic means of communication
(including the Internet or proprietary com-
puter networks in a format which is readily
accessible to participants),

‘‘(3) by timely informing participants who,
under an ongoing program maintained under
the plan, have submitted their names for
such notification, or

‘‘(4) by any other reasonable means of
timely informing plan participants.

‘‘(h) DEFINITIONS.—For purposes of this sec-
tion—

‘‘(1) GROUP HEALTH PLAN.—The term ‘group
health plan’ has the meaning provided such
term under section 503(b)(6).

‘‘(2) MEDICAL CARE.—The term ‘medical
care’ has the meaning provided such term
under section 733(a)(2).

‘‘(3) HEALTH INSURANCE COVERAGE.—The
term ‘health insurance coverage’ has the
meaning provided such term under section
733(b)(1).

‘‘(4) HEALTH INSURANCE ISSUER.—The term
‘health insurance issuer’ has the meaning
provided such term under section 733(b)(2).’’.

(b) CONFORMING AMENDMENTS.—
(1) Section 102(b) of such Act (29 U.S.C.

1022(b)) is amended—
(A) by striking ‘‘section 733(a)(1)’’ each

place it appears and inserting ‘‘section
503(b)(6)’’; and

(B) by inserting before the period at the
end the following: ‘‘; and, in the case of a
group health plan (as defined in section
111(h)(1)), the information required to be in-
cluded under section 111(a)’’.

(2) The table of contents in section 1 of
such Act is amended by striking the item re-
lating to section 111 and inserting the follow-
ing new items:

‘‘Sec. 111. Disclosure by group health plans.
‘‘Sec. 112. Repeal and effective date.’’.

SEC. 1102. EFFECTIVE DATE AND RELATED
RULES.

(a) IN GENERAL.—The amendments made by
this subtitle shall apply with respect to plan
years beginning on or after January 1 of the
second calendar year following the date of
the enactment of this Act. The Secretary
shall first issue all regulations necessary to
carry out the amendments made by this sub-
title before such date.

(b) LIMITATION ON ENFORCEMENT ACTIONS.—
No enforcement action shall be taken, pursu-
ant to the amendments made by this sub-
title, against a group health plan or health
insurance issuer with respect to a violation
of a requirement imposed by such amend-
ments before the date of issuance of final
regulations issued in connection with such
requirement, if the plan or issuer has sought
to comply in good faith with such require-
ment.

(c) ASSURING COORDINATION.—The Sec-
retary of Labor, the Secretary of Health and
Human Services, and the Secretary of the
Treasury shall ensure, through the execution
of an interagency memorandum of under-
standing among such Secretaries, that—

(1) regulations, rulings, and interpreta-
tions issued by such Secretaries relating to
the same matter over which two or more
such Secretaries have responsibility under
the provisions of this subtitle, subtitle B of
title II, and subtitle B of title III (and the
amendments made thereby) are administered
so as to have the same effect at all times,
and

(2) coordination of policies relating to en-
forcing the same requirements through such
Secretaries in order to have a coordinated
enforcement strategy that avoids duplica-
tion of enforcement efforts and assigns prior-
ities in enforcement.
Subtitle C—New Procedures and Access to

Courts for Grievances Arising Under Group
Health Plans

SEC. 1201. SPECIAL RULES FOR GROUP HEALTH
PLANS.

(a) IN GENERAL.—Section 503 of the Em-
ployee Retirement Income Security Act of
1974 (29 U.S.C. 1133) is amended—

(1) by inserting ‘‘(a) IN GENERAL.—’’ after
‘‘SEC. 503.’’;

(2) by inserting ‘‘(other than a group
health plan)’’ after ‘‘employee benefit plan’’;
and

(3) by adding at the end the following new
subsection:

‘‘(b) SPECIAL RULES FOR GROUP HEALTH
PLANS.—

‘‘(1) COVERAGE DETERMINATIONS.—Every
group health plan shall—

‘‘(A) provide adequate notice in writing in
accordance with this subsection to any par-
ticipant or beneficiary of any adverse cov-
erage decision with respect to benefits of
such participant or beneficiary under the
plan, setting forth the specific reasons for
such coverage decision and any rights of re-
view provided under the plan, written in a
manner calculated to be understood by the
participant,

‘‘(B) provide such notice in writing also to
any treating medical care provider of such
participant or beneficiary, if such provider
has claimed reimbursement for any item or
service involved in such coverage decision,
or if a claim submitted by the provider initi-
ated the proceedings leading to such deci-
sion,

‘‘(C) afford a reasonable opportunity to any
participant or beneficiary who is in receipt
of the notice of such adverse coverage deci-
sion, and who files a written request for re-
view of the initial coverage decision within
180 days after receipt of the notice of the ini-
tial decision, for a full and fair de novo re-
view of the decision by an appropriate named
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fiduciary who did not make the initial deci-
sion, and

‘‘(D) meet the additional requirements of
this subsection.

‘‘(2) TIME LIMITS FOR MAKING INITIAL COV-
ERAGE DECISIONS FOR BENEFITS AND COMPLET-
ING INTERNAL APPEALS.—

‘‘(A) TIME LIMITS FOR DECIDING REQUESTS
FOR BENEFIT PAYMENTS, REQUESTS FOR AD-
VANCE DETERMINATION OF COVERAGE, AND RE-
QUESTS FOR REQUIRED DETERMINATION OF MED-
ICAL NECESSITY.—Except as provided in sub-
paragraph (B)—

‘‘(i) INITIAL DECISIONS.—If a request for
benefit payments, a request for advance de-
termination of coverage, or a request for re-
quired determination of medical necessity is
submitted to a group health plan in such rea-
sonable form as may be required under the
plan, the plan shall issue in writing an ini-
tial coverage decision on the request before
the end of the initial decision period under
paragraph (9)(J) following the filing comple-
tion date. Failure to issue a coverage deci-
sion on such a request before the end of the
period required under this clause shall be
treated as an adverse coverage decision for
purposes of internal review under clause (ii).

‘‘(ii) INTERNAL REVIEWS OF INITIAL DENI-
ALS.—Upon the written request of a partici-
pant or beneficiary for review of an initial
adverse coverage decision under clause (i), a
review by an appropriate named fiduciary
(subject to paragraph (3)) of the initial cov-
erage decision shall be completed, including
issuance by the plan of a written decision af-
firming, reversing, or modifying the initial
coverage decision, setting forth the grounds
for such decision, before the end of the inter-
nal review period following the review filing
date. Such decision shall be treated as the
final decision of the plan, subject to any ap-
plicable reconsideration under paragraph (4).
Failure to issue before the end of such period
such a written decision requested under this
clause shall be treated as a final decision af-
firming the initial coverage decision, subject
to any applicable reconsideration under
paragraph (4).

‘‘(B) TIME LIMITS FOR MAKING COVERAGE DE-
CISIONS RELATING TO URGENT AND EMERGENCY
MEDICAL CARE AND FOR COMPLETING INTERNAL
APPEALS.—

‘‘(i) INITIAL DECISIONS.—A group health
plan shall issue in writing an initial cov-
erage decision on any request for expedited
advance determination of coverage or for ex-
pedited required determination of medical
necessity submitted, in such reasonable form
as may be required under the plan—

‘‘(I) before the end of the urgent decision
period under paragraph (9)(L), in cases in-
volving urgent medical care but not involv-
ing emergency medical care, or

‘‘(II) before the end of the emergency deci-
sion period under paragraph (9)(M), in cases
involving emergency medical care,

following the filing completion date. Failure
to approve or deny such a request before the
end of the applicable decision period shall be
treated as a denial of the request for pur-
poses of internal review under clause (ii).

‘‘(ii) INTERNAL REVIEWS OF INITIAL DENI-
ALS.—Upon the written request of a partici-
pant or beneficiary for review of an initial
adverse coverage decision under clause (i), a
review by an appropriate named fiduciary
(subject to paragraph (3)) of the initial cov-
erage decision shall be completed, including
issuance by the plan of a written decision af-
firming, reversing, or modifying the initial
converge decision, setting forth the grounds
for the decision—

‘‘(I) before the end of the urgent decision
period under paragraph (9)(L), in cases in-
volving urgent medical care but not involv-
ing emergency medical care, or

‘‘(II) before the end of the emergency deci-
sion period under paragraph (9)(M), in cases
involving emergency medical care,
following the review filing date. Such deci-
sion shall be treated as the final decision of
the plan, subject to any applicable reconsid-
eration under paragraph (4). Failure to issue
before the end of the applicable decision pe-
riod such a written decision requested under
this clause shall be treated as a final deci-
sion affirming the initial coverage decision,
subject to any applicable reconsideration
under paragraph (4).

‘‘(3) PHYSICIANS MUST REVIEW INITIAL COV-
ERAGE DECISIONS INVOLVING MEDICAL APPRO-
PRIATENESS OR NECESSITY OR EXPERIMENTAL
TREATMENT.—If an initial coverage decision
under paragraph (2)(A)(i) or (2)(B)(i) is based
on a determination that provision of a par-
ticular item or service is excluded from cov-
erage under the terms of the plan because
the provision of such item or service does
not meet the plan’s requirements for medical
appropriateness or necessity or would con-
stitute experimental treatment or tech-
nology, the review under paragraph (2)(A)(ii)
or (2)(B)(ii), to the extent that it relates to
medical appropriateness or necessity or to
experimental treatment or technology, shall
be conducted by a physician who is selected
to serve as an appropriate named fiduciary
under the plan and who did not make the ini-
tial denial.

‘‘(4) ELECTIVE EXTERNAL REVIEW BY INDE-
PENDENT MEDICAL EXPERT AND RECONSIDER-
ATION OF INITIAL REVIEW DECISION.—

‘‘(A) IN GENERAL.—The requirements of
subparagraphs (B), (C) and (D) shall apply—

‘‘(i) in the case of any failure to timely
issue a coverage decision upon internal re-
view which is deemed to be an adverse cov-
erage decision under paragraph (2)(A)(ii) or
(2)(B)(ii) (thereby failing to constitute a cov-
erage decision for which specific reasons
have been set forth as required under para-
graph (1)(A)), and

‘‘(ii) in the case of any adverse coverage
decision which is not reversed upon a review
conducted pursuant to paragraph (1)(C) (in-
cluding any review pursuant to paragraph
(2)(A)(ii) or (2)(B)(ii)), if such coverage deci-
sion is based on a determination that provi-
sion of a particular item or service is ex-
cluded from coverage under the terms of the
plan because the provision of such item or
service—

‘‘(I) does not meet the plan’s requirements
for medical appropriateness or necessity, or

‘‘(II) would constitute experimental treat-
ment or technology.

‘‘(B) LIMITS ON ALLOWABLE ADVANCE PAY-
MENTS.—The review under this paragraph in
connection with an adverse coverage deci-
sion shall be available subject to any re-
quirement of the plan (unless waived by the
plan for financial or other reasons) for pay-
ment in advance to the plan by the partici-
pant or beneficiary seeking review of an
amount not to exceed the greater of—

‘‘(i) the lesser of $100 or 10 percent of the
cost of the medical care involved in the deci-
sion, or

‘‘(ii) $25,

with each such dollar amount subject to
compounded annual adjustments in the same
manner and to the same extent as apply
under section 215(i) of the Social Security
Act, except that, for any calendar year, such
amount as so adjusted shall be deemed, sole-
ly for such calendar year, to be equal to such
amount rounded to the nearest $10. No such
payment may be required in the case of any
participant or beneficiary whose enrollment
under the plan is paid for, in whole or in
part, under a State plan under title XIX or
XXI of the Social Security Act. Any such ad-
vance payment shall be subject to reimburse-

ment if the recommendation of the independ-
ent medical expert or experts under subpara-
graph (C)(iii) is to reverse or modify the cov-
erage decision.

‘‘(C) RECONSIDERATION OF INITIAL REVIEW
DECISION.—In any case in which a participant
or beneficiary who has received an adverse
decision of the plan upon initial review of
the coverage decision and who has not com-
menced review of the initial coverage deci-
sion under section 502 makes a request in
writing, within 30 days after the date of such
review decision, for reconsideration of such
review decision, the terms of the plan shall
provide for a procedure for such reconsider-
ation under which—

‘‘(i) one or more independent medical ex-
perts will be selected in accordance with sub-
paragraph (E) to review the coverage deci-
sion described in subparagraph (A) to deter-
mine whether such decision was in accord-
ance with the terms of the plan and this
title,

‘‘(ii) the record for review (including a
specification of the terms of the plan and
other criteria serving as the basis for the ini-
tial review decision) will be presented to
such expert or experts and maintained in a
manner which will ensure confidentiality of
such record,

‘‘(iii) such expert or experts will report in
writing to the plan their recommendation,
based on the determination made under
clause (i), as to whether such coverage deci-
sion should be affirmed, modified, or re-
versed, setting forth the grounds (including
the clinical basis) for the recommendation,
and

‘‘(iv) a physician who did not make the ini-
tial review decision will reconsider the ini-
tial review decision to determine whether
such decision was in accordance with the
terms of the plan and this title and will issue
a written decision affirming, modifying, or
reversing the initial review decision, taking
into account any recommendations reported
to the plan pursuant to clause (iii), and set-
ting forth the grounds for the decision.

‘‘(D) TIME LIMITS FOR RECONSIDERATION.—
Any review under this paragraph shall be
completed before the end of the reconsider-
ation period (as defined in paragraph (9)(O))
following the review filing date in connec-
tion with such review. The decision under
this paragraph affirming, reversing, or modi-
fying the initial review decision of the plan
shall be the final decision of the plan. Fail-
ure to issue a written decision before the end
of the reconsideration period in any recon-
sideration requested under this paragraph
shall be treated as a final decision affirming
the initial review decision of the plan.

‘‘(E) INDEPENDENT MEDICAL EXPERTS.—
‘‘(i) IN GENERAL.—For purposes of this

paragraph, the term ‘independent medical
expert’ means, in connection with any cov-
erage decision by a group health plan, a pro-
fessional—

‘‘(I) who is a physician or, if appropriate,
another medical professional,

‘‘(II) who has appropriate credentials and
has attained recognized expertise in the ap-
plicable medical field,

‘‘(III) who was not involved in the initial
decision or any earlier review thereof, and

‘‘(IV) who is selected in accordance with
clause (ii) and meets the requirements of
clause (iii).

‘‘(ii) SELECTION OF MEDICAL EXPERTS.—An
independent medical expert is selected in ac-
cordance with this clause if—

‘‘(I) the expert is selected by an inter-
mediary which itself meets the requirements
of clause (iii), by means of a method which
ensures that the identity of the expert is not
disclosed to the plan, any health insurance
issuer offering health insurance coverage to
the aggrieved participant or beneficiary in
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connection with the plan, and the aggrieved
participant or beneficiary under the plan,
and the identities of the plan, the issuer, and
the aggrieved participant or beneficiary are
not disclosed to the expert,

‘‘(II) the expert is selected, by an appro-
priately credentialed panel of physicians
meeting the requirements of clause (iii) es-
tablished by a fully accredited teaching hos-
pital meeting such requirements,

‘‘(III) the expert is selected by an organiza-
tion described in section 1152(1)(A) of the So-
cial Security Act which meets the require-
ments of clause (iii),

‘‘(IV) the expert is selected by an external
review organization which meets the require-
ments of clause (iii) and is accredited by a
private standard-setting organization meet-
ing such requirements and recognized as
such by the Secretary, or

‘‘(V) the expert is selected, by an inter-
mediary or otherwise, in a manner that is,
under regulations issued pursuant to nego-
tiated rulemaking, sufficient to ensure the
expert’s independence,
and the method of selection is devised to rea-
sonably ensure that the expert selected
meets the independence requirements of
clause (iii).

‘‘(iii) INDEPENDENCE REQUIREMENTS.—An
independent medical expert or another en-
tity described in clause (ii) meets the inde-
pendence requirements of this clause if—

‘‘(I) the expert or entity is not affiliated
with any related party,

‘‘(II) any compensation received by such
expert or entity in connection with the ex-
ternal review is reasonable and not contin-
gent on any decision rendered by the expert
or entity,

‘‘(III) under the terms of the plan and any
health insurance coverage offered in connec-
tion with the plan, the plan and the issuer (if
any) have no recourse against the expert or
entity in connection with the external re-
view, and

‘‘(IV) the expert or entity does not other-
wise have a conflict of interest with a relat-
ed party as determined under any regula-
tions which the Secretary may prescribe.

‘‘(iv) RELATED PARTY.—For purposes of
clause (ii)(I), the term ‘related party’
means—

‘‘(I) the plan or any health insurance issuer
offering health insurance coverage in con-
nection with the plan (or any officer, direc-
tor, or management employee of such plan or
issuer),

‘‘(II) the physician or other medical care
provider that provided the medical care in-
volved in the coverage decision,

‘‘(III) the institution at which the medical
care involved in the coverage decision is pro-
vided,

‘‘(IV) the manufacturer of any drug or
other item that was included in the medical
care involved in the coverage decision, or

‘‘(V) any other party determined under any
regulations which the Secretary may pre-
scribe to have a substantial interest in the
coverage decision .

‘‘(v) AFFILIATED.—For purposes of clause
(iii)(I), the term ‘affiliated’ means, in con-
nection with any entity, having a familial,
financial, or professional relationship with,
or interest in, such entity.

‘‘(F) INAPPLICABILITY WITH RESPECT TO
ITEMS AND SERVICES SPECIFICALLY EXCLUDED
FROM COVERAGE.—An adverse coverage deci-
sion based on a determination that an item
or service is excluded from coverage under
the terms of the plan shall not be subject to
review under this paragraph, unless such de-
termination is found in such decision to be
based solely on the fact that the item or
service—

‘‘(i) does not meet the plan’s requirements
for medical appropriateness or necessity, or

‘‘(ii) would constitute experimental treat-
ment or technology (as defined under the
plan).

‘‘(5) PERMITTED ALTERNATIVES TO REQUIRED
INTERNAL REVIEW.—

‘‘(A) IN GENERAL.—A group health plan
shall not be treated as failing to meet the re-
quirements under paragraphs (2)(A)(ii) and
(2)(B)(ii) relating to review of initial cov-
erage decisions for benefits, if—

‘‘(i) in lieu of the procedures relating to re-
view under paragraphs (2)(A)(ii) and (2)(B)(ii)
and in accordance with such regulations (if
any) as may be prescribed by the Secretary—

‘‘(I) the aggrieved participant or bene-
ficiary elects in the request for the review an
alternative dispute resolution procedure
which is available under the plan with re-
spect to similarly situated participants and
beneficiaries, or

‘‘(II) in the case of any such plan or por-
tion thereof which is established and main-
tained pursuant to a bona fide collective bar-
gaining agreement, the plan provides for a
procedure by which such disputes are re-
solved by means of any alternative dispute
resolution procedure,

‘‘(ii) the time limits not exceeding the
time limits otherwise applicable under para-
graphs (2)(A)(ii) and (2)(B)(ii) are incor-
porated in such alternative dispute resolu-
tion procedure,

‘‘(iii) any applicable requirement for re-
view by a physician under paragraph (3), un-
less waived by the participant or beneficiary
(in a manner consistent with such regula-
tions as the Secretary may prescribe to en-
sure equitable procedures), is incorporated in
such alternative dispute resolution proce-
dure, and

‘‘(iv) the plan meets the additional require-
ments of subparagraph (B).

In any case in which a procedure described in
subclause (I) or (II) of clause (i) is utilized
and an alternative dispute resolution proce-
dure is voluntarily elected by the aggrieved
participant or beneficiary, the plan may re-
quire or allow (in a manner consistent with
such regulations as the Secretary may pre-
scribe to ensure equitable procedures) the
aggrieved participant or beneficiary to waive
review of the coverage decision under para-
graph (3), to waive further review of the cov-
erage decision under paragraph (4) or section
502, and to elect an alternative means of ex-
ternal review (other than review under para-
graph (4)).

‘‘(B) ADDITIONAL REQUIREMENTS.—The re-
quirements of this subparagraph are met if
the means of resolution of dispute allow for
adequate presentation by the aggrieved par-
ticipant or beneficiary of scientific and med-
ical evidence supporting the position of such
participant or beneficiary.

‘‘(6) PERMITTED ALTERNATIVES TO REQUIRED
EXTERNAL REVIEW.—A group health plan shall
not be treated as failing to meet the require-
ments of this subsection in connection with
review of coverage decisions under paragraph
(4) if the aggrieved participant or beneficiary
elects to utilize a procedure in connection
with such review which is made generally
available under the plan (in a manner con-
sistent with such regulations as the Sec-
retary may prescribe to ensure equitable
procedures) under which—

‘‘(A) the plan agrees in advance of the rec-
ommendations of the independent medical
expert or experts under paragraph (4)(C)(iii)
to render a final decision in accordance with
such recommendations, and

‘‘(B) the participant or beneficiary waives
in advance any right to review of the final
decision under section 502.

‘‘(7) SPECIAL RULE FOR ACCESS TO SPECIALTY
CARE.— In the case of a request for advance
determination of coverage consisting of a re-

quest by a physician for a determination of
coverage of the services of a specialist with
respect to any condition, if coverage of the
services of such specialist for such condition
is otherwise provided under the plan, the ini-
tial coverage decision referred to in subpara-
graph (A)(i) or (B)(i) of paragraph (2) shall be
issued within the specialty decision period.
For purposes of this paragraph, the term
‘specialist’ means, with respect to a condi-
tion, a physician who has a high level of ex-
pertise through appropriate training and ex-
perience (including, in the case of a child,
appropriate pediatric expertise) to treat the
condition.

‘‘(8) GROUP HEALTH PLAN DEFINED.—For
purposes of this section—

‘‘(A) IN GENERAL.—The term ‘group health
plan’ shall have the meaning provided in sec-
tion 733(a).

‘‘(B) TREATMENT OF PARTNERSHIPS.—The
provisions of paragraphs (1), (2), and (3) of
section 732(d) shall apply.

‘‘(9) OTHER DEFINITIONS.—For purposes of
this subsection—

‘‘(A) REQUEST FOR BENEFIT PAYMENTS.—The
term ‘request for benefit payments’ means a
request, for payment of benefits by a group
health plan for medical care, which is made
by or on behalf of a participant or bene-
ficiary after such medical care has been pro-
vided.

‘‘(B) REQUIRED DETERMINATION OF MEDICAL
NECESSITY.—The term ‘required determina-
tion of medical necessity’ means a deter-
mination required under a group health plan
solely that proposed medical care meets,
under the facts and circumstances at the
time of the determination, the plan’s re-
quirements for medical appropriateness or
necessity (which may be subject to excep-
tions under the plan for fraud or misrepre-
sentation), irrespective of whether the pro-
posed medical care otherwise meets other
terms and conditions of coverage, but only if
such determination does not constitute an
advance determination of coverage (as de-
fined in subparagraph (C)).

‘‘(C) ADVANCE DETERMINATION OF COV-
ERAGE.—The term ‘advance determination of
coverage’ means a determination under a
group health plan that proposed medical care
meets, under the facts and circumstances at
the time of the determination, the plan’s
terms and conditions of coverage (which may
be subject to exceptions under the plan for
fraud or misrepresentation).

‘‘(D) REQUEST FOR ADVANCE DETERMINATION
OF COVERAGE.—The term ‘request for advance
determination of coverage’ means a request
for an advance determination of coverage of
medical care which is made by or on behalf
of a participant or beneficiary before such
medical care is provided.

‘‘(E) REQUEST FOR EXPEDITED ADVANCE DE-
TERMINATION OF COVERAGE.—The term ‘re-
quest for expedited advance determination of
coverage’ means a request for advance deter-
mination of coverage, in any case in which
the proposed medical care constitutes urgent
medical care or emergency medical care.

‘‘(F) REQUEST FOR REQUIRED DETERMINATION
OF MEDICAL NECESSITY.—The term ‘request
for required determination of medical neces-
sity’ means a request for a required deter-
mination of medical necessity for medical
care which is made by or on behalf of a par-
ticipant or beneficiary before the medical
care is provided.

‘‘(G) REQUEST FOR EXPEDITED REQUIRED DE-
TERMINATION OF MEDICAL NECESSITY.—The
term ‘request for expedited required deter-
mination of medical necessity’ means a re-
quest for required determination of medical
necessity in any case in which the proposed
medical care constitutes urgent medical care
or emergency medical care.
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‘‘(H) URGENT MEDICAL CARE.—The term ‘ur-

gent medical care’ means medical care in
any case in which an appropriate physician
has certified in writing (or as otherwise pro-
vided in regulations of the Secretary) that
failure to provide the participant or bene-
ficiary with such medical care within 45 days
can reasonably be expected to result in ei-
ther—

‘‘(i) the imminent death of the participant
or beneficiary, or

‘‘(ii) the immediate, serious, and irrevers-
ible deterioration of the health of the partic-
ipant or beneficiary which will significantly
increase the likelihood of death of, or irrep-
arable harm to, the participant or bene-
ficiary.

‘‘(I) EMERGENCY MEDICAL CARE.—The term
‘emergency medical care’ means medical
care in any case in which an appropriate
physician has certified in writing (or as oth-
erwise provided in regulations of the Sec-
retary)—

‘‘(i) that failure to immediately provide
the care to the participant or beneficiary
could reasonably be expected to result in—

‘‘(I) placing the health of such participant
or beneficiary (or, with respect to such a par-
ticipant or beneficiary who is a pregnant
woman, the health of the woman or her un-
born child) in serious jeopardy,

‘‘(II) serious impairment to bodily func-
tions, or

‘‘(III) serious dysfunction of any bodily
organ or part,
or

‘‘(ii) that immediate provision of the care
is necessary because the participant or bene-
ficiary has made or is at serious risk of mak-
ing an attempt to harm himself or herself or
another individual.

‘‘(J) INITIAL DECISION PERIOD.—The term
‘initial decision period’ means a period of 30
days, or such longer period as may be pre-
scribed in regulations of the Secretary.

‘‘(K) INTERNAL REVIEW PERIOD.—The term
‘internal review period’ means a period of 30
days, or such longer period as may be pre-
scribed in regulations of the Secretary.

‘‘(L) URGENT DECISION PERIOD.—The term
‘urgent decision period’ means a period of 10
days, or such longer period as may be pre-
scribed in regulations of the Secretary.

‘‘(M) EMERGENCY DECISION PERIOD.—The
term ‘emergency decision period’ means a
period of 72 hours, or such longer period as
may be prescribed in regulations of the Sec-
retary.

‘‘(N) SPECIALTY DECISION PERIOD.—The
term ‘specialty decision period’ means a pe-
riod of 72 hours, or such longer period as may
be prescribed in regulations of the Secretary.

‘‘(O) RECONSIDERATION PERIOD.—The term
‘reconsideration period’ means a period of 25
days, or such longer period as may be pre-
scribed in regulations of the Secretary, ex-
cept that—

‘‘(i) in the case of a decision involving ur-
gent medical care, such term means the ur-
gent decision period, and

‘‘(ii) in the case of a decision involving
emergency medical care, such term means
the emergency decision period.

‘‘(P) FILING COMPLETION DATE.—The term
‘filing completion date’ means, in connection
with a group health plan, the date as of
which the plan is in receipt of all informa-
tion reasonably required (in writing or in
such other reasonable form as may be speci-
fied by the plan) to make an initial coverage
decision.

‘‘(Q) REVIEW FILING DATE.—The term ‘re-
view filing date’ means, in connection with a
group health plan, the date as of which the
appropriate named fiduciary (or the inde-
pendent medical expert or experts in the case
of a review under paragraph (4)) is in receipt
of all information reasonably required (in

writing or in such other reasonable form as
may be specified by the plan) to make a deci-
sion to affirm, modify, or reverse a coverage
decision.

‘‘(R) MEDICAL CARE.—The term ‘medical
care’ has the meaning provided such term by
section 733(a)(2).

‘‘(S) HEALTH INSURANCE COVERAGE.—The
term ‘health insurance coverage’ has the
meaning provided such term by section
733(b)(1).

‘‘(T) HEALTH INSURANCE ISSUER.—The term
‘health insurance issuer’ has the meaning
provided such term by section 733(b)(2).

‘‘(U) WRITTEN OR IN WRITING.—
‘‘(i) IN GENERAL.—A request or decision

shall be deemed to be ‘written’ or ‘in writing’
if such request or decision is presented in a
generally recognized printable or electronic
format. The Secretary may by regulation
provide for presentation of information oth-
erwise required to be in written form in such
other forms as may be appropriate under the
circumstances.

‘‘(ii) MEDICAL APPROPRIATENESS OR EXPERI-
MENTAL TREATMENT DETERMINATIONS.—For
purposes of this subparagraph, in the case of
a request for advance determination of cov-
erage, a request for expedited advance deter-
mination of coverage, a request for required
determination of medical necessity, or a re-
quest for expedited required determination
of medical necessity, if the decision on such
request is conveyed to the provider of medi-
cal care or to the participant or beneficiary
by means of telephonic or other electronic
communications, such decision shall be
treated as a written decision.’’.

(b) CIVIL PENALTIES.—
(1) IN GENERAL.—Section 502(c) of such Act

(29 U.S.C. 1132(c)) is amended by redesignat-
ing paragraphs (6) and (7) as paragraphs (7)
and (8), respectively, and by inserting after
paragraph (5) the following new paragraph:

‘‘(6)(A)(i) In any case in which—
‘‘(I) a benefit under a group health plan (as

defined in section 503(b)(8)) is not timely pro-
vided to a participant or beneficiary pursu-
ant to a final decision of the plan which was
not in accordance with the terms of the plan
or this title, and

‘‘(II) such final decision of the plan is con-
trary to a recommendation described in sec-
tion 503(b)(4)(C)(iii),
any person acting in the capacity of a fidu-
ciary of such plan so as to cause such failure
may, in the court’s discretion, be liable to
the aggrieved participant or beneficiary for a
civil penalty.

‘‘(ii) Such civil penalty shall be in the
amount of up to $500 a day (or up to $1,000 a
day in case of a bad faith failure) from the
date on which the recommendation was
made to the plan until the date the failure to
provide benefits is corrected, up to a total
amount not to exceed $250,000.

‘‘(B) In any action commenced under sub-
section (a) by a participant or beneficiary
with respect to a group health plan (as de-
fined in section 503(b)(8)) in which the plain-
tiff alleges that a person, in the capacity of
a fiduciary and in violation of the terms of
the plan or this title, has taken an action re-
sulting in an adverse coverage decision in
violation of the terms of the plan, or has
failed to take an action for which such per-
son is responsible under the plan and which
is necessary under the plan for a favorable
coverage decision, upon finding in favor of
the plaintiff, if such action was commenced
after a final decision of the plan upon review
which included a review under section
503(b)(4) or such action was commenced
under subsection (b)(4) of this section, the
court shall cause to be served on the defend-
ant an order requiring the defendant—

‘‘(i) to cease and desist from the alleged ac-
tion or failure to act, and

‘‘(ii) to pay to the plaintiff a reasonable at-
torney’s fee and other reasonable costs relat-
ing to the prosecution of the action on the
charges on which the plaintiff prevails.
The remedies provided under this subpara-
graph shall be in addition to remedies other-
wise provided under this section.

‘‘(C)(i) The Secretary may assess a civil
penalty against a person acting in the capac-
ity of a fidicuary of one or more group
health plans (as defined in section 503(b)(8))
for—

‘‘(I) any pattern or practice of repeated ad-
verse coverage decisions in violation of the
terms of the plan or plans or this title, or

‘‘(II) any pattern or practice of repeated
violations of the requirements of section 503
with respect to such plan or plans.
Such penalty shall be payable only upon
proof by clear and convincing evidence of
such pattern or practice.

‘‘(ii) Such penalty shall be in an amount
not to exceed the lesser of—

‘‘(I) 5 percent of the aggregate value of
benefits shown by the Secretary to have not
been provided, or unlawfully delayed in vio-
lation of section 503, under such pattern or
practice, or

‘‘(II) $100,000.
‘‘(iii) Any person acting in the capacity of

a fiduciary of a group health plan or plans
who has engaged in any such pattern or prac-
tice with respect to such plans, upon the pe-
tition of the Secretary, may be removed by
the court from that position, and from any
other involvement, with respect to such plan
or plans, and may be precluded from return-
ing to any such position or involvement for
a period determined by the court.’’.

(2) CONFORMING AMENDMENT.—Section
502(a)(6) of such Act (29 U.S.C. 1132(a)(6)) is
amended by striking ‘‘, or (6)’’ and inserting
‘‘, (6), or (7)’’.

(c) EXPEDITED COURT REVIEW.—Section 502
of such Act (29 U.S.C. 1132) is amended—

(1) in subsection (a)(8), by striking ‘‘or’’ at
the end;

(2) in subsection (a)(9), by striking the pe-
riod and inserting ‘‘; or’’;

(3) by adding at the end of subsection (a)
the following new paragraph:

‘‘(10) by a participant or beneficiary for ap-
propriate relief under subsection (b)(4).’’.

(4) by adding at the end of subsection (b)
the following new paragraph:

‘‘(4) In any case in which exhaustion of ad-
ministrative remedies in accordance with
paragraph (2)(A)(ii) or (2)(B)(ii) of section
503(b) otherwise necessary for an action for
relief under paragraph (1)(B) or (3) of sub-
section (a) has not been obtained and it is
demonstrated to the court by means of cer-
tification by an appropriate physician that
such exhaustion is not reasonably attainable
under the facts and circumstances without
undue risk of irreparable harm to the health
of the participant or beneficiary, a civil ac-
tion may be brought by a participant or ben-
eficiary to obtain appropriate equitable re-
lief. Any determinations made under para-
graph (2)(A)(ii) or (2)(B)(ii) of section 503(b)
made while an action under this paragraph is
pending shall be given due consideration by
the court in any such action.’’.

(d) STANDARD OF REVIEW UNAFFECTED.—
The standard of review under section 502 of
the Employee Retirement Income Security
Act of 1974 (as amended by this section) shall
continue on and after the date of the enact-
ment of this Act to be the standard of review
which was applicable under such section as
of immediately before such date.

(e) CONCURRENT JURISDICTION.—Section
502(e)(1) of such Act (29 U.S.C. 1132(e)(1)) is
amended—

(1) in the first sentence, by striking ‘‘under
subsection (a)(1)(B) of this section’’ and in-
serting ‘‘under subsection (a)(1)(A) for relief
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under subsection (c)(6), under subsection
(a)(1)(B), and under subsection (b)(4)’’; and

(2) in the last sentence, by striking ‘‘of ac-
tions under paragraphs (1)(B) and (7) of sub-
section (a) of this section’’ and inserting ‘‘of
actions under paragraph (1)(A) of subsection
(a) for relief under subsection (c)(6) and of
actions under paragraphs (1)(B) and (7) of
subsection (a) and paragraph (4) of sub-
section (b)’’.
SEC. 1202. EFFECTIVE DATE.

(a) IN GENERAL.—The amendments made by
this subtitle shall apply with respect to
grievances arising in plan years beginning on
or after January 1 of the second calendar
year following the date of the enactment of
this Act. The Secretary shall first issue all
regulations necessary to carry out the
amendments made by this subtitle before
such date.

(b) LIMITATION ON ENFORCEMENT ACTIONS.—
No enforcement action shall be taken, pursu-
ant to the amendments made by this sub-
title, against a group health plan or health
insurance issuer with respect to a violation
of a requirement imposed by such amend-
ments before the date of issuance of final
regulations issued in connection with such
requirement, if the plan or issuer has sought
to comply in good faith with such require-
ment.

(c) COLLECTIVE BARGAINING AGREEMENTS.—
Any plan amendment made pursuant to a
collective bargaining agreement relating to
the plan which amends the plan solely to
conform to any requirement added by this
subtitle shall not be treated as a termination
of such collective bargaining agreement.

Subtitle D—Affordable Health Coverage for
Employees of Small Businesses

SEC. 1301. SHORT TITLE OF SUBTITLE.
This subtitle may be cited as the ‘‘Small

Business Affordable Health Coverage Act of
1998’’.
SEC. 1302. RULES GOVERNING ASSOCIATION

HEALTH PLANS.
(a) IN GENERAL.—Subtitle B of title I of the

Employee Retirement Income Security Act
of 1974 is amended by adding after part 7 the
following new part:

‘‘PART 8—RULES GOVERNING ASSOCIATION
HEALTH PLANS

‘‘SEC. 801. ASSOCIATION HEALTH PLANS.
‘‘(a) IN GENERAL.—For purposes of this

part, the term ‘association health plan’
means a group health plan—

‘‘(1) whose sponsor is (or is deemed under
this part to be) described in subsection (b),
and

‘‘(2) under which at least one option of
health insurance coverage offered by a
health insurance issuer (which may include,
among other options, managed care options,
point of service options, and preferred pro-
vider options) is provided to participants and
beneficiaries, unless, for any plan year, such
coverage remains unavailable to the plan de-
spite good faith efforts exercised by the plan
to secure such coverage.

‘‘(b) SPONSORSHIP.—The sponsor of a group
health plan is described in this subsection if
such sponsor—

‘‘(1) is organized and maintained in good
faith, with a constitution and bylaws specifi-
cally stating its purpose and providing for
periodic meetings on at least an annual
basis, as a trade association, an industry as-
sociation (including a rural electric coopera-
tive association or a rural telephone cooper-
ative association), a professional associa-
tion, or a chamber of commerce (or similar
business association, including a corporation
or similar organization that operates on a
cooperative basis (within the meaning of sec-
tion 1381 of the Internal Revenue Code of
1986)), for substantial purposes other than
that of obtaining or providing medical care,

‘‘(2) is established as a permanent entity
which receives the active support of its
members and collects from its members on a
periodic basis dues or payments necessary to
maintain eligibility for membership in the
sponsor, and

‘‘(3) does not condition membership, such
dues or payments, or coverage under the
plan on the basis of health status-related
factors with respect to the employees of its
members (or affiliated members), or the de-
pendents of such employees, and does not
condition such dues or payments on the basis
of group health plan participation.
Any sponsor consisting of an association of
entities which meet the requirements of
paragraphs (1) and (2) shall be deemed to be
a sponsor described in this subsection.
‘‘SEC. 802. CERTIFICATION OF ASSOCIATION

HEALTH PLANS.
‘‘(a) IN GENERAL.—The applicable author-

ity shall prescribe by regulation a procedure
under which, subject to subsection (b), the
applicable authority shall certify association
health plans which apply for certification as
meeting the requirements of this part.

‘‘(b) STANDARDS.—Under the procedure pre-
scribed pursuant to subsection (a), the appli-
cable authority shall certify an association
health plan as meeting the requirements of
this part only if the applicable authority is
satisfied that—

‘‘(1) such certification—
‘‘(A) is administratively feasible,
‘‘(B) is not adverse to the interests of the

individuals covered under the plan, and
‘‘(C) is protective of the rights and benefits

of the individuals covered under the plan,
and

‘‘(2) the applicable requirements of this
part are met (or, upon the date on which the
plan is to commence operations, will be met)
with respect to the plan.

‘‘(c) REQUIREMENTS APPLICABLE TO CER-
TIFIED PLANS.—An association health plan
with respect to which certification under
this part is in effect shall meet the applica-
ble requirements of this part, effective on
the date of certification (or, if later, on the
date on which the plan is to commence oper-
ations).

‘‘(d) REQUIREMENTS FOR CONTINUED CER-
TIFICATION.—The applicable authority may
provide by regulation for continued certifi-
cation of association health plans under this
part, including requirements relating to
commencement of new benefit options by
plans which do not consist of health insur-
ance coverage.

‘‘(e) CLASS CERTIFICATION FOR FULLY IN-
SURED PLANS.—The applicable authority
shall establish a class certification proce-
dure for association health plans under
which all benefits consist of health insurance
coverage. Under such procedure, the applica-
ble authority shall provide for the granting
of certification under this part to the plans
in each class of such association health plans
upon appropriate filing under such procedure
in connection with plans in such class and
payment of the prescribed fee under section
807(a).
‘‘SEC. 803. REQUIREMENTS RELATING TO SPON-

SORS AND BOARDS OF TRUSTEES.
‘‘(a) SPONSOR.—The requirements of this

subsection are met with respect to an asso-
ciation health plan if—

‘‘(1) the sponsor (together with its imme-
diate predecessor, if any) has met (or is
deemed under this part to have met) for a
continuous period of not less than 3 years
ending with the date of the application for
certification under this part, the require-
ments of paragraphs (1) and (2) of section
801(b), and

‘‘(2) the sponsor meets (or is deemed under
this part to meet) the requirements of sec-
tion 801(b)(3).

‘‘(b) BOARD OF TRUSTEES.—The require-
ments of this subsection are met with re-
spect to an association health plan if the fol-
lowing requirements are met:

‘‘(1) FISCAL CONTROL.—The plan is oper-
ated, pursuant to a trust agreement, by a
board of trustees which has complete fiscal
control over the plan and which is respon-
sible for all operations of the plan.

‘‘(2) RULES OF OPERATION AND FINANCIAL
CONTROLS.—The board of trustees has in ef-
fect rules of operation and financial con-
trols, based on a 3-year plan of operation,
adequate to carry out the terms of the plan
and to meet all requirements of this title ap-
plicable to the plan.

‘‘(3) RULES GOVERNING RELATIONSHIP TO
PARTICIPATING EMPLOYERS AND TO CONTRAC-
TORS.—

‘‘(A) IN GENERAL.—Except as provided in
subparagraph (B), the members of the board
of trustees are individuals selected from in-
dividuals who are the owners, officers, direc-
tors, or employees of the participating em-
ployers or who are partners in the partici-
pating employers and actively participate in
the business.

‘‘(B) LIMITATION.—
‘‘(i) GENERAL RULE.—Except as provided in

clauses (ii) and (iii), no such member is an
owner, officer, director, or employee of, or
partner in, a contract administrator or other
service provider to the plan.

‘‘(ii) LIMITED EXCEPTION FOR PROVIDERS OF
SERVICES SOLELY ON BEHALF OF THE SPON-
SOR.—Officers or employees of a sponsor
which is a service provider (other than a con-
tract administrator) to the plan may be
members of the board if they constitute not
more than 25 percent of the membership of
the board and they do not provide services to
the plan other than on behalf of the sponsor.

‘‘(iii) TREATMENT OF PROVIDERS OF MEDICAL
CARE.—In the case of a sponsor which is an
association whose membership consists pri-
marily of providers of medical care, clause
(i) shall not apply in the case of any service
provider described in subparagraph (A) who
is a provider of medical care under the plan.

‘‘(C) SOLE AUTHORITY.—The board has sole
authority to approve applications for partici-
pation in the plan and to contract with a
service provider to administer the day-to-
day affairs of the plan.

‘‘(c) TREATMENT OF FRANCHISE NET-
WORKS.—In the case of a group health plan
which is established and maintained by a
franchiser for a franchise network consisting
of its franchisees—

‘‘(1) the requirements of subsection (a) and
section 801(a)(1) shall be deemed met if such
requirements would otherwise be met if the
franchiser were deemed to be the sponsor re-
ferred to in section 801(b), such network were
deemed to be an association described in sec-
tion 801(b), and each franchisee were deemed
to be a member (of the association and the
sponsor) referred to in section 801(b), and

‘‘(2) the requirements of section 804(a)(1)
shall be deemed met.

‘‘(d) CERTAIN COLLECTIVELY BARGAINED
PLANS.—

‘‘(1) IN GENERAL.—In the case of a group
health plan described in paragraph (2)—

‘‘(A) the requirements of subsection (a) and
section 801(a)(1) shall be deemed met,

‘‘(B) the joint board of trustees shall be
deemed a board of trustees with respect to
which the requirements of subsection (b) are
met, and

‘‘(C) the requirements of section 804 shall
be deemed met.

‘‘(2) REQUIREMENTS.—A group health plan
is described in this paragraph if—

‘‘(A) the plan is a multiemployer plan, or
‘‘(B) the plan is in existence on April 1,

1997, and would be described in section
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3(40)(A)(i) but solely for the failure to meet
the requirements of section 3(40)(C)(ii).
‘‘SEC. 804. PARTICIPATION AND COVERAGE RE-

QUIREMENTS.
‘‘(a) COVERED EMPLOYERS AND INDIVID-

UALS.—The requirements of this subsection
are met with respect to an association
health plan if, under the terms of the plan—

‘‘(1) all participating employers must be
members or affiliated members of the spon-
sor, except that, in the case of a sponsor
which is a professional association or other
individual-based association, if at least one
of the officers, directors, or employees of an
employer, or at least one of the individuals
who are partners in an employer and who ac-
tively participates in the business, is a mem-
ber or affiliated member of the sponsor, par-
ticipating employers may also include such
employer, and

‘‘(2) all individuals commencing coverage
under the plan after certification under this
part must be—

‘‘(A) active or retired owners (including
self-employed individuals), officers, direc-
tors, or employees of, or partners in, partici-
pating employers, or

‘‘(B) the beneficiaries of individuals de-
scribed in subparagraph (A).

‘‘(b) COVERAGE OF PREVIOUSLY UNINSURED
EMPLOYEES.—

‘‘(1) IN GENERAL.—Subject to paragraph (2),
the requirements of this subsection are met
with respect to an association health plan if,
under the terms of the plan, no affiliated
member of the sponsor may be offered cov-
erage under the plan as a participating em-
ployer, unless—

‘‘(A) the affiliated member was an affili-
ated member on the date of certification
under this part, or

‘‘(B) during the 12-month period preceding
the date of the offering of such coverage, the
affiliated member has not maintained or
contributed to a group health plan with re-
spect to any of its employees who would oth-
erwise be eligible to participate in such asso-
ciation health plan.

‘‘(2) LIMITATION.—The requirements of this
subsection shall apply only in the case of
plans which were in existence on the date of
the enactment of the Small Business Afford-
able Health Coverage Act of 1998.

‘‘(c) INDIVIDUAL MARKET UNAFFECTED.—The
requirements of this subsection are met with
respect to an association health plan if,
under the terms of the plan, no participating
employer may provide health insurance cov-
erage in the individual market for any em-
ployee not covered under the plan which is
similar to the coverage contemporaneously
provided to employees of the employer under
the plan, if such exclusion of the employee
from coverage under the plan is based on a
health status-related factor with respect to
the employee and such employee would, but
for such exclusion on such basis, be eligible
for coverage under the plan.

‘‘(d) PROHIBITION OF DISCRIMINATION
AGAINST EMPLOYERS AND EMPLOYEES ELIGI-
BLE TO PARTICIPATE.—The requirements of
this subsection are met with respect to an
association health plan if—

‘‘(1) under the terms of the plan, no em-
ployer meeting the preceding requirements
of this section is excluded as a participating
employer, unless participation or contribu-
tion requirements of the type referred to in
section 2711 of the Public Health Service Act
are not met with respect to the excluded em-
ployer,

‘‘(2) the applicable requirements of sec-
tions 701, 702, and 703 are met with respect to
the plan, and

‘‘(3) applicable benefit options under the
plan are actively marketed to all eligible
participating employers.

‘‘SEC. 805. OTHER REQUIREMENTS RELATING TO
PLAN DOCUMENTS, CONTRIBUTION
RATES, AND BENEFIT OPTIONS.

‘‘(a) IN GENERAL.—The requirements of this
section are met with respect to an associa-
tion health plan if the following require-
ments are met:

‘‘(1) CONTENTS OF GOVERNING INSTRU-
MENTS.—The instruments governing the plan
include a written instrument, meeting the
requirements of an instrument required
under section 402(a)(1), which—

‘‘(A) provides that the board of trustees
serves as the named fiduciary required for
plans under section 402(a)(1) and serves in
the capacity of a plan administrator (re-
ferred to in section 3(16)(A)),

‘‘(B) provides that the sponsor of the plan
is to serve as plan sponsor (referred to in sec-
tion 3(16)(B)), and

‘‘(C) incorporates the requirements of sec-
tion 806.

‘‘(2) CONTRIBUTION RATES MUST BE NON-
DISCRIMINATORY.—

‘‘(A) The contribution rates for any par-
ticipating small employer do not vary on the
basis of the claims experience of such em-
ployer and do not vary on the basis of the
type of business or industry in which such
employer is engaged.

‘‘(B) Nothing in this title or any other pro-
vision of law shall be construed to preclude
an association health plan, or a health insur-
ance issuer offering health insurance cov-
erage in connection with an association
health plan, from

‘‘(i) setting contribution rates based on the
claims experience of the plan, or

‘‘(ii) varying contribution rates for small
employers in a State to the extent that such
rates could vary using the same methodol-
ogy employed in such State for regulating
premium rates in the small group market,
subject to the requirements of section 702(b)
relating to contribution rates.

‘‘(3) FLOOR FOR NUMBER OF COVERED INDI-
VIDUALS WITH RESPECT TO CERTAIN PLANS.—If
any benefit option under the plan does not
consist of health insurance coverage, the
plan has as of the beginning of the plan year
not fewer than 1,000 participants and bene-
ficiaries.

‘‘(4) MARKETING REQUIREMENTS.—
‘‘(A) IN GENERAL.—If a benefit option which

consists of health insurance coverage is of-
fered under the plan, State-licensed insur-
ance agents shall be used to distribute to
small employers coverage which does not
consist of health insurance coverage in a
manner comparable to the manner in which
such agents are used to distribute health in-
surance coverage.

‘‘(B) STATE-LICENSED INSURANCE AGENTS.—
For purposes of subparagraph (A), the term
‘State-licensed insurance agents’ means one
or more agents who are licensed in a State
and are subject to the laws of such State re-
lating to licensure, qualification, testing, ex-
amination, and continuing education of per-
sons authorized to offer, sell, or solicit
health insurance coverage in such State.

‘‘(5) REGULATORY REQUIREMENTS.—Such
other requirements as the applicable author-
ity may prescribe by regulation as necessary
to carry out the purposes of this part.

‘‘(b) ABILITY OF ASSOCIATION HEALTH PLANS
TO DESIGN BENEFIT OPTIONS.—Nothing in this
part or any provision of State law (as defined
in section 514(c)(1)) shall be construed to pre-
clude an association health plan, or a health
insurance issuer offering health insurance
coverage in connection with an association
health plan, from exercising its sole discre-
tion in selecting the specific items and serv-
ices consisting of medical care to be included
as benefits under such plan or coverage, ex-
cept (subject to section 514) in the case of
any law to the extent that it (1) prohibits an

exclusion of a specific disease from such cov-
erage, or (2) is not preempted under section
731(a)(1) with respect to matters governed by
section 711 or 712.
‘‘SEC. 806. MAINTENANCE OF RESERVES AND

PROVISIONS FOR SOLVENCY FOR
PLANS PROVIDING HEALTH BENE-
FITS IN ADDITION TO HEALTH IN-
SURANCE COVERAGE.

‘‘(a) IN GENERAL.—The requirements of this
section are met with respect to an associa-
tion health plan if—

‘‘(1) the benefits under the plan consist
solely of health insurance coverage, or

‘‘(2) if the plan provides any additional
benefit options which do not consist of
health insurance coverage, the plan—

‘‘(A) establishes and maintains reserves
with respect to such additional benefit op-
tions, in amounts recommended by the quali-
fied actuary, consisting of—

‘‘(i) a reserve sufficient for unearned con-
tributions,

‘‘(ii) a reserve sufficient for benefit liabil-
ities which have been incurred, which have
not been satisfied, and for which risk of loss
has not yet been transferred, and for ex-
pected administrative costs with respect to
such benefit liabilities,

‘‘(iii) a reserve sufficient for any other ob-
ligations of the plan, and

‘‘(iv) a reserve sufficient for a margin of
error and other fluctuations, taking into ac-
count the specific circumstances of the plan,
and

‘‘(B) establishes and maintains aggregate
and specific excess/stop loss insurance and
solvency indemnification, with respect to
such additional benefit options for which
risk of loss has not yet been transferred, as
follows:

‘‘(i) The plan shall secure aggregate excess/
stop loss insurance for the plan with an at-
tachment point which is not greater than 125
percent of expected gross annual claims. The
applicable authority may by regulation pro-
vide for upward adjustments in the amount
of such percentage in specified cir-
cumstances in which the plan specifically
provides for and maintains reserves in excess
of the amounts required under subparagraph
(A).

‘‘(ii) The plan shall secure specific excess/
stop loss insurance for the plan with an at-
tachment point which is at least equal to an
amount recommended by the plan’s qualified
actuary (but not more than $200,000). The ap-
plicable authority may by regulation provide
for adjustments in the amount of such insur-
ance in specified circumstances in which the
plan specifically provides for and maintains
reserves in excess of the amounts required
under subparagraph (A).

‘‘(iii) The plan shall secure indemnification
insurance for any claims which the plan is
unable to satisfy by reason of a plan termi-
nation.
Any regulations prescribed by the applicable
authority pursuant to clause (i) or (ii) of sub-
paragraph (B) may allow for such adjust-
ments in the required levels of excess/stop
loss insurance as the qualified actuary may
recommend, taking into account the specific
circumstances of the plan.

‘‘(b) MINIMUM SURPLUS IN ADDITION TO
CLAIMS RESERVES.—The requirements of this
subsection are met if the plan establishes
and maintains surplus in an amount at least
equal to $2,000,000, reduced in accordance
with a scale, prescribed in regulations of the
applicable authority to an amount not less
than $500,000, based on the level of aggregate
and specific excess/stop loss insurance pro-
vided with respect to such plan.

‘‘(c) ADDITIONAL REQUIREMENTS.—In the
case of any association health plan described
in subsection (a)(2), the applicable authority
may provide such additional requirements
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relating to reserves and excess/stop loss in-
surance as the applicable authority considers
appropriate. Such requirements may be pro-
vided, by regulation or otherwise, with re-
spect to any such plan or any class of such
plans.

‘‘(d) ADJUSTMENTS FOR EXCESS/STOP LOSS
INSURANCE.—The applicable authority may
provide for adjustments to the levels of re-
serves otherwise required under subsections
(a) and (b) with respect to any plan or class
of plans to take into account excess/stop loss
insurance provided with respect to such plan
or plans.

‘‘(e) ALTERNATIVE MEANS OF COMPLIANCE.—
The applicable authority may permit an as-
sociation health plan described in subsection
(a)(2) to substitute, for all or part of the re-
quirements of this section (except subsection
(a)(2)(B)(iii)), such security, guarantee, hold-
harmless arrangement, or other financial ar-
rangement as the applicable authority deter-
mines to be adequate to enable the plan to
fully meet all its financial obligations on a
timely basis and is otherwise no less protec-
tive of the interests of participants and bene-
ficiaries than the requirements for which it
is substituted. The applicable authority may
take into account, for purposes of this sub-
section, evidence provided by the plan or
sponsor which demonstrates an assumption
of liability with respect to the plan. Such
evidence may be in the form of a contract of
indemnification, lien, bonding, insurance,
letter of credit, recourse under applicable
terms of the plan in the form of assessments
of participating employers, security, or
other financial arrangement.

‘‘(f) MEASURES TO ENSURE CONTINUED PAY-
MENT OF BENEFITS BY CERTAIN PLANS IN DIS-
TRESS.—

‘‘(1) PAYMENTS BY CERTAIN PLANS TO ASSO-
CIATION HEALTH PLAN FUND.—

‘‘(A) IN GENERAL.—In the case of an asso-
ciation health plan described in subsection
(a)(2), the requirements of this subsection
are met if the plan makes payments into the
Association Health Plan Fund under this
subparagraph when they are due. Such pay-
ments shall consist of annual payments in
the amount of $5,000, and, in addition to such
annual payments, such supplemental pay-
ments as the Secretary may determine to be
necessary under paragraph (2). Payments
under this paragraph are payable to the
Fund at the time determined by the Sec-
retary. Initial payments are due in advance
of certification under this part. Payments
shall continue to accrue until a plan’s assets
are distributed pursuant to a termination
procedure.

‘‘(B) PENALTIES FOR FAILURE TO MAKE PAY-
MENTS.—If any payment is not made by a
plan when it is due, a late payment charge of
not more than 100 percent of the payment
which was not timely paid shall be payable
by the plan to the Fund.

‘‘(C) CONTINUED DUTY OF THE SECRETARY.—
The Secretary shall not cease to carry out
the provisions of paragraph (2) on account of
the failure of a plan to pay any payment
when due.

‘‘(2) PAYMENTS BY SECRETARY TO CONTINUE
EXCESS STOP/LOSS INSURANCE COVERAGE AND
INDEMNIFICATION INSURANCE COVERAGE FOR
CERTAIN PLANS.—In any case in which the ap-
plicable authority determines that there is,
or that there is reason to believe that there
will be, (A) a failure to take necessary cor-
rective actions under section 809(a) with re-
spect to an association health plan described
in subsection (a)(2), or (B) a termination of
such a plan under section 809(b) or 810(b)(8)
(and, if the applicable authority is not the
Secretary, certifies such determination to
the Secretary), the Secretary shall deter-
mine the amounts necessary to make pay-
ments to an insurer (designated by the Sec-

retary) to maintain in force excess/stop loss
insurance coverage or indemnification insur-
ance coverage for such plan, if the Secretary
determines that there is a reasonable expec-
tation that, without such payments, claims
would not be satisfied by reason of termi-
nation of such coverage. The Secretary shall,
to the extent provided in advance in appro-
priation Acts, pay such amounts so deter-
mined to the insurer designated by the Sec-
retary.

‘‘(3) ASSOCIATION HEALTH PLAN FUND.—
‘‘(A) IN GENERAL.—There is established on

the books of the Treasury a fund to be
known as the ‘Association Health Plan
Fund’. The Fund shall be available for mak-
ing payments pursuant to paragraph (2). The
Fund shall be credited with payments re-
ceived pursuant to paragraph (1)(A), pen-
alties received pursuant to paragraph (1)(B),
and earnings on investments of amounts of
the Fund under subparagraph (B).

‘‘(B) INVESTMENT.—Whenever the Secretary
determines that the moneys of the fund are
in excess of current needs, the Secretary
may request the investment of such amounts
as the Secretary determines advisable by the
Secretary of the Treasury in obligations
issued or guaranteed by the United States.

‘‘(g) EXCESS/STOP LOSS INSURANCE.—For
purposes of this section—

‘‘(1) AGGREGATE EXCESS/STOP LOSS INSUR-
ANCE.—The term ‘aggregate excess/stop loss
insurance’ means, in connection with an as-
sociation health plan, a contract—

‘‘(A) under which an insurer (meeting such
minimum standards as may be prescribed in
regulations of the applicable authority) pro-
vides for payment to the plan with respect to
aggregate claims under the plan in excess of
an amount or amounts specified in such con-
tract,

‘‘(B) which is guaranteed renewable, and
‘‘(C) which allows for payment of pre-

miums by any third party on behalf of the
insured plan.

‘‘(2) SPECIFIC EXCESS/STOP LOSS INSUR-
ANCE.—The term ‘specific excess/stop loss in-
surance’ means , in connection with an asso-
ciation health plan, a contract—

‘‘(A) under which an insurer (meeting such
minimum standards as may be prescribed in
regulations of the applicable authority) pro-
vides for payment to the plan with respect to
claims under the plan in connection with a
covered individual in excess of an amount or
amounts specified in such contract in con-
nection with such covered individual,

‘‘(B) which is guaranteed renewable, and
‘‘(C) which allows for payment of pre-

miums by any third party on behalf of the
insured plan.

‘‘(h) INDEMNIFICATION INSURANCE.—For pur-
poses of this section, the term ‘indemnifica-
tion insurance’ means, in connection with an
association health plan, a contract—

‘‘(1) under which an insurer (meeting such
minimum standards as may be prescribed in
regulations of the applicable authority) pro-
vides for payment to the plan with respect to
claims under the plan which the plan is un-
able to satisfy by reason of a termination
pursuant to section 809(b) (relating to man-
datory termination),

‘‘(2) which is guaranteed renewable and
noncancellable for any reason (except as
may be provided in regulations of the appli-
cable authority), and

‘‘(3) which allows for payment of premiums
by any third party on behalf of the insured
plan.

‘‘(i) RESERVES.—For purposes of this sec-
tion, the term ‘reserves’ means, in connec-
tion with an association health plan, plan as-
sets which meet the fiduciary standards
under part 4 and such additional require-
ments regarding liquidity as may be pre-

scribed in regulations of the applicable au-
thority.

‘‘(j) REGULATIONS PRESCRIBED UNDER NEGO-
TIATED RULEMAKING.—The regulations under
this section shall be prescribed under nego-
tiated rulemaking in accordance with sub-
chapter III of chapter 5 of title 5, United
States Code, except that, in establishing the
negotiated rulemaking committee for pur-
poses of such rulemaking, the applicable au-
thority shall include among persons invited
to membership on the committee at least
one of each of the following:

‘‘(1) a representative of the National Asso-
ciation of Insurance Commissioners,

‘‘(2) a representative of the American
Academy of Actuaries,

‘‘(3) a representative of the State govern-
ments, or their interests,

‘‘(4) a representative of existing self-in-
sured arrangements, or their interests,

‘‘(5) a representative of associations of the
type referred to in section 801(b)(1), or their
interests, and

‘‘(6) a representative of multiemployer
plans that are group health plans, or their
interests.
‘‘SEC. 807. REQUIREMENTS FOR APPLICATION

AND RELATED REQUIREMENTS.
‘‘(a) FILING FEE.—Under the procedure pre-

scribed pursuant to section 802(a), an asso-
ciation health plan shall pay to the applica-
ble authority at the time of filing an applica-
tion for certification under this part a filing
fee in the amount of $5,000, which shall be
available in the case of the Secretary, to the
extent provided in appropriation Acts, for
the sole purpose of administering the certifi-
cation procedures applicable with respect to
association health plans.

‘‘(b) INFORMATION TO BE INCLUDED IN AP-
PLICATION FOR CERTIFICATION.—An applica-
tion for certification under this part meets
the requirements of this section only if it in-
cludes, in a manner and form prescribed in
regulations of the applicable authority, at
least the following information:

‘‘(1) IDENTIFYING INFORMATION.—The names
and addresses of—

‘‘(A) the sponsor, and
‘‘(B) the members of the board of trustees

of the plan.
‘‘(2) STATES IN WHICH PLAN INTENDS TO DO

BUSINESS.—The States in which participants
and beneficiaries under the plan are to be lo-
cated and the number of them expected to be
located in each such State.

‘‘(3) BONDING REQUIREMENTS.—Evidence
provided by the board of trustees that the
bonding requirements of section 412 will be
met as of the date of the application or (if
later) commencement of operations.

‘‘(4) PLAN DOCUMENTS.—A copy of the docu-
ments governing the plan (including any by-
laws and trust agreements), the summary
plan description, and other material describ-
ing the benefits that will be provided to par-
ticipants and beneficiaries under the plan.

‘‘(5) AGREEMENTS WITH SERVICE PROVID-
ERS.—A copy of any agreements between the
plan and contract administrators and other
service providers.

‘‘(6) FUNDING REPORT.—In the case of asso-
ciation health plans providing benefits op-
tions in addition to health insurance cov-
erage, a report setting forth information
with respect to such additional benefit op-
tions determined as of a date within the 120-
day period ending with the date of the appli-
cation, including the following:

‘‘(A) RESERVES.—A statement, certified by
the board of trustees of the plan, and a state-
ment of actuarial opinion, signed by a quali-
fied actuary, that all applicable require-
ments of section 806 are or will be met in ac-
cordance with regulations which the applica-
ble authority shall prescribe.
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‘‘(B) ADEQUACY OF CONTRIBUTION RATES.—A

statement of actuarial opinion, signed by a
qualified actuary, which sets forth a descrip-
tion of the extent to which contribution
rates are adequate to provide for the pay-
ment of all obligations and the maintenance
of required reserves under the plan for the
12-month period beginning with such date
within such 120-day period, taking into ac-
count the expected coverage and experience
of the plan. If the contribution rates are not
fully adequate, the statement of actuarial
opinion shall indicate the extent to which
the rates are inadequate and the changes
needed to ensure adequacy.

‘‘(C) CURRENT AND PROJECTED VALUE OF AS-
SETS AND LIABILITIES.—A statement of actu-
arial opinion signed by a qualified actuary,
which sets forth the current value of the as-
sets and liabilities accumulated under the
plan and a projection of the assets, liabil-
ities, income, and expenses of the plan for
the 12-month period referred to in subpara-
graph (B). The income statement shall iden-
tify separately the plan’s administrative ex-
penses and claims.

‘‘(D) COSTS OF COVERAGE TO BE CHARGED
AND OTHER EXPENSES.—A statement of the
costs of coverage to be charged, including an
itemization of amounts for administration,
reserves, and other expenses associated with
the operation of the plan.

‘‘(E) OTHER INFORMATION.—Any other infor-
mation which may be prescribed in regula-
tions of the applicable authority as nec-
essary to carry out the purposes of this part.

‘‘(c) FILING NOTICE OF CERTIFICATION WITH
STATES.—A certification granted under this
part to an association health plan shall not
be effective unless written notice of such
certification is filed with the applicable
State authority of each State in which at
least 25 percent of the participants and bene-
ficiaries under the plan are located. For pur-
poses of this subsection, an individual shall
be considered to be located in the State in
which a known address of such individual is
located or in which such individual is em-
ployed.

‘‘(d) NOTICE OF MATERIAL CHANGES.—In the
case of any association health plan certified
under this part, descriptions of material
changes in any information which was re-
quired to be submitted with the application
for the certification under this part shall be
filed in such form and manner as shall be
prescribed in regulations of the applicable
authority. The applicable authority may re-
quire by regulation prior notice of material
changes with respect to specified matters
which might serve as the basis for suspen-
sion or revocation of the certification.

‘‘(e) REPORTING REQUIREMENTS FOR CERTAIN
ASSOCIATION HEALTH PLANS.—An association
health plan certified under this part which
provides benefit options in addition to health
insurance coverage for such plan year shall
meet the requirements of section 103 by fil-
ing an annual report under such section
which shall include information described in
subsection (b)(6) with respect to the plan
year and, notwithstanding section
104(a)(1)(A), shall be filed with the applicable
authority not later than 90 days after the
close of the plan year (or on such later date
as may be prescribed by the applicable au-
thority).

‘‘(f) ENGAGEMENT OF QUALIFIED ACTUARY.—
The board of trustees of each association
health plan which provides benefits options
in addition to health insurance coverage and
which is applying for certification under this
part or is certified under this part shall en-
gage, on behalf of all participants and bene-
ficiaries, a qualified actuary who shall be re-
sponsible for the preparation of the mate-
rials comprising information necessary to be
submitted by a qualified actuary under this

part. The qualified actuary shall utilize such
assumptions and techniques as are necessary
to enable such actuary to form an opinion as
to whether the contents of the matters re-
ported under this part—

‘‘(1) are in the aggregate reasonably relat-
ed to the experience of the plan and to rea-
sonable expectations, and

‘‘(2) represent such actuary’s best estimate
of anticipated experience under the plan.
The opinion by the qualified actuary shall be
made with respect to, and shall be made a
part of, the annual report.
‘‘SEC. 808. NOTICE REQUIREMENTS FOR VOL-

UNTARY TERMINATION.
‘‘Except as provided in section 809(b), an

association health plan which is or has been
certified under this part may terminate
(upon or at any time after cessation of ac-
cruals in benefit liabilities) only if the board
of trustees—

‘‘(1) not less than 60 days before the pro-
posed termination date, provides to the par-
ticipants and beneficiaries a written notice
of intent to terminate stating that such ter-
mination is intended and the proposed termi-
nation date,

‘‘(2) develops a plan for winding up the af-
fairs of the plan in connection with such ter-
mination in a manner which will result in
timely payment of all benefits for which the
plan is obligated, and

‘‘(3) submits such plan in writing to the ap-
plicable authority.
Actions required under this section shall be
taken in such form and manner as may be
prescribed in regulations of the applicable
authority.
‘‘SEC. 809. CORRECTIVE ACTIONS AND MANDA-

TORY TERMINATION.
‘‘(a) ACTIONS TO AVOID DEPLETION OF RE-

SERVES.—An association health plan which is
certified under this part and which provides
benefits other than health insurance cov-
erage shall continue to meet the require-
ments of section 806, irrespective of whether
such certification continues in effect. The
board of trustees of such plan shall deter-
mine quarterly whether the requirements of
section 806 are met. In any case in which the
board determines that there is reason to be-
lieve that there is or will be a failure to meet
such requirements, or the applicable author-
ity makes such a determination and so noti-
fies the board, the board shall immediately
notify the qualified actuary engaged by the
plan, and such actuary shall, not later than
the end of the next following month, make
such recommendations to the board for cor-
rective action as the actuary determines
necessary to ensure compliance with section
806. Not later than 30 days after receiving
from the actuary recommendations for cor-
rective actions, the board shall notify the
applicable authority (in such form and man-
ner as the applicable authority may pre-
scribe by regulation) of such recommenda-
tions of the actuary for corrective action, to-
gether with a description of the actions (if
any) that the board has taken or plans to
take in response to such recommendations.
The board shall thereafter report to the ap-
plicable authority, in such form and fre-
quency as the applicable authority may
specify to the board, regarding corrective ac-
tion taken by the board until the require-
ments of section 806 are met.

‘‘(b) MANDATORY TERMINATION.—In any
case in which—

‘‘(1) the applicable authority has been noti-
fied under subsection (a) of a failure of an as-
sociation health plan which is or has been
certified under this part and is described in
section 806(a)(2) to meet the requirements of
section 806 and has not been notified by the
board of trustees of the plan that corrective
action has restored compliance with such re-
quirements, and

‘‘(2) the applicable authority determines
that there is a reasonable expectation that
the plan will continue to fail to meet the re-
quirements of section 806,
the board of trustees of the plan shall, at the
direction of the applicable authority, termi-
nate the plan and, in the course of the termi-
nation, take such actions as the applicable
authority may require, including satisfying
any claims referred to in section
806(a)(2)(B)(iii) and recovering for the plan
any liability under subsection (a)(2)(B)(iii) or
(e) of section 806, as necessary to ensure that
the affairs of the plan will be, to the maxi-
mum extent possible, wound up in a manner
which will result in timely provision of all
benefits for which the plan is obligated.
‘‘SEC. 810. TRUSTEESHIP BY THE SECRETARY OF

INSOLVENT ASSOCIATION HEALTH
PLANS PROVIDING HEALTH BENE-
FITS IN ADDITION TO HEALTH IN-
SURANCE COVERAGE.

‘‘(a) APPOINTMENT OF SECRETARY AS TRUST-
EE FOR INSOLVENT PLANS.—Whenever the
Secretary determines that an association
health plan which is or has been certified
under this part and which is described in sec-
tion 806(a)(2) will be unable to provide bene-
fits when due or is otherwise in a financially
hazardous condition as defined in regulations
of such Secretary, the Secretary shall, upon
notice to the plan, apply to the appropriate
United States district court for appointment
of the Secretary as trustee to administer the
plan for the duration of the insolvency. The
plan may appear as a party and other inter-
ested persons may intervene in the proceed-
ings at the discretion of the court. The court
shall appoint such Secretary trustee if the
court determines that the trusteeship is nec-
essary to protect the interests of the partici-
pants and beneficiaries or providers of medi-
cal care or to avoid any unreasonable dete-
rioration of the financial condition of the
plan. The trusteeship of such Secretary shall
continue until the conditions described in
the first sentence of this subsection are rem-
edied or the plan is terminated.

‘‘(b) POWERS AS TRUSTEE.—The Secretary,
upon appointment as trustee under sub-
section (a), shall have the power—

‘‘(1) to do any act authorized by the plan,
this title, or other applicable provisions of
law to be done by the plan administrator or
any trustee of the plan,

‘‘(2) to require the transfer of all (or any
part) of the assets and records of the plan to
the Secretary as trustee,

‘‘(3) to invest any assets of the plan which
the Secretary holds in accordance with the
provisions of the plan, regulations of the
Secretary, and applicable provisions of law,

‘‘(4) to require the sponsor, the plan admin-
istrator, any participating employer, and
any employee organization representing plan
participants to furnish any information with
respect to the plan which the Secretary as
trustee may reasonably need in order to ad-
minister the plan,

‘‘(5) to collect for the plan any amounts
due the plan and to recover reasonable ex-
penses of the trusteeship,

‘‘(6) to commence, prosecute, or defend on
behalf of the plan any suit or proceeding in-
volving the plan,

‘‘(7) to issue, publish, or file such notices,
statements, and reports as may be required
under regulations of the Secretary or by any
order of the court,

‘‘(8) to terminate the plan (or provide for
its termination accordance with section
809(b)) and liquidate the plan assets, to re-
store the plan to the responsibility of the
sponsor, or to continue the trusteeship,

‘‘(9) to provide for the enrollment of plan
participants and beneficiaries under appro-
priate coverage options, and

‘‘(10) to do such other acts as may be nec-
essary to comply with this title or any order
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of the court and to protect the interests of
plan participants and beneficiaries and pro-
viders of medical care.

‘‘(c) NOTICE OF APPOINTMENT.—As soon as
practicable after the Secretary’s appoint-
ment as trustee, the Secretary shall give no-
tice of such appointment to—

‘‘(1) the sponsor and plan administrator,
‘‘(2) each participant,
‘‘(3) each participating employer, and
‘‘(4) if applicable, each employee organiza-

tion which, for purposes of collective bar-
gaining, represents plan participants.

‘‘(d) ADDITIONAL DUTIES.—Except to the ex-
tent inconsistent with the provisions of this
title, or as may be otherwise ordered by the
court, the Secretary, upon appointment as
trustee under this section, shall be subject to
the same duties as those of a trustee under
section 704 of title 11, United States Code,
and shall have the duties of a fiduciary for
purposes of this title.

‘‘(e) OTHER PROCEEDINGS.—An application
by the Secretary under this subsection may
be filed notwithstanding the pendency in the
same or any other court of any bankruptcy,
mortgage foreclosure, or equity receivership
proceeding, or any proceeding to reorganize,
conserve, or liquidate such plan or its prop-
erty, or any proceeding to enforce a lien
against property of the plan.

‘‘(f) JURISDICTION OF COURT.—
‘‘(1) IN GENERAL.—Upon the filing of an ap-

plication for the appointment as trustee or
the issuance of a decree under this section,
the court to which the application is made
shall have exclusive jurisdiction of the plan
involved and its property wherever located
with the powers, to the extent consistent
with the purposes of this section, of a court
of the United States having jurisdiction over
cases under chapter 11 of title 11, United
States Code. Pending an adjudication under
this section such court shall stay, and upon
appointment by it of the Secretary as trust-
ee, such court shall continue the stay of, any
pending mortgage foreclosure, equity receiv-
ership, or other proceeding to reorganize,
conserve, or liquidate the plan, the sponsor,
or property of such plan or sponsor, and any
other suit against any receiver, conservator,
or trustee of the plan, the sponsor, or prop-
erty of the plan or sponsor. Pending such ad-
judication and upon the appointment by it of
the Secretary as trustee, the court may stay
any proceeding to enforce a lien against
property of the plan or the sponsor or any
other suit against the plan or the sponsor.

‘‘(2) VENUE.—An action under this section
may be brought in the judicial district where
the sponsor or the plan administrator resides
or does business or where any asset of the
plan is situated. A district court in which
such action is brought may issue process
with respect to such action in any other ju-
dicial district.

‘‘(g) PERSONNEL.—In accordance with regu-
lations of the Secretary, the Secretary shall
appoint, retain, and compensate account-
ants, actuaries, and other professional serv-
ice personnel as may be necessary in connec-
tion with the Secretary’s service as trustee
under this section.
‘‘SEC. 811. STATE ASSESSMENT AUTHORITY.

‘‘(a) IN GENERAL.—Notwithstanding section
514, a State may impose by law a contribu-
tion tax on an association health plan de-
scribed in section 806(a)(2), if the plan com-
menced operations in such State after the
date of the enactment of the Small Business
Affordable Health Coverage Act of 1998.

‘‘(b) CONTRIBUTION TAX.—For purposes of
this section, the term ‘contribution tax’ im-
posed by a State on an association health
plan means any tax imposed by such State
if—

‘‘(1) such tax is computed by applying a
rate to the amount of premiums or contribu-

tions, with respect to individuals covered
under the plan who are residents of such
State, which are received by the plan from
participating employers located in such
State or from such individuals,

‘‘(2) the rate of such tax does not exceed
the rate of any tax imposed by such State on
premiums or contributions received by insur-
ers or health maintenance organizations for
health insurance coverage offered in such
State in connection with a group health
plan,

‘‘(3) such tax is otherwise nondiscrim-
inatory, and

‘‘(4) the amount of any such tax assessed
on the plan is reduced by the amount of any
tax or assessment otherwise imposed by the
State on premiums, contributions, or both
received by insurers or health maintenance
organizations for health insurance coverage,
aggregate excess/stop loss insurance (as de-
fined in section 806(g)(1)), specific excess/stop
loss insurance (as defined in section
806(g)(2)), other insurance related to the pro-
vision of medical care under the plan, or any
combination thereof provided by such insur-
ers or health maintenance organizations in
such State in connection with such plan.
‘‘SEC. 812. SPECIAL RULES FOR CHURCH PLANS.

‘‘(a) ELECTION FOR CHURCH PLANS.—Not-
withstanding section 4(b)(2), if a church, a
convention or association of churches, or an
organization described in section 3(33)(C)(i)
maintains a church plan which is a group
health plan (as defined in section 733(a)(1)),
and such church, convention, association, or
organization makes an election with respect
to such plan under this subsection (in such
form and manner as the Secretary may by
regulation prescribe), then the provisions of
this section shall apply to such plan, with re-
spect to benefits provided under such plan
consisting of medical care, as if section
4(b)(2) did not contain an exclusion for
church plans. Nothing in this subsection
shall be construed to render any other sec-
tion of this title applicable to church plans,
except to the extent that such other section
is incorporated by reference in this section.

‘‘(b) EFFECT OF ELECTION.—
‘‘(1) PREEMPTION OF STATE INSURANCE LAWS

REGULATING COVERED CHURCH PLANS.—Sub-
ject to paragraphs (2) and (3), this section
shall supersede any and all State laws which
regulate insurance insofar as they may now
or hereafter regulate church plans to which
this section applies or trusts established
under such church plans.

‘‘(2) GENERAL STATE INSURANCE REGULATION
UNAFFECTED.—

‘‘(A) IN GENERAL.—Except as provided in
subparagraph (B) and paragraph (3), nothing
in this section shall be construed to exempt
or relieve any person from any provision of
State law which regulates insurance.

‘‘(B) CHURCH PLANS NOT TO BE DEEMED IN-
SURANCE COMPANIES OR INSURERS.—Neither a
church plan to which this section applies,
nor any trust established under such a
church plan, shall be deemed to be an insur-
ance company or other insurer or to be en-
gaged in the business of insurance for pur-
poses of any State law purporting to regu-
late insurance companies or insurance con-
tracts.

‘‘(3) PREEMPTION OF CERTAIN STATE LAWS
RELATING TO PREMIUM RATE REGULATION AND
BENEFIT MANDATES.—The provisions of sub-
sections (a)(2)(B) and (b) of section 805 shall
apply with respect to a church plan to which
this section applies in the same manner and
to the same extent as such provisions apply
with respect to association health plans.

‘‘(4) DEFINITIONS.—For purposes of this sub-
section—

‘‘(A) STATE LAW.—The term ‘State law’ in-
cludes all laws, decisions, rules, regulations,

or other State action having the effect of
law, of any State. A law of the United States
applicable only to the District of Columbia
shall be treated as a State law rather than a
law of the United States.

‘‘(B) STATE.—The term ‘State’ includes a
State, any political subdivision thereof, or
any agency or instrumentality of either,
which purports to regulate, directly or indi-
rectly, the terms and conditions of church
plans covered by this section.

‘‘(c) REQUIREMENTS FOR COVERED CHURCH
PLANS.—

‘‘(1) FIDUCIARY RULES AND EXCLUSIVE PUR-
POSE.—A fiduciary shall discharge his duties
with respect to a church plan to which this
section applies—

‘‘(A) for the exclusive purpose of:
‘‘(i) providing benefits to participants and

their beneficiaries; and
‘‘(ii) defraying reasonable expenses of ad-

ministering the plan;
‘‘(B) with the care, skill, prudence and dili-

gence under the circumstances then prevail-
ing that a prudent man acting in a like ca-
pacity and familiar with such matters would
use in the conduct of an enterprise of a like
character and with like aims; and

‘‘(C) in accordance with the documents and
instruments governing the plan.
The requirements of this paragraph shall not
be treated as not satisfied solely because the
plan assets are commingled with other
church assets, to the extent that such plan
assets are separately accounted for.

‘‘(2) CLAIMS PROCEDURE.—In accordance
with regulations of the Secretary, every
church plan to which this section applies
shall—

‘‘(A) provide adequate notice in writing to
any participant or beneficiary whose claim
for benefits under the plan has been denied,
setting forth the specific reasons for such de-
nial, written in a manner calculated to be
understood by the participant;

‘‘(B) afford a reasonable opportunity to
any participant whose claim for benefits has
been denied for a full and fair review by the
appropriate fiduciary of the decision denying
the claim; and

‘‘(C) provide a written statement to each
participant describing the procedures estab-
lished pursuant to this paragraph.

‘‘(3) ANNUAL STATEMENTS.—In accordance
with regulations of the Secretary, every
church plan to which this section applies
shall file with the Secretary an annual state-
ment—

‘‘(A) stating the names and addresses of
the plan and of the church, convention, or
association maintaining the plan (and its
principal place of business);

‘‘(B) certifying that it is a church plan to
which this section applies and that it com-
plies with the requirements of paragraphs (1)
and (2);

‘‘(C) identifying the States in which par-
ticipants and beneficiaries under the plan
are or likely will be located during the 1-
year period covered by the statement; and

‘‘(D) containing a copy of a statement of
actuarial opinion signed by a qualified actu-
ary that the plan maintains capital, re-
serves, insurance, other financial arrange-
ments, or any combination thereof adequate
to enable the plan to fully meet all of its fi-
nancial obligations on a timely basis.

‘‘(4) DISCLOSURE.—At the time that the an-
nual statement is filed by a church plan with
the Secretary pursuant to paragraph (3), a
copy of such statement shall be made avail-
able by the Secretary to the State insurance
commissioner (or similar official) of any
State. The name of each church plan and
sponsoring organization filing an annual
statement in compliance with paragraph (3)
shall be published annually in the Federal
Register.
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‘‘(c) ENFORCEMENT.—The Secretary may

enforce the provisions of this section in a
manner consistent with section 502, to the
extent applicable with respect to actions
under section 502(a)(5), and with section
3(33)(D), except that, other than for the pur-
pose of seeking a temporary restraining
order, a civil action may be brought with re-
spect to the plan’s failure to meet any re-
quirement of this section only if the plan
fails to correct its failure within the correc-
tion period described in section 3(33)(D). The
other provisions of part 5 (except sections
501(a), 503, 512, 514, and 515) shall apply with
respect to the enforcement and administra-
tion of this section.

‘‘(d) DEFINITIONS AND OTHER RULES.—For
purposes of this section—

‘‘(1) IN GENERAL.—Except as otherwise pro-
vided in this section, any term used in this
section which is defined in any provision of
this title shall have the definition provided
such term by such provision.

‘‘(2) SEMINARY STUDENTS.—Seminary stu-
dents who are enrolled in an institution of
higher learning described in section
3(33)(C)(iv) and who are treated as partici-
pants under the terms of a church plan to
which this section applies shall be deemed to
be employees as defined in section 3(6) if the
number of such students constitutes an in-
significant portion of the total number of in-
dividuals who are treated as participants
under the terms of the plan.

‘‘SEC. 813. DEFINITIONS AND RULES OF CON-
STRUCTION.

‘‘(a) DEFINITIONS.—For purposes of this
part—

‘‘(1) GROUP HEALTH PLAN.—The term ‘group
health plan’ has the meaning provided in sec-
tion 733(a)(1) (after applying subsection (b) of
this section).

‘‘(2) MEDICAL CARE.—The term ‘medical
care’ has the meaning provided in section
733(a)(2).

‘‘(3) HEALTH INSURANCE COVERAGE.—The
term ‘health insurance coverage’ has the
meaning provided in section 733(b)(1).

‘‘(4) HEALTH INSURANCE ISSUER.—The term
‘health insurance issuer’ has the meaning
provided in section 733(b)(2).

‘‘(5) APPLICABLE AUTHORITY.—
‘‘(A) IN GENERAL.—Except as provided in

subparagraph (B), the term ‘applicable au-
thority’ means, in connection with an asso-
ciation health plan—

‘‘(i) the State recognized pursuant to sub-
section (c) of section 506 as the State to
which authority has been delegated in con-
nection with such plan, or

‘‘(ii) if there if no State referred to in
clause (i), the Secretary.

‘‘(B) EXCEPTIONS.—
‘‘(i) JOINT AUTHORITIES.—Where such term

appears in section 808(3), section 807(e) (in
the first instance), section 809(a) (in the sec-
ond instance), section 809(a) (in the fourth
instance), and section 809(b)(1), such term
means, in connection with an association
health plan, the Secretary and the State re-
ferred to in subparagraph (A)(i) (if any) in
connection with such plan.

‘‘(ii) REGULATORY AUTHORITIES.—Where
such term appears in section 802(a) (in the
first instance), section 802(d), section 802(e),
section 803(d), section 805(a)(5), section
806(a)(2), section 806(b), section 806(c), sec-
tion 806(d), paragraphs (1)(A) and (2)(A) of
section 806(g), section 806(h), section 806(i),
section 807(a) (in the second instance), sec-
tion 807(b), section 807(d), section 807(e) (in
the second instance), section 808 (in the mat-
ter after paragraph (3)), and section 809(a) (in
the third instance), such term means, in con-
nection with an association health plan, the
Secretary.

‘‘(6) HEALTH STATUS-RELATED FACTOR.—The
term ‘health status-related factor’ has the
meaning provided in section 733(d)(2).

‘‘(7) INDIVIDUAL MARKET.—
‘‘(A) IN GENERAL.—The term ‘individual

market’ means the market for health insur-
ance coverage offered to individuals other
than in connection with a group health plan.

‘‘(B) TREATMENT OF VERY SMALL GROUPS.—
‘‘(i) IN GENERAL.—Subject to clause (ii),

such term includes coverage offered in con-
nection with a group health plan that has
fewer than 2 participants as current employ-
ees or participants described in section
732(d)(3) on the first day of the plan year.

‘‘(ii) STATE EXCEPTION.—Clause (i) shall not
apply in the case of health insurance cov-
erage offered in a State if such State regu-
lates the coverage described in such clause in
the same manner and to the same extent as
coverage in the small group market (as de-
fined in section 2791(e)(5) of the Public
Health Service Act) is regulated by such
State.

‘‘(8) PARTICIPATING EMPLOYER.—The term
‘participating employer’ means, in connec-
tion with an association health plan, any
employer, if any individual who is an em-
ployee of such employer, a partner in such
employer, or a self-employed individual who
is such employer (or any dependent, as de-
fined under the terms of the plan, of such in-
dividual) is or was covered under such plan
in connection with the status of such indi-
vidual as such an employee, partner, or self-
employed individual in relation to the plan.

‘‘(9) APPLICABLE STATE AUTHORITY.—The
term ‘applicable State authority’ means,
with respect to a health insurance issuer in
a State, the State insurance commissioner
or official or officials designated by the
State to enforce the requirements of title
XXVII of the Public Health Service Act for
the State involved with respect to such
issuer.

‘‘(10) QUALIFIED ACTUARY.—The term
‘qualified actuary’ means an individual who
is a member of the American Academy of Ac-
tuaries or meets such reasonable standards
and qualifications as the Secretary may pro-
vide by regulation.

‘‘(11) AFFILIATED MEMBER.—The term ‘af-
filiated member’ means, in connection with
a sponsor, a person eligible to be a member
of the sponsor or, in the case of a sponsor
with member associations, a person who is a
member, or is eligible to be a member, of a
member association.

‘‘(12) LARGE EMPLOYER.—The term ‘large
employer’ means, in connection with a group
health plan with respect to a plan year, an
employer who employed an average of at
least 51 employees on business days during
the preceding calendar year and who em-
ploys at least 2 employees on the first day of
the plan year.

‘‘(13) SMALL EMPLOYER.—The term ‘small
employer’ means, in connection with a group
health plan with respect to a plan year, an
employer who is not a large employer.

‘‘(b) RULES OF CONSTRUCTION.—
‘‘(1) EMPLOYERS AND EMPLOYEES.—For pur-

poses of determining whether a plan, fund, or
program is an employee welfare benefit plan
which is an association health plan, and for
purposes of applying this title in connection
with such plan, fund, or program so deter-
mined to be such an employee welfare bene-
fit plan—

‘‘(A) in the case of a partnership, the term
‘employer’ (as defined in section (3)(5)) in-
cludes the partnership in relation to the
partners, and the term ‘employee’ (as defined
in section (3)(6)) includes any partner in rela-
tion to the partnership, and

‘‘(B) in the case of a self-employed individ-
ual, the term ‘employer’ (as defined in sec-

tion 3(5)) and the term ‘employee’ (as defined
in section 3(6)) shall include such individual.

‘‘(2) PLANS, FUNDS, AND PROGRAMS TREATED
AS EMPLOYEE WELFARE BENEFIT PLANS.—In
the case of any plan, fund, or program which
was established or is maintained for the pur-
pose of providing medical care (through the
purchase of insurance or otherwise) for em-
ployees (or their dependents) covered there-
under and which demonstrates to the Sec-
retary that all requirements for certification
under this part would be met with respect to
such plan, fund, or program if such plan,
fund, or program were a group health plan,
such plan, fund, or program shall be treated
for purposes of this title as an employee wel-
fare benefit plan on and after the date of
such demonstration.’’.

(b) CONFORMING AMENDMENTS TO PREEMP-
TION RULES.—

(1) Section 514(b)(6) of such Act (29 U.S.C.
1144(b)(6)) is amended by adding at the end
the following new subparagraph:

‘‘(E) The preceding subparagraphs of this
paragraph do not apply with respect to any
State law in the case of an association
health plan which is certified under part 8.’’.

(2) Section 514 of such Act (29 U.S.C. 1144)
is amended—

(A) in subsection (b)(4), by striking ‘‘Sub-
section (a)’’ and inserting ‘‘Subsections (a)
and (d)’’;

(B) in subsection (b)(5), by striking ‘‘sub-
section (a)’’ in subparagraph (A) and insert-
ing ‘‘subsection (a) of this section and sub-
sections (a)(2)(B) and (b) of section 805’’, and
by striking ‘‘subsection (a)’’ in subparagraph
(B) and inserting ‘‘subsection (a) of this sec-
tion or subsection (a)(2)(B) or (b) of section
805’’;

(C) by redesignating subsection (d) as sub-
section (e); and

(D) by inserting after subsection (c) the
following new subsection:

‘‘(d)(1) Except as provided in subsection
(b)(4), the provisions of this title shall super-
sede any and all State laws insofar as they
may now or hereafter preclude, or have the
effect of precluding, a health insurance
issuer from offering health insurance cov-
erage in connection with an association
health plan which is certified under part 8.

‘‘(2) Except as provided in paragraphs (4)
and (5) of subsection (b) of this section—

‘‘(A) In any case in which health insurance
coverage of any policy type is offered under
an association health plan certified under
part 8 to a participating employer operating
in such State, the provisions of this title
shall supersede any and all laws of such
State insofar as they may preclude a health
insurance issuer from offering health insur-
ance coverage of the same policy type to
other employers operating in the State
which are eligible for coverage under such
association health plan, whether or not such
other employers are participating employers
in such plan.

‘‘(B) In any case in which health insurance
coverage of any policy type is offered under
an association health plan in a State and the
filing, with the applicable State authority,
of the policy form in connection with such
policy type is approved by such State au-
thority, the provisions of this title shall su-
persede any and all laws of any other State
in which health insurance coverage of such
type is offered, insofar as they may preclude,
upon the filing in the same form and manner
of such policy form with the applicable State
authority in such other State, the approval
of the filing in such other State.

‘‘(3) For additional provisions relating to
association health plans, see subsections
(a)(2)(B) and (b) of section 805.

‘‘(4) For purposes of this subsection, the
term ‘association health plan’ has the mean-
ing provided in section 801(a), and the terms
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‘health insurance coverage’, ‘participating
employer’, and ‘health insurance issuer’ have
the meanings provided such terms in section
811, respectively.’’.

(3) Section 514(b)(6)(A) of such Act (29
U.S.C. 1144(b)(6)(A)) is amended—

(A) in clause (i)(II), by striking ‘‘and’’ at
the end;

(B) in clause (ii), by inserting ‘‘and which
does not provide medical care (within the
meaning of section 733(a)(2)),’’ after ‘‘ar-
rangement,’’, and by striking ‘‘title.’’ and in-
serting ‘‘title, and’’; and

(C) by adding at the end the following new
clause:

‘‘(iii) subject to subparagraph (E), in the
case of any other employee welfare benefit
plan which is a multiple employer welfare
arrangement and which provides medical
care (within the meaning of section
733(a)(2)), any law of any State which regu-
lates insurance may apply.’’.

(4) Section 514(e) of such Act (as redesig-
nated by paragraph (2)(C)) is amended—

(A) by striking ‘‘Nothing’’ and inserting
‘‘(1) Except as provided in paragraph (2),
nothing’’; and

(B) by adding at the end the following new
paragraph:

‘‘(2) Nothing in any other provision of law
enacted on or after the date of the enact-
ment of the Patient Protection Act of 1998
shall be construed to alter, amend, modify,
invalidate, impair, or supersede any provi-
sion of this title, except by specific cross-ref-
erence to the affected section.’’.

(c) PLAN SPONSOR.—Section 3(16)(B) of such
Act (29 U.S.C. 102(16)(B)) is amended by add-
ing at the end the following new sentence:
‘‘Such term also includes a person serving as
the sponsor of an association health plan
under part 8.’’.

(d) DISCLOSURE OF SOLVENCY PROTECTIONS
RELATED TO SELF-INSURED AND FULLY IN-
SURED OPTIONS UNDER ASSOCIATION HEALTH
PLANS.—Section 102(b) of such Act (29 U.S.C.
102(b)) is amended by adding at the end the
following: ‘‘An association health plan shall
include in its summary plan description, in
connection with each benefit option, a de-
scription of the form of solvency or guaran-
tee fund protection secured pursuant to this
Act or applicable State law, if any.’’.

(e) SAVINGS CLAUSE.—Section 731(c) of such
Act is amended by inserting ‘‘or part 8’’ after
‘‘this part’’.

(f) CLERICAL AMENDMENT.—The table of
contents in section 1 of the Employee Retire-
ment Income Security Act of 1974 is amended
by inserting after the item relating to sec-
tion 734 the following new items:

‘‘PART 8—RULES GOVERNING ASSOCIATION
HEALTH PLANS

‘‘Sec. 801. Association health plans.
‘‘Sec. 802. Certification of association health

plans.
‘‘Sec. 803. Requirements relating to sponsors

and boards of trustees.
‘‘Sec. 804. Participation and coverage re-

quirements.
‘‘Sec. 805. Other requirements relating to

plan documents, contribution
rates, and benefit options.

‘‘Sec. 806. Maintenance of reserves and pro-
visions for solvency for plans
providing health benefits in ad-
dition to health insurance cov-
erage.

‘‘Sec. 807. Requirements for application and
related requirements.

‘‘Sec. 808. Notice requirements for voluntary
termination.

‘‘Sec. 809. Corrective actions and mandatory
termination.

‘‘Sec. 810. Trusteeship by the Secretary of
insolvent association health
plans providing health benefits
in addition to health insurance
coverage.

‘‘Sec. 811. State assessment authority.
‘‘Sec. 812. Special rules for church plans.
‘‘Sec. 813. Definitions and rules of construc-

tion.’’.
SEC. 1303. CLARIFICATION OF TREATMENT OF

SINGLE EMPLOYER ARRANGE-
MENTS.

Section 3(40)(B) of the Employee Retire-
ment Income Security Act of 1974 (29 U.S.C.
1002(40)(B)) is amended—

(1) in clause (i), by inserting ‘‘for any plan
year of any such plan, or any fiscal year of
any such other arrangement;’’ after ‘‘single
employer’’, and by inserting ‘‘during such
year or at any time during the preceding 1-
year period’’ after ‘‘control group’’;

(2) in clause (iii)—
(A) by striking ‘‘common control shall not

be based on an interest of less than 25 per-
cent’’ and inserting ‘‘an interest of greater
than 25 percent may not be required as the
minimum interest necessary for common
control’’; and

(B) by striking ‘‘similar to’’ and inserting
‘‘consistent and coextensive with’’;

(3) by redesignating clauses (iv) and (v) as
clauses (v) and (vi), respectively; and

(4) by inserting after clause (iii) the follow-
ing new clause:

‘‘(iv) in determining, after the application
of clause (i), whether benefits are provided to
employees of two or more employers, the ar-
rangement shall be treated as having only 1
participating employer if, after the applica-
tion of clause (i), the number of individuals
who are employees and former employees of
any one participating employer and who are
covered under the arrangement is greater
than 75 percent of the aggregate number of
all individuals who are employees or former
employees of participating employers and
who are covered under the arrangement,’’.
SEC. 1304. CLARIFICATION OF TREATMENT OF

CERTAIN COLLECTIVELY BAR-
GAINED ARRANGEMENTS.

(a) IN GENERAL.—Section 3(40)(A)(i) of the
Employee Retirement Income Security Act
of 1974 (29 U.S.C. 1002(40)(A)(i)) is amended to
read as follows:

‘‘(i)(I) under or pursuant to one or more
collective bargaining agreements which are
reached pursuant to collective bargaining
described in section 8(d) of the National
Labor Relations Act (29 U.S.C. 158(d)) or
paragraph Fourth of section 2 of the Railway
Labor Act (45 U.S.C. 152, paragraph Fourth)
or which are reached pursuant to labor-man-
agement negotiations under similar provi-
sions of State public employee relations
laws, and (II) in accordance with subpara-
graphs (C), (D), and (E),’’.

(b) LIMITATIONS.—Section 3(40) of such Act
(29 U.S.C. 1002(40)) is amended by adding at
the end the following new subparagraphs:

‘‘(C) For purposes of subparagraph
(A)(i)(II), a plan or other arrangement shall
be treated as established or maintained in
accordance with this subparagraph only if
the following requirements are met:

‘‘(i) The plan or other arrangement, and
the employee organization or any other en-
tity sponsoring the plan or other arrange-
ment, do not—

‘‘(I) utilize the services of any licensed in-
surance agent or broker for soliciting or en-
rolling employers or individuals as partici-
pating employers or covered individuals
under the plan or other arrangement; or

‘‘(II) pay a commission or any other type
of compensation to a person, other than a
full time employee of the employee organiza-
tion (or a member of the organization to the
extent provided in regulations of the Sec-
retary), that is related either to the volume
or number of employers or individuals solic-
ited or enrolled as participating employers
or covered individuals under the plan or
other arrangement, or to the dollar amount

or size of the contributions made by partici-
pating employers or covered individuals to
the plan or other arrangement;
except to the extent that the services used
by the plan, arrangement, organization, or
other entity consist solely of preparation of
documents necessary for compliance with
the reporting and disclosure requirements of
part 1 or administrative, investment, or con-
sulting services unrelated to solicitation or
enrollment of covered individuals.

‘‘(ii) As of the end of the preceding plan
year, the number of covered individuals
under the plan or other arrangement who are
identified to the plan or arrangement and
who are neither—

‘‘(I) employed within a bargaining unit
covered by any of the collective bargaining
agreements with a participating employer
(nor covered on the basis of an individual’s
employment in such a bargaining unit); nor

‘‘(II) present employees (or former employ-
ees who were covered while employed) of the
sponsoring employee organization, of an em-
ployer who is or was a party to any of the
collective bargaining agreements, or of the
plan or other arrangement or a related plan
or arrangement (nor covered on the basis of
such present or former employment);
does not exceed 15 percent of the total num-
ber of individuals who are covered under the
plan or arrangement and who are present or
former employees who are or were covered
under the plan or arrangement pursuant to a
collective bargaining agreement with a par-
ticipating employer. The requirements of the
preceding provisions of this clause shall be
treated as satisfied if, as of the end of the
preceding plan year, such covered individ-
uals are comprised solely of individuals who
were covered individuals under the plan or
other arrangement as of the date of the en-
actment of the Small Business Affordable
Health Coverage Act of 1998 and, as of the
end of the preceding plan year, the number
of such covered individuals does not exceed
25 percent of the total number of present and
former employees enrolled under the plan or
other arrangement.

‘‘(iii) The employee organization or other
entity sponsoring the plan or other arrange-
ment certifies to the Secretary each year, in
a form and manner which shall be prescribed
in regulations of the Secretary that the plan
or other arrangement meets the require-
ments of clauses (i) and (ii).

‘‘(D) For purposes of subparagraph
(A)(i)(II), a plan or arrangement shall be
treated as established or maintained in ac-
cordance with this subparagraph only if—

‘‘(i) all of the benefits provided under the
plan or arrangement consist of health insur-
ance coverage; or

‘‘(ii)(I) the plan or arrangement is a multi-
employer plan; and

‘‘(II) the requirements of clause (B) of the
proviso to clause (5) of section 302(c) of the
Labor Management Relations Act, 1947 (29
U.S.C. 186(c)) are met with respect to such
plan or other arrangement.

‘‘(E) For purposes of subparagraph
(A)(i)(II), a plan or arrangement shall be
treated as established or maintained in ac-
cordance with this subparagraph only if—

‘‘(i) the plan or arrangement is in effect as
of the date of the enactment of the Small
Business Affordable Health Coverage Act of
1998, or

‘‘(ii) the employee organization or other
entity sponsoring the plan or arrangement—

‘‘(I) has been in existence for at least 3
years or is affiliated with another employee
organization which has been in existence for
at least 3 years, or

‘‘(II) demonstrates to the satisfaction of
the Secretary that the requirements of sub-
paragraphs (C) and (D) are met with respect
to the plan or other arrangement.’’.
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(c) CONFORMING AMENDMENTS TO DEFINI-

TIONS OF PARTICIPANT AND BENEFICIARY.—
Section 3(7) of such Act (29 U.S.C. 1002(7)) is
amended by adding at the end the following
new sentence: ‘‘Such term includes an indi-
vidual who is a covered individual described
in paragraph (40)(C)(ii).’’.
SEC. 1305. ENFORCEMENT PROVISIONS RELAT-

ING TO ASSOCIATION HEALTH
PLANS.

(a) CRIMINAL PENALTIES FOR CERTAIN WILL-
FUL MISREPRESENTATIONS.—Section 501 of
the Employee Retirement Income Security
Act of 1974 (29 U.S.C. 1131) is amended—

(1) by inserting ‘‘(a)’’ after ‘‘SEC. 501.’’; and
(2) by adding at the end the following new

subsection:
‘‘(b) Any person who, either willfully or

with willful blindness, falsely represents, to
any employee, any employee’s beneficiary,
any employer, the Secretary, or any State, a
plan or other arrangement established or
maintained for the purpose of offering or
providing any benefit described in section
3(1) to employees or their beneficiaries as—

‘‘(1) being an association health plan which
has been certified under part 8;

‘‘(2) having been established or maintained
under or pursuant to one or more collective
bargaining agreements which are reached
pursuant to collective bargaining described
in section 8(d) of the National Labor Rela-
tions Act (29 U.S.C. 158(d)) or paragraph
Fourth of section 2 of the Railway Labor Act
(45 U.S.C. 152, paragraph Fourth) or which
are reached pursuant to labor-management
negotiations under similar provisions of
State public employee relations laws; or

‘‘(3) being a plan or arrangement with re-
spect to which the requirements of subpara-
graph (C), (D), or (E) of section 3(40) are met;
shall, upon conviction, be imprisoned not
more than five years, be fined under title 18,
United States Code, or both.’’.

(b) CEASE ACTIVITIES ORDERS.—Section 502
of such Act (29 U.S.C. 1132) is amended by
adding at the end the following new sub-
section:

‘‘(n)(1) Subject to paragraph (2), upon ap-
plication by the Secretary showing the oper-
ation, promotion, or marketing of an asso-
ciation health plan (or similar arrangement
providing benefits consisting of medical care
(as defined in section 733(a)(2))) that—

‘‘(A) is not certified under part 8, is subject
under section 514(b)(6) to the insurance laws
of any State in which the plan or arrange-
ment offers or provides benefits, and is not
licensed, registered, or otherwise approved
under the insurance laws of such State; or

‘‘(B) is an association health plan certified
under part 8 and is not operating in accord-
ance with the requirements under part 8 for
such certification,
a district court of the United States shall
enter an order requiring that the plan or ar-
rangement cease activities.

‘‘(2) Paragraph (1) shall not apply in the
case of an association health plan or other
arrangement if the plan or arrangement
shows that—

‘‘(A) all benefits under it referred to in
paragraph (1) consist of health insurance
coverage; and

‘‘(B) with respect to each State in which
the plan or arrangement offers or provides
benefits, the plan or arrangement is operat-
ing in accordance with applicable State laws
that are not superseded under section 514.

‘‘(3) The court may grant such additional
equitable relief, including any relief avail-
able under this title, as it deems necessary
to protect the interests of the public and of
persons having claims for benefits against
the plan.’’.

(c) RESPONSIBILITY FOR CLAIMS PROCE-
DURE.—Section 503 of such Act (29 U.S.C.

1133) (as amended by title I) is amended by
adding at the end the following new sub-
section:

‘‘(c) ASSOCIATION HEALTH PLANS.—The
terms of each association health plan which
is or has been certified under part 8 shall re-
quire the board of trustees or the named fi-
duciary (as applicable) to ensure that the re-
quirements of this section are met in connec-
tion with claims filed under the plan.’’.
SEC. 1306. COOPERATION BETWEEN FEDERAL

AND STATE AUTHORITIES.
Section 506 of the Employee Retirement

Income Security Act of 1974 (29 U.S.C. 1136) is
amended by adding at the end the following
new subsection:

‘‘(c) RESPONSIBILITY OF STATES WITH RE-
SPECT TO ASSOCIATION HEALTH PLANS.—

‘‘(1) AGREEMENTS WITH STATES.—A State
may enter into an agreement with the Sec-
retary for delegation to the State of some or
all of—

‘‘(A) the Secretary’s authority under sec-
tions 502 and 504 to enforce the requirements
for certification under part 8,

‘‘(B) the Secretary’s authority to certify
association health plans under part 8 in ac-
cordance with regulations of the Secretary
applicable to certification under part 8, or

‘‘(C) any combination of the Secretary’s
authority authorized to be delegated under
subparagraphs (A) and (B).

‘‘(2) DELEGATIONS.—Any department, agen-
cy, or instrumentality of a State to which
authority is delegated pursuant to an agree-
ment entered into under this paragraph may,
if authorized under State law and to the ex-
tent consistent with such agreement, exer-
cise the powers of the Secretary under this
title which relate to such authority.

‘‘(3) RECOGNITION OF PRIMARY DOMICILE
STATE.—In entering into any agreement with
a State under subparagraph (A), the Sec-
retary shall ensure that, as a result of such
agreement and all other agreements entered
into under subparagraph (A), only one State
will be recognized, with respect to any par-
ticular association health plan, as the State
to which all authority has been delegated
pursuant to such agreements in connection
with such plan. In carrying out this para-
graph, the Secretary shall take into account
the places of residence of the participants
and beneficiaries under the plan and the
State in which the trust is maintained.’’.
SEC. 1307. EFFECTIVE DATE AND TRANSITIONAL

AND OTHER RULES.
(a) EFFECTIVE DATE.—The amendments

made by sections 1302, 1305, and 1306 shall
take effect on January 1, 2000. The amend-
ments made by sections 1303 and 1304 shall
take effect on the date of the enactment of
this Act. The Secretary of Labor shall first
issue all regulations necessary to carry out
the amendments made by this subtitle before
January 1, 2000.

(b) EXCEPTION.—Section 801(a)(2) of the
Employee Retirement Income Security Act
of 1974 (added by section 1302) does not apply
in connection with an association health
plan (certified under part 8 of subtitle B of
title I of such Act) existing on April 1, 1997,
if no benefits provided thereunder as of the
date of the enactment of this Act consist of
health insurance coverage (as defined in sec-
tion 733(b)(1) of such Act).

(c) TREATMENT OF CERTAIN EXISTING
HEALTH BENEFITS PROGRAMS.—

(1) IN GENERAL.—In any case in which, as of
the date of the enactment of this Act, an ar-
rangement is maintained in a State for the
purpose of providing benefits consisting of
medical care for the employees and bene-
ficiaries of its participating employers, at
least 200 participating employers make con-
tributions to such arrangement, such ar-
rangement has been in existence for at least

10 years, and such arrangement is licensed
under the laws of one or more States to pro-
vide such benefits to its participating em-
ployers, upon the filing with the applicable
authority (as defined in section 813(a)(5) of
the Employee Retirement Income Security
Act of 1974 (as amended by this Act)) by the
arrangement of an application for certifi-
cation of the arrangement under part 8 of
subtitle B of title I of such Act—

(A) such arrangement shall be deemed to
be a group health plan for purposes of title I
of such Act,

(B) the requirements of sections 801(a)(1)
and 803(a)(1) of the Employee Retirement In-
come Security Act of 1974 shall be deemed
met with respect to such arrangement,

(C) the requirements of section 803(b) of
such Act shall be deemed met, if the arrange-
ment is operated by a board of directors
which—

(i) is elected by the participating employ-
ers, with each employer having one vote, and

(ii) has complete fiscal control over the ar-
rangement and which is responsible for all
operations of the arrangement,

(D) the requirements of section 804(a) of
such Act shall be deemed met with respect to
such arrangement,

(E) the arrangement may be certified by
any applicable authority with respect to its
operations in any State only if it operates in
such State on the date of certification.
The provisions of this subsection shall cease
to apply with respect to any such arrange-
ment at such time after the date of the en-
actment of this Act as the applicable re-
quirements of this subsection are not met
with respect to such arrangement.

(2) DEFINITIONS.—For purposes of this sub-
section, the terms ‘‘group health plan,’’
‘‘medical care,’’ and ‘‘participating em-
ployer’’ shall have the meanings provided in
section 813 of the Employee Retirement In-
come Security Act of 1974, except that the
reference in paragraph (7) of such section to
an ‘‘association health plan’’ shall be deemed
a reference to an arrangement referred to in
this subsection.

(d) PILOT PROGRAM FOR SELF-INSURED AS-
SOCIATION HEALTH PLANS.—

(1) IN GENERAL.—During the pilot program
period, association health plans which offer
benefit options which do not consist of
health insurance coverage may be certified
under part 8 of subtitle B of title I of the
Employee Retirement Income Security Act
of 1974 only if such plans consist of the fol-
lowing:

(A) plans which offered such coverage on
the date of the enactment of this Act,

(B) plans under which the sponsor does not
restrict membership to one or more trades
and businesses or industries and whose eligi-
ble participating employers represent a
broad cross-section of trades and businesses
or industries, or

(C) plans whose eligible participating em-
ployers represent one or more trades or busi-
nesses, or one or more industries, which have
been indicated as having average or above-
average health insurance risk or health
claims experience by reason of State rate fil-
ings, denials of coverage, proposed premium
rate levels, and other means demonstrated
by such plans in accordance with regulations
which the Secretary shall prescribe, includ-
ing (but not limited to) the following: agri-
culture; automobile dealerships; barbering
and cosmetology; child care; construction;
dance, theatrical, and orchestra productions;
disinfecting and pest control; eating and
drinking establishments; fishing; hospitals;
labor organizations; logging; manufacturing
(metals); mining; medical and dental prac-
tices; medical laboratories; sanitary serv-
ices; transportation (local and freight); and
warehousing.
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(2) PILOT PROGRAM PERIOD.—For purposes

of this subsection, the term ‘‘pilot program
period’’ means the 5-year period beginning
on January 1, 1999.

TITLE II—AMENDMENTS TO PUBLIC
HEALTH SERVICE ACT

Subtitle A—Patient Protections and Point of
Service Coverage Requirements

SEC. 2001. PATIENT ACCESS TO UNRESTRICTED
MEDICAL ADVICE, EMERGENCY
MEDICAL CARE, OBSTETRIC AND
GYNECOLOGICAL CARE, PEDIATRIC
CARE.

(a) IN GENERAL.—Subpart 2 of part A of
title XXVII of the Public Health Service Act
is amended by adding at the end the follow-
ing new section:
‘‘SEC. 2706. PATIENT ACCESS TO UNRESTRICTED

MEDICAL ADVICE, EMERGENCY
MEDICAL CARE, OBSTETRIC AND
GYNECOLOGICAL CARE, PEDIATRIC
CARE.

‘‘(a) PATIENT ACCESS TO UNRESTRICTED
MEDICAL ADVICE.—

‘‘(1) IN GENERAL.—In the case of any health
care professional acting within the lawful
scope of practice in the course of carrying
out a contractual employment arrangement
or other direct contractual arrangement be-
tween such professional and a group health
plan or a health insurance issuer offering
health insurance coverage in connection
with a group health plan, the plan or issuer
with which such contractual employment ar-
rangement or other direct contractual ar-
rangement is maintained by the professional
may not impose on such professional under
such arrangement any prohibition or restric-
tion with respect to advice, provided to a
participant or beneficiary under the plan
who is a patient, about the health status of
the participant or beneficiary or the medical
care or treatment for the condition or dis-
ease of the participant or beneficiary, re-
gardless of whether benefits for such care or
treatment are provided under the plan or
health insurance coverage offered in connec-
tion with the plan.

‘‘(2) HEALTH CARE PROFESSIONAL DEFINED.—
For purposes of this subsection, the term
‘health care professional’ means a physician
(as defined in section 1861(r) of the Social Se-
curity Act) or other health care professional
if coverage for the professional’s services is
provided under the group health plan for the
services of the professional. Such term in-
cludes a podiatrist, optometrist, chiro-
practor, psychologist, dentist, physician as-
sistant, physical or occupational therapist
and therapy assistant, speech–language pa-
thologist, audiologist, registered or licensed
practical nurse (including nurse practi-
tioner, clinical nurse specialist, certified
registered nurse anesthetist, and certified
nurse–midwife), licensed certified social
worker, registered respiratory therapist, and
certified respiratory therapy technician.

‘‘(b) PATIENT ACCESS TO EMERGENCY MEDI-
CAL CARE.—

‘‘(1) IN GENERAL.—To the extent that the
group health plan (or health insurance issuer
offering health insurance coverage in con-
nection with the plan) provides for any bene-
fits consisting of emergency medical care (as
defined in section 503(b)(9)(I) of the Em-
ployee Retirement Income Security Act of
1974), except for items or services specifically
excluded—

‘‘(A) the plan or issuer shall provide bene-
fits, and without regard to otherwise appli-
cable network limitations, without requiring
preauthorization and without regard to oth-
erwise applicable network limitations, for
appropriate emergency medical screening ex-
aminations (within the capability of the
emergency facility, including ancillary serv-
ices routinely available to the emergency fa-
cility) to the extent that a prudent

layperson, who possesses an average knowl-
edge of health and medicine, would deter-
mine such examinations to be necessary in
order to determine whether emergency medi-
cal care (as so defined) is required, and

‘‘(B) the plan or issuer shall provide bene-
fits for additional emergency medical serv-
ices following an emergency medical screen-
ing examination (if determined necessary
under subparagraph (A)) to the extent that a
prudent emergency medical professional
would determine such additional emergency
services to be necessary to avoid the con-
sequences described in section 503(b)(9)(I) of
such Act.

‘‘(2) UNIFORM COST-SHARING REQUIRED.—
Nothing in this subsection shall be construed
as preventing a group health plan or issuer
from imposing any form of cost-sharing ap-
plicable to any participant or beneficiary
(including coinsurance, copayments,
deductibles, and any other charges) in rela-
tion to benefits described in paragraph (1), if
such form of cost-sharing is uniformly ap-
plied under such plan, with respect to simi-
larly situated participants and beneficiaries,
to all benefits consisting of emergency medi-
cal care (as defined in section 503(b)(9)(I) of
the Employee Retirement Income Security
Act of 1974) provided to such similarly situ-
ated participants and beneficiaries under the
plan.

‘‘(c) PATIENT ACCESS TO OBSTETRIC AND
GYNECOLOGICAL CARE.

‘‘(1) IN GENERAL.—In any case in which a
group health plan (or a health insurance
issuer offering health insurance coverage in
connection with the plan)—

‘‘(A) provides benefits under the terms of
the plan consisting of—

‘‘(i) routine gynecological care (such as
preventive women’s health examinations), or

‘‘(ii) routine obstetric care (such as routine
pregnancy-related services),
provided by a participating physician who
specializes in such care (or provides benefits
consisting of payment for such care), and

‘‘(B) the plan requires or provides for des-
ignation by a participant or beneficiary of a
participating primary care provider,

if the primary care provider designated by
such a participant or beneficiary is not such
a physician, then the plan (or issuer) shall
meet the requirements of paragraph (2).

‘‘(2) REQUIREMENTS.—A group health plan
(or a health insurance issuer offering health
insurance coverage in connection with the
plan) meets the requirements of this para-
graph, in connection with benefits described
in paragraph (1) consisting of care described
in clause (i) or (ii) of paragraph (1)(A) (or
consisting of payment therefor), if the plan
(or issuer)—

‘‘(A) does not require authorization or a re-
ferral by the primary care provider in order
to obtain such benefits, and

‘‘(B) treats the ordering of other routine
care of the same type, by the participating
physician providing the care described in
clause (i) or (ii) of paragraph (1)(A), as the
authorization of the primary care provider
with respect to such care.

‘‘(3) CONSTRUCTION.—Nothing in paragraph
(2)(B) shall waive any requirements of cov-
erage relating to medical necessity or appro-
priateness with respect to coverage of gyne-
cological or obstetric care so ordered.

‘‘(d) PATIENT ACCESS TO PEDIATRIC CARE.—
‘‘(1) IN GENERAL.—In any case in which a

group health plan (or a health insurance
issuer offering health insurance coverage in
connection with the plan) provides benefits
consisting of routine pediatric care provided
by a participating physician who specializes
in pediatrics (or consisting of payment for
such care) and the plan requires or provides
for designation by a participant or bene-

ficiary of a participating primary care pro-
vider, the plan (or issuer) shall provide that
such a participating physician may be des-
ignated, if available, by a parent or guardian
of any beneficiary under the plan is who
under 18 years of age, as the primary care
provider with respect to any such benefits.

‘‘(2) CONSTRUCTION.—Nothing in paragraph
(1) shall waive any requirements of coverage
relating to medical necessity or appropriate-
ness with respect to coverage of pediatric
care.

‘‘(e) TREATMENT OF MULTIPLE COVERAGE
OPTIONS.—In the case of a plan providing
benefits under two or more coverage options,
the requirements of subsections (c) and (d)
shall apply separately with respect to each
coverage option.’’.

(c) EFFECTIVE DATE AND RELATED RULES.—
(1) IN GENERAL.—The amendments made by

this section shall apply with respect to plan
years beginning on or after January 1 of the
second calendar year following the date of
the enactment of this Act, except that the
Secretary of Health and Human Services
may issue regulations before such date under
such amendments. The Secretary shall first
issue all regulations necessary to carry out
the amendments made by this section before
the effective date thereof.

(2) LIMITATION ON ENFORCEMENT ACTIONS.—
No enforcement action shall be taken, pursu-
ant to the amendments made by this section,
against a group health plan or health insur-
ance issuer with respect to a violation of a
requirement imposed by such amendments
before the date of issuance of regulations
issued in connection with such requirement,
if the plan or issuer has sought to comply in
good faith with such requirement.

(3) SPECIAL RULE FOR COLLECTIVE BARGAIN-
ING AGREEMENTS.—In the case of a group
health plan maintained pursuant to one or
more collective bargaining agreements be-
tween employee representatives and one or
more employers ratified before the date of
the enactment of this Act, the amendments
made by this section shall not apply with re-
spect to plan years beginning before the
later of—

(1) the date on which the last of the collec-
tive bargaining agreements relating to the
plan terminates (determined without regard
to any extension thereof agreed to after the
date of the enactment of this Act), or

(2) January 1, 2001.

For purposes of this paragraph, any plan
amendments made pursuant to a collective
bargaining agreement relating to the plan
which amends the plan solely to conform to
any requirement added by this section shall
not be treated as a termination of such col-
lective bargaining agreement.
SEC. 2002. REQUIRING HEALTH MAINTENANCE

ORGANIZATIONS TO OFFER OPTION
OF POINT-OF-SERVICE COVERAGE.

(a) IN GENERAL.—Title XXVII of the Public
Health Service Act is amended by inserting
after section 2713 the following new section:
‘‘SEC. 2714. REQUIRING OFFERING OF OPTION OF

POINT-OF-SERVICE COVERAGE.
‘‘(a) REQUIREMENT TO OFFER COVERAGE OP-

TION TO CERTAIN EMPLOYERS.—Except as pro-
vided in subsection (c), any health insurance
issuer which—

‘‘(1) is a health maintenance organization
(as defined in section 2791(b)(3)), and

‘‘(2) which provides for coverage of services
of one or more classes of health care profes-
sionals under health insurance coverage of-
fered in connection with a group health plan
only if such services are furnished exclu-
sively through health care professionals
within such class or classes who are mem-
bers of a closed panel of health care profes-
sionals,
the issuer shall make available to the plan
sponsor in connection with such a plan a
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coverage option which provides for coverage
of such services which are furnished through
such class (or classes) of health care profes-
sionals regardless of whether or not the pro-
fessionals are members of such panel.

‘‘(b) REQUIREMENT TO OFFER SUPPLEMENTAL
COVERAGE TO PARTICIPANTS IN CERTAIN
CASES.—Except as provided in subsection (c),
if a health insurance issuer makes available
a coverage option under and described in
subsection (a) to a plan sponsor of a group
health plan and the sponsor declines to con-
tract for such coverage option, then the
issuer shall make available in the individual
insurance market to each participant in the
group health plan optional separate supple-
mental health insurance coverage in the in-
dividual health insurance market which con-
sists of services identical to those provided
under such coverage provided through the
closed panel under the group health plan but
are furnished exclusively by health care pro-
fessionals who are not members of such a
closed panel.

‘‘(c) EXCEPTIONS.—
‘‘(1) OFFERING OF NON-PANEL OPTION.—Sub-

sections (a) and (b) shall not apply with re-
spect to a group health plan if the plan offers
a coverage option that provides coverage for
services that may be furnished by a class or
classes of health care professionals who are
not in a closed panel. This paragraph shall be
applied separately to distinguishable groups
of employees under the plan.

‘‘(2) AVAILABILITY OF COVERAGE THROUGH
HEALTHMART.—Subsections (a) and (b) shall
not apply to a group health plan if the
health insurance coverage under the plan is
made available through a HealthMart (as de-
fined in section 2801) and if any health insur-
ance coverage made available through the
HealthMart provides for coverage of the
services of any class of health care profes-
sionals other than through a closed panel of
professionals.

‘‘(3) RELICENSURE EXEMPTION.—Subsections
(a) and (b) shall not apply to a health main-
tenance organization in a State in any case
in which—

‘‘(A) the organization demonstrates to the
applicable authority that the organization
has made a good faith effort to obtain (but
has failed to obtain) a contract between the
organization and any other health insurance
issuer providing for the coverage option or
supplemental coverage described in sub-
section (a) or (b), as the case may be, within
the applicable service area of the organiza-
tion, and

‘‘(B) the State requires the organization to
receive or qualify for a separate license, as
an indemnity insurer or otherwise, in order
to offer such coverage option or supple-
mental coverage, respectively.

The applicable authority may require that
the organization demonstrate that it meets
the requirements of the previous sentence no
more frequently that once every two years.

‘‘(4) INCREASED COSTS.—Subsections (a) and
(b) shall not apply to a health maintenance
organization if the organization dem-
onstrates to the applicable authority, in ac-
cordance with generally accepted actuarial
practice, that, on either a prospective or ret-
roactive basis, the premium for the coverage
option or supplemental coverage required to
be made available under such respective sub-
section exceeds by more than 1 percent the
premium for the coverage consisting of serv-
ices which are furnished through a closed
panel of health care professionals in the
class or classes involved. The applicable au-
thority may require that the organization
demonstrate such an increase no more fre-
quently that once every two years. This
paragraph shall be applied on an average per
enrollee or similar basis.

‘‘(5) COLLECTIVE BARGAINING AGREEMENTS.—
Subsections (a) and (b) shall not apply in
connection with a group health plan if the
plan is established or maintained pursuant
to one or more collective bargaining agree-
ments.

‘‘(d) DEFINITIONS.—For purposes of this sec-
tion:

‘‘(1) COVERAGE THROUGH CLOSED PANEL.—
Health insurance coverage for a class of
health care professionals shall be treated as
provided through a closed panel of such pro-
fessionals only if such coverage consists of
coverage of items or services consisting of
professionals services which are reimbursed
for or provided only within a limited net-
work of such professionals.

‘‘(2) HEALTH CARE PROFESSIONAL.—The
term ‘health care professional’ has the mean-
ing given such term in section 2706(a)(2).’’.

(b) EFFECTIVE DATE.—The amendment
made by subsection (a) shall apply to cov-
erage offered on or after January 1 of the
second calendar year following the date of
the enactment of this Act.

Subtitle B—Patient Access to Information
SEC. 2101. PATIENT ACCESS TO INFORMATION

REGARDING PLAN COVERAGE, MAN-
AGED CARE PROCEDURES, HEALTH
CARE PROVIDERS, AND QUALITY OF
MEDICAL CARE.

(a) IN GENERAL.—Subpart 2 of part A of
title XXVII of the Public Health Service Act
(as amended by subtitle A of this title) is
amended further by adding at the end the
following new section:
‘‘SEC. 2707. PATIENT ACCESS TO INFORMATION

REGARDING PLAN COVERAGE, MAN-
AGED CARE PROCEDURES, HEALTH
CARE PROVIDERS, AND QUALITY OF
MEDICAL CARE.

‘‘(a) DISCLOSURE REQUIREMENT.—Each
health insurance issuer offering health insur-
ance coverage in connection with a group
health plan shall provide the administrator
of such plan on a timely basis with the infor-
mation necessary to enable the adminis-
trator to include in the summary plan de-
scription of the plan required under section
102 of the Employee Retirement Income Se-
curity Act of 1974 (or each summary plan de-
scription in any case in which different sum-
mary plan descriptions are appropriate under
part 1 of subtitle B of title I of such Act for
different options of coverage) the informa-
tion required under subsections (b), (c), (d),
and (e)(2)(A). To the extent that any such
issuer provides such information on a timely
basis to plan participants and beneficiaries,
the requirements of this subsection shall be
deemed satisfied in the case of such plan
with respect to such information.

‘‘(b) PLAN BENEFITS.—The information re-
quired under subsection (a) includes the fol-
lowing:

‘‘(1) COVERED ITEMS AND SERVICES.—
‘‘(A) CATEGORIZATION OF INCLUDED BENE-

FITS.—A description of covered benefits, cat-
egorized by—

‘‘(i) types of items and services (including
any special disease management program),
and

‘‘(ii) types of health care professionals pro-
viding such items and services.

‘‘(B) EMERGENCY MEDICAL CARE.—A descrip-
tion of the extent to which the coverage in-
cludes emergency medical care (including
the extent to which the coverage provides for
access to urgent care centers), and any defi-
nitions provided under in connection with
such coverage for the relevant coverage ter-
minology referring to such care.

‘‘(C) PREVENTATIVE SERVICES.—A descrip-
tion of the extent to which the coverage in-
cludes benefits for preventative services.

‘‘(D) DRUG FORMULARIES.—A description of
the extent to which covered benefits are de-
termined by the use or application of a drug

formulary and a summary of the process for
determining what is included in such for-
mulary.

‘‘(E) COBRA CONTINUATION COVERAGE.—A
description of the benefits available under
the coverage provided pursuant to part 6 of
subtitle B of title I of the Employee Retire-
ment Income Security Act of 1974.

‘‘(2) LIMITATIONS, EXCLUSIONS, AND RESTRIC-
TIONS ON COVERED BENEFITS.—

‘‘(A) CATEGORIZATION OF EXCLUDED BENE-
FITS.—A description of benefits specifically
excluded from coverage, categorized by types
of items and services.

‘‘(B) UTILIZATION REVIEW AND
PREAUTHORIZATION REQUIREMENTS.—Whether
coverage for medical care is limited or ex-
cluded on the basis of utilization review or
preauthorization requirements.

‘‘(C) LIFETIME, ANNUAL, OR OTHER PERIOD
LIMITATIONS.—A description of the cir-
cumstances under which, and the extent to
which, coverage is subject to lifetime, an-
nual, or other period limitations, categorized
by types of benefits.

‘‘(D) CUSTODIAL CARE.—A description of the
circumstances under which, and the extent
to which, the coverage of benefits for custo-
dial care is limited or excluded, and a state-
ment of the definition used in connection
with such coverage for custodial care.

‘‘(E) EXPERIMENTAL TREATMENTS.—Whether
coverage for any medical care is limited or
excluded because it constitutes experimental
treatment or technology, and any definitions
provided in connection with such coverage
for the relevant plan terminology referring
to such limited or excluded care.

‘‘(F) MEDICAL APPROPRIATENESS OR NECES-
SITY.—Whether coverage for medical care
may be limited or excluded by reason of a
failure to meet the plan’s requirements for
medical appropriateness or necessity, and
any definitions provided in connection with
such coverage for the relevant coverage ter-
minology referring to such limited or ex-
cluded care.

‘‘(G) SECOND OR SUBSEQUENT OPINIONS.—A
description of the circumstances under
which, and the extent to which, coverage for
second or subsequent opinions is limited or
excluded.

‘‘(H) SPECIALTY CARE.—A description of the
circumstances under which, and the extent
to which, coverage of benefits for specialty
care is conditioned on referral from a pri-
mary care provider.

‘‘(I) CONTINUITY OF CARE.—A description of
the circumstances under which, and the ex-
tent to which, coverage of items and services
provided by any health care professional is
limited or excluded by reason of the depar-
ture by the professional from any defined set
of providers.

‘‘(J) RESTRICTIONS ON COVERAGE OF EMER-
GENCY SERVICES.—A description of the cir-
cumstances under which, and the extent to
which, the coverage, in including emergency
medical care furnished to a participant or
beneficiary of the plan imposes any financial
responsibility described in subsection (c) on
participants or beneficiaries or limits or con-
ditions benefits for such care subject to any
other term or condition of such coverage.

‘‘(c) PARTICIPANT’S FINANCIAL RESPONSIBIL-
ITIES.—The information required under sub-
section (a) includes an explanation of—

‘‘(1) a participant’s financial responsibility
for payment of premiums, coinsurance, co-
payments, deductibles, and any other
charges, and

‘‘(2) the circumstances under which, and
the extent to which, the participant’s finan-
cial responsibility described in paragraph (1)
may vary, including any distinctions based
on whether a health care provider from
whom covered benefits are obtained is in-
cluded in a defined set of providers.
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‘‘(d) DISPUTE RESOLUTION PROCEDURES.—

The information required under subsection
(a) includes a description of the processes
adopted in connection with such coverage
pursuant to section 503(b) of the Employee
Retirement Income Security Act of 1974, in-
cluding—

‘‘(1) descriptions thereof relating specifi-
cally to—

‘‘(A) coverage decisions,
‘‘(B) internal review of coverage decisions,

and
‘‘(C) any external review of coverage deci-

sions, and
‘‘(2) the procedures and time frames appli-

cable to each step of the processes referred
to in subparagraphs (A), (B), and (C) of para-
graph (1).

‘‘(e) INFORMATION AVAILABLE ON REQUEST.—
‘‘(1) ACCESS TO PLAN BENEFIT INFORMATION

IN ELECTRONIC FORM.—
‘‘(A) IN GENERAL.—A group health plan

(and a health insurance issuer offering
health insurance coverage in connection
with a group health plan) shall, upon written
request (made not more frequently than an-
nually), make available to participants and
beneficiaries, in a generally recognized elec-
tronic format, the following information:

‘‘(i) the latest summary plan description,
including the latest summary of material
modifications, and

‘‘(ii) the actual plan provisions setting
forth the benefits available under the plan,

to the extent such information relates to the
coverage options under the plan available to
the participant or beneficiary. A reasonable
charge may be made to cover the cost of pro-
viding such information in such generally
recognized electronic format. The Secretary
may by regulation prescribe a maximum
amount which will constitute a reasonable
charge under the preceding sentence.

‘‘(B) ALTERNATIVE ACCESS.—The require-
ments of this paragraph may be met by mak-
ing such information generally available
(rather than upon request) on the Internet or
on a proprietary computer network in a for-
mat which is readily accessible to partici-
pants and beneficiaries.

‘‘(2) ADDITIONAL INFORMATION TO BE PRO-
VIDED ON REQUEST.—

‘‘(A) INCLUSION IN SUMMARY PLAN DESCRIP-
TION OF SUMMARY OF ADDITIONAL INFORMA-
TION.—The information required under sub-
section (a) includes a summary description
of the types of information required by this
subsection to be made available to partici-
pants and beneficiaries on request.

‘‘(B) INFORMATION REQUIRED FROM PLANS
AND ISSUERS ON REQUEST.—In addition to in-
formation required to be included in sum-
mary plan descriptions under this sub-
section, a group health plan (and a health in-
surance issuer offering health insurance cov-
erage in connection with a group health
plan) shall provide the following information
to a participant or beneficiary on request:

‘‘(i) NETWORK CHARACTERISTICS.—If the
plan (or issuer) utilizes a defined set of pro-
viders under contract with the plan (or
issuer), a detailed list of the names of such
providers and their geographic location, set
forth separately with respect to primary
care providers and with respect to special-
ists.

‘‘(ii) CARE MANAGEMENT INFORMATION.—A
description of the circumstances under
which, and the extent to which, the plan has
special disease management programs or
programs for persons with disabilities, indi-
cating whether these programs are voluntary
or mandatory and whether a significant ben-
efit differential results from participation in
such programs.

‘‘(iii) INCLUSION OF DRUGS AND BIOLOGICALS
IN FORMULARIES.—A statement of whether a

specific drug or biological is included in a
formulary used to determine benefits under
the plan and a description of the procedures
for considering requests for any patient-spe-
cific waivers.

‘‘(iv) PROCEDURES FOR DETERMINING EXCLU-
SIONS BASED ON MEDICAL NECESSITY OR EXPER-
IMENTAL TREATMENTS.—Upon receipt by the
participant or beneficiary of any notification
of an adverse coverage decision based on a
determination relating to medical necessity
or an experimental treatment or technology,
a description of the procedures and medi-
cally-based criteria used in such decision.

‘‘(v) PREAUTHORIZATION AND UTILIZATION
REVIEW PROCEDURES.—Upon receipt by the
participant or beneficiary of any notification
of an adverse coverage decision, a descrip-
tion of the basis on which any
preauthorization requirement or any utiliza-
tion review requirement has resulted in such
decision.

‘‘(vi) ACCREDITATION STATUS OF HEALTH IN-
SURANCE ISSUERS AND SERVICE PROVIDERS.—A
description of the accreditation and
licencing status (if any) of each health insur-
ance issuer offering health insurance cov-
erage in connection with the plan and of any
utilization review organization utilized by
the issuer or the plan, together with the
name and address of the accrediting or
licencing authority.

‘‘(vii) MEASURES OF ENROLLEE SATISFAC-
TION.—The latest information (if any) main-
tained by the plan, or by any health insur-
ance issuer offering health insurance cov-
erage in connection with the plan, relating
to enrollee satisfaction.

‘‘(viii) QUALITY PERFORMANCE MEASURES.—
The latest information (if any) maintained
by the plan, or by any health insurance
issuer offering health insurance coverage in
connection with the plan, relating to quality
of performance of the delivery of medical
care with respect to coverage options offered
under the plan and of health care profes-
sionals and facilities providing medical care
under the plan.

‘‘(ix) INFORMATION RELATING TO EXTERNAL
REVIEWS.—The number of external reviews
under section 503(b)(4) of the Employee Re-
tirement Income Security Act of 1974 that
have been completed during the prior plan
year and the number of such reviews in
which the recommendation reported under
section 503(b)(4)(C)(iii) of such Act includes a
recommendation for modification or reversal
of an internal review decision under the
plan.

‘‘(C) INFORMATION REQUIRED FROM HEALTH
CARE PROFESSIONALS ON REQUEST.—Any
health care professional treating a partici-
pant or beneficiary under a group health
plan shall provide to the participant or bene-
ficiary, on request, a description of his or her
professional qualifications (including board
certification status, licensing status, and ac-
creditation status, if any), privileges, and ex-
perience and a general description by cat-
egory (including salary, fee-for-service, capi-
tation, and such other categories as may be
specified in regulations of the Secretary) of
the applicable method by which such profes-
sional is compensated in connection with the
provision of such medical care.

‘‘(D) INFORMATION REQUIRED FROM HEALTH
CARE FACILITIES ON REQUEST.—Any health
care facility from which a participant or
beneficiary has sought treatment under a
group health plan shall provide to the partic-
ipant or beneficiary, on request, a descrip-
tion of the facility’s corporate form or other
organizational form and all forms of licens-
ing and accreditation status (if any) assigned
to the facility by standard-setting organiza-
tions.

‘‘(f) ACCESS TO INFORMATION RELEVANT TO
THE COVERAGE OPTIONS UNDER WHICH THE

PARTICIPANT OR BENEFICIARY IS ELIGIBLE TO
ENROLL.—In addition to information other-
wise required to be made available under
this section, a group health plan (and a
health insurance issuer offering health insur-
ance coverage in connection with a group
health plan) shall, upon written request
(made not more frequently than annually),
make available to a participant and an em-
ployee who, under the terms of the plan, is
eligible for coverage but not enrolled in con-
nection with a period of enrollment the sum-
mary plan description for any coverage op-
tion under the plan under which the partici-
pant is eligible to enroll and any information
described in clauses (i), (ii), (iii), (vi), (vii),
and (viii) of subsection (e)(2)(B).

‘‘(g) ADVANCE NOTICE OF CHANGES IN DRUG
FORMULARIES.—Not later than 30 days before
the effective of date of any exclusion of a
specific drug or biological from any drug for-
mulary under the plan that is used in the
treatment of a chronic illness or disease, the
plan shall take such actions as are necessary
to reasonably ensure that plan participants
are informed of such exclusion. The require-
ments of this subsection may be satisfied—

‘‘(1) by inclusion of information in publica-
tions broadly distributed by plan sponsors,
employers, or employee organizations,

‘‘(2) by electronic means of communication
(including the Internet or proprietary com-
puter networks in a format which is readily
accessible to participants),

‘‘(3) by timely informing participants who,
under an ongoing program maintained under
the plan, have submitted their names for
such notification, or

‘‘(4) by any other reasonable means of
timely informing plan participants.’’.
SEC. 2102. EFFECTIVE DATE.

(a) IN GENERAL.—The amendments made by
this subtitle shall apply with respect to plan
years beginning on or after January 1 of the
second calendar year following the date of
the enactment of this Act. The Secretary
shall first issue all regulations necessary to
carry out the amendments made by this sub-
title before such date.

(b) LIMITATION ON ENFORCEMENT ACTIONS.—
No enforcement action shall be taken, pursu-
ant to the amendments made by this sub-
title, against a group health plan or health
insurance issuer with respect to a violation
of a requirement imposed by such amend-
ments before the date of issuance of final
regulations issued in connection with such
requirement, if the plan or issuer has sought
to comply in good faith with such require-
ment.

Subtitle C—HealthMarts
SEC. 2201. SHORT TITLE OF SUBTITLE.

This subtitle may be cited as the ‘‘Health
Care Consumer Empowerment Act of 1998’’.
SEC. 2202. EXPANSION OF CONSUMER CHOICE

THROUGH HEALTHMARTS.
(a) IN GENERAL.—The Public Health Serv-

ice Act is amended by adding at the end the
following new title:

‘‘TITLE XXVIII—HEALTHMARTS
‘‘SEC. 2801. DEFINITION OF HEALTHMART.

‘‘(a) IN GENERAL.—For purposes of this
title, the term ‘HealthMart’ means a legal
entity that meets the following require-
ments:

‘‘(1) ORGANIZATION.—The HealthMart is a
nonprofit organization operated under the
direction of a board of directors which is
composed of representatives of not fewer
than 2 and in equal numbers from each of the
following:

‘‘(A) Small employers.
‘‘(B) Employees of small employers.
‘‘(C) Health care providers, which may be

physicians, other health care professionals,
health care facilities, or any combination
thereof.
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‘‘(D) Entities, such as insurance compa-

nies, health maintenance organizations, and
licensed provider-sponsored organizations,
that underwrite or administer health bene-
fits coverage.

‘‘(2) OFFERING HEALTH BENEFITS COV-
ERAGE.—

‘‘(A) IN GENERAL.—The HealthMart, in con-
junction with those health insurance issuers
that offer health benefits coverage through
the HealthMart, makes available health ben-
efits coverage in the manner described in
subsection (b) to all small employers and eli-
gible employees in the manner described in
subsection (c)(2) at rates (including employ-
er’s and employee’s share) that are estab-
lished by the health insurance issuer on a
policy or product specific basis and that may
vary only as permissible under State law. A
HealthMart is deemed to be a group health
plan for purposes of applying section 702 of
the Employee Retirement Income Security
Act of 1974, section 2702 of this Act, and sec-
tion 9802(b) of the Internal Revenue Code of
1986 (which limit variation among similarly
situated individuals of required premiums
for health benefits coverage on the basis of
health status-related factors).

‘‘(B) NONDISCRIMINATION IN COVERAGE OF-
FERED.—

‘‘(i) IN GENERAL.—Subject to clause (ii), the
HealthMart may not offer health benefits
coverage to an eligible employee in a geo-
graphic area (as specified under paragraph
(3)(A)) unless the same coverage is offered to
all such employees in the same geographic
area. Section 2711(a)(1)(B) of this Act limits
denial of enrollment of certain eligible indi-
viduals under health benefits coverage in the
small group market.

‘‘(ii) CONSTRUCTION.—Nothing in this title
shall be construed as requiring or permitting
a health insurance issuer to provide coverage
outside the service area of the issuer, as ap-
proved under State law.

‘‘(C) NO FINANCIAL UNDERWRITING.—The
HealthMart provides health benefits cov-
erage only through contracts with health in-
surance issuers and does not assume insur-
ance risk with respect to such coverage.

‘‘(D) MINIMUM COVERAGE.—By the end of
the first year of its operation and thereafter,
the HealthMart maintains not fewer than 10
purchasers and 100 members.

‘‘(3) GEOGRAPHIC AREAS.—
‘‘(A) SPECIFICATION OF GEOGRAPHIC AREAS.—

The HealthMart shall specify the geographic
area (or areas) in which it makes available
health benefits coverage offered by health
insurance issuers to small employers. Such
an area shall encompass at least one entire
county or equivalent area.

‘‘(B) MULTISTATE AREAS.—In the case of a
HealthMart that serves more than one State,
such geographic areas may be areas that in-
clude portions of two or more contiguous
States.

‘‘(C) MULTIPLE HEALTHMARTS PERMITTED IN
SINGLE GEOGRAPHIC AREA.—Nothing in this
title shall be construed as preventing the es-
tablishment and operation of more than one
HealthMart in a geographic area or as limit-
ing the number of HealthMarts that may op-
erate in any area.

‘‘(4) PROVISION OF ADMINISTRATIVE SERVICES
TO PURCHASERS.—

‘‘(A) IN GENERAL.—The HealthMart pro-
vides administrative services for purchasers.
Such services may include accounting, bill-
ing, enrollment information, and employee
coverage status reports.

‘‘(B) CONSTRUCTION.—Nothing in this sub-
section shall be construed as preventing a
HealthMart from serving as an administra-
tive service organization to any entity.

‘‘(5) DISSEMINATION OF INFORMATION.—The
HealthMart collects and disseminates (or ar-
ranges for the collection and dissemination

of) consumer-oriented information on the
scope, cost, and enrollee satisfaction of all
coverage options offered through the
HealthMart to its members and eligible indi-
viduals. Such information shall be defined by
the HealthMart and shall be in a manner ap-
propriate to the type of coverage offered. To
the extent practicable, such information
shall include information on provider per-
formance, locations and hours of operation
of providers, outcomes, and similar matters.
Nothing in this section shall be construed as
preventing the dissemination of such infor-
mation or other information by the
HealthMart or by health insurance issuers
through electronic or other means.

‘‘(6) FILING INFORMATION.—The
HealthMart—

‘‘(A) files with the applicable Federal au-
thority information that demonstrates the
HealthMart’s compliance with the applicable
requirements of this title; or

‘‘(B) in accordance with rules established
under section 2803(a), files with a State such
information as the State may require to
demonstrate such compliance.

‘‘(b) HEALTH BENEFITS COVERAGE REQUIRE-
MENTS.—

‘‘(1) COMPLIANCE WITH CONSUMER PROTEC-
TION REQUIREMENTS.—Any health benefits
coverage offered through a HealthMart
shall—

‘‘(A) be underwritten by a health insurance
issuer that—

‘‘(i) is licensed (or otherwise regulated)
under State law (or is a community health
organization that is offering health insur-
ance coverage pursuant to section 330B(a)),

‘‘(ii) meets all applicable State standards
relating to consumer protection, subject to
section 2802(b), and

‘‘(iii) offers the coverage under a contract
with the HealthMart;

‘‘(B) subject to paragraph (2), be approved
or otherwise permitted to be offered under
State law; and

‘‘(C) provide full portability of creditable
coverage for individuals who remain mem-
bers of the same HealthMart notwithstand-
ing that they change the employer through
which they are members in accordance with
the provisions of the parts 6 and 7 of subtitle
B of title I of the Employee Retirement In-
come Security Act of 1974 and titles XXII
and XXVII of this Act, so long as both em-
ployers are purchasers in the HealthMart.

‘‘(2) ALTERNATIVE PROCESS FOR APPROVAL
OF HEALTH BENEFITS COVERAGE IN CASE OF DIS-
CRIMINATION OR DELAY.—

‘‘(A) IN GENERAL.—The requirement of
paragraph (1)(B) shall not apply to a policy
or product of health benefits coverage of-
fered in a State if the health insurance
issuer seeking to offer such policy or product
files an application to waive such require-
ment with the applicable Federal authority,
and the authority determines, based on the
application and other evidence presented to
the authority, that—

‘‘(i) either (or both) of the grounds de-
scribed in subparagraph (B) for approval of
the application has been met; and

‘‘(ii) the coverage meets the applicable
State standards (other than those that have
been preempted under section 2802).

‘‘(B) GROUNDS.—The grounds described in
this subparagraph with respect to a policy or
product of health benefits coverage are as
follows:

‘‘(i) FAILURE TO ACT ON POLICY, PRODUCT, OR
RATE APPLICATION ON A TIMELY BASIS.—The
State has failed to complete action on the
policy or product (or rates for the policy or
product) within 90 days of the date of the
State’s receipt of a substantially complete
application. No period before the date of the
enactment of this section shall be included
in determining such 90-day period.

‘‘(ii) DENIAL OF APPLICATION BASED ON DIS-
CRIMINATORY TREATMENT.—The State has de-
nied such an application and—

‘‘(I) the standards or review process im-
posed by the State as a condition of approval
of the policy or product imposes either any
material requirements, procedures, or stand-
ards to such policy or product that are not
generally applicable to other policies and
products offered or any requirements that
are preempted under section 2802; or

‘‘(II) the State requires the issuer, as a
condition of approval of the policy or prod-
uct, to offer any policy or product other than
such policy or product.

‘‘(C) ENFORCEMENT.—In the case of a waiv-
er granted under subparagraph (A) to an
issuer with respect to a State, the Secretary
may enter into an agreement with the State
under which the State agrees to provide for
monitoring and enforcement activities with
respect to compliance of such an issuer and
its health insurance coverage with the appli-
cable State standards described in subpara-
graph (A)(ii). Such monitoring and enforce-
ment shall be conducted by the State in the
same manner as the State enforces such
standards with respect to other health insur-
ance issuers and plans, without discrimina-
tion based on the type of issuer to which the
standards apply. Such an agreement shall
specify or establish mechanisms by which
compliance activities are undertaken, while
not lengthening the time required to review
and process applications for waivers under
subparagraph (A).

‘‘(3) EXAMPLES OF TYPES OF COVERAGE.—
The health benefits coverage made available
through a HealthMart may include, but is
not limited to, any of the following if it
meets the other applicable requirements of
this title:

‘‘(A) Coverage through a health mainte-
nance organization.

‘‘(B) Coverage in connection with a pre-
ferred provider organization.

‘‘(C) Coverage in connection with a li-
censed provider-sponsored organization.

‘‘(D) Indemnity coverage through an insur-
ance company.

‘‘(E) Coverage offered in connection with a
contribution into a medical savings account
or flexible spending account.

‘‘(F) Coverage that includes a point-of-
service option.

‘‘(G) Coverage offered by a community
health organization (as defined in section
330B(e)).

‘‘(H) Any combination of such types of cov-
erage.

‘‘(4) WELLNESS BONUSES FOR HEALTH PRO-
MOTION.—Nothing in this title shall be con-
strued as precluding a health insurance
issuer offering health benefits coverage
through a HealthMart from establishing pre-
mium discounts or rebates for members or
from modifying otherwise applicable copay-
ments or deductibles in return for adherence
to programs of health promotion and disease
prevention so long as such programs are
agreed to in advance by the HealthMart and
comply with all other provisions of this title
and do not discriminate among similarly sit-
uated members.

‘‘(c) PURCHASERS; MEMBERS; HEALTH INSUR-
ANCE ISSUERS.—

‘‘(1) PURCHASERS.—
‘‘(A) IN GENERAL.—Subject to the provi-

sions of this title, a HealthMart shall permit
any small employer to contract with the
HealthMart for the purchase of health bene-
fits coverage for its employees and depend-
ents of those employees and may not vary
conditions of eligibility (including premium
rates and membership fees) of a small em-
ployer to be a purchaser.
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‘‘(B) ROLE OF ASSOCIATIONS, BROKERS, AND

LICENSED HEALTH INSURANCE AGENTS.—Noth-
ing in this section shall be construed as pre-
venting an association, broker, licensed
health insurance agent, or other entity from
assisting or representing a HealthMart or
small employers from entering into appro-
priate arrangements to carry out this title.

‘‘(C) PERIOD OF CONTRACT.—The
HealthMart may not require a contract
under subparagraph (A) between a
HealthMart and a purchaser to be effective
for a period of longer than 12 months. The
previous sentence shall not be construed as
preventing such a contract from being ex-
tended for additional 12-month periods or
preventing the purchaser from voluntarily
electing a contract period of longer than 12
months.

‘‘(D) EXCLUSIVE NATURE OF CONTRACT.—
Such a contract shall provide that the pur-
chaser agrees not to obtain or sponsor health
benefits coverage, on behalf of any eligible
employees (and their dependents), other than
through the HealthMart. The previous sen-
tence shall not apply to an eligible individ-
ual who resides in an area for which no cov-
erage is offered by any health insurance
issuer through the HealthMart.

‘‘(2) MEMBERS.—
‘‘(A) IN GENERAL.—Under rules established

to carry out this title, with respect to a
small employer that has a purchaser con-
tract with a HealthMart, individuals who are
employees of the employer may enroll for
health benefits coverage (including coverage
for dependents of such enrolling employees)
offered by a health insurance issuer through
the HealthMart.

‘‘(B) NONDISCRIMINATION IN ENROLLMENT.—
A HealthMart may not deny enrollment as a
member to an individual who is an employee
(or dependent of such an employee) eligible
to be so enrolled based on health status-re-
lated factors, except as may be permitted
consistent with section 2742(b).

‘‘(C) ANNUAL OPEN ENROLLMENT PERIOD.—In
the case of members enrolled in health bene-
fits coverage offered by a health insurance
issuer through a HealthMart, subject to sub-
paragraph (D), the HealthMart shall provide
for an annual open enrollment period of 30
days during which such members may
change the coverage option in which the
members are enrolled.

‘‘(D) RULES OF ELIGIBILITY.—Nothing in
this paragraph shall preclude a HealthMart
from establishing rules of employee eligi-
bility for enrollment and reenrollment of
members during the annual open enrollment
period under subparagraph (C). Such rules
shall be applied consistently to all pur-
chasers and members within the HealthMart
and shall not be based in any manner on
health status-related factors and may not
conflict with sections 2701 and 2702 of this
Act.

‘‘(3) HEALTH INSURANCE ISSUERS.—
‘‘(A) PREMIUM COLLECTION.—The contract

between a HealthMart and a health insur-
ance issuer shall provide, with respect to a
member enrolled with health benefits cov-
erage offered by the issuer through the
HealthMart, for the payment of the pre-
miums collected by the HealthMart (or the
issuer) for such coverage (less a pre-deter-
mined administrative charge negotiated by
the HealthMart and the issuer) to the issuer.

‘‘(B) SCOPE OF SERVICE AREA.—Nothing in
this title shall be construed as requiring the
service area of a health insurance issuer with
respect to health insurance coverage to
cover the entire geographic area served by a
HealthMart.

‘‘(C) AVAILABILITY OF COVERAGE OPTIONS.—
A HealthMart shall enter into contracts with
one or more health insurance issuers in a
manner that assures that at least 2 health

insurance coverage options are made avail-
able in the geographic area specified under
subsection (a)(3)(A).

‘‘(d) PREVENTION OF CONFLICTS OF INTER-
EST.—

‘‘(1) FOR BOARDS OF DIRECTORS.—A member
of a board of directors of a HealthMart may
not serve as an employee or paid consultant
to the HealthMart, but may receive reason-
able reimbursement for travel expenses for
purposes of attending meetings of the board
or committees thereof.

‘‘(2) FOR BOARDS OF DIRECTORS OR EMPLOY-
EES.—An individual is not eligible to serve in
a paid or unpaid capacity on the board of di-
rectors of a HealthMart or as an employee of
the HealthMart, if the individual is em-
ployed by, represents in any capacity, owns,
or controls any ownership interest in a orga-
nization from whom the HealthMart receives
contributions, grants, or other funds not
connected with a contract for coverage
through the HealthMart.

‘‘(3) EMPLOYMENT AND EMPLOYEE REP-
RESENTATIVES.—

‘‘(A) IN GENERAL.—An individual who is
serving on a board of directors of a
HealthMart as a representative described in
subparagraph (A) or (B) of section 2801(a)(1)
shall not be employed by or affiliated with a
health insurance issuer or be licensed as or
employed by or affiliated with a health care
provider.

‘‘(B) CONSTRUCTION.—For purposes of sub-
paragraph (A), the term ‘‘affiliated’’ does not
include membership in a health benefits plan
or the obtaining of health benefits coverage
offered by a health insurance issuer.

‘‘(e) CONSTRUCTION.—
‘‘(1) NETWORK OF AFFILIATED

HEALTHMARTS.—Nothing in this section shall
be construed as preventing one or more
HealthMarts serving different areas (whether
or not contiguous) from providing for some
or all of the following (through a single ad-
ministrative organization or otherwise):

‘‘(A) Coordinating the offering of the same
or similar health benefits coverage in dif-
ferent areas served by the different
HealthMarts.

‘‘(B) Providing for crediting of deductibles
and other cost-sharing for individuals who
are provided health benefits coverage
through the HealthMarts (or affiliated
HealthMarts) after—

‘‘(i) a change of employers through which
the coverage is provided, or

‘‘(ii) a change in place of employment to
an area not served by the previous
HealthMart.

‘‘(2) PERMITTING HEALTHMARTS TO ADJUST
DISTRIBUTIONS AMONG ISSUERS TO REFLECT
RELATIVE RISK OF ENROLLEES.—Nothing in
this section shall be construed as precluding
a HealthMart from providing for adjust-
ments in amounts distributed among the
health insurance issuers offering health ben-
efits coverage through the HealthMart based
on factors such as the relative health care
risk of members enrolled under the coverage
offered by the different issuers.

‘‘(3) APPLICATION OF UNIFORM MINIMUM PAR-
TICIPATION AND CONTRIBUTION RULES.—Noth-
ing in this section shall be construed as pre-
cluding a HealthMart from establishing min-
imum participation and contribution rules
(described in section 2711(e)(1)) for small em-
ployers that apply to become purchasers in
the HealthMart, so long as such rules are ap-
plied uniformly for all health insurance
issuers.

‘‘SEC. 2802. APPLICATION OF CERTAIN LAWS AND
REQUIREMENTS.

‘‘(a) AUTHORITY OF STATES.—Nothing in
this section shall be construed as preempting
State laws relating to the following:

‘‘(1) The regulation of underwriters of
health coverage, including licensure and sol-
vency requirements.

‘‘(2) The application of premium taxes and
required payments for guaranty funds or for
contributions to high-risk pools.

‘‘(3) The application of fair marketing re-
quirements and other consumer protections
(other than those specifically relating to an
item described in subsection (b)).

‘‘(4) The application of requirements relat-
ing to the adjustment of rates for health in-
surance coverage.

‘‘(b) TREATMENT OF BENEFIT AND GROUPING
REQUIREMENTS.—State laws insofar as they
relate to any of the following are superseded
and shall not apply to health benefits cov-
erage made available through a HealthMart:

‘‘(1) Benefit requirements for health bene-
fits coverage offered through a HealthMart,
including (but not limited to) requirements
relating to coverage of specific providers,
specific services or conditions, or the
amount, duration, or scope of benefits, but
not including requirements to the extent re-
quired to implement title XXVII or other
Federal law and to the extent the require-
ment prohibits an exclusion of a specific dis-
ease from such coverage.

‘‘(2) Requirements (commonly referred to
as fictitious group laws) relating to grouping
and similar requirements for such coverage
to the extent such requirements impede the
establishment and operation of HealthMarts
pursuant to this title.

‘‘(3) Any other requirements (including
limitations on compensation arrangements)
that, directly or indirectly, preclude (or have
the effect of precluding) the offering of such
coverage through a HealthMart, if the
HealthMart meets the requirements of this
title.

Any State law or regulation relating to the
composition or organization of a HealthMart
is preempted to the extent the law or regula-
tion is inconsistent with the provisions of
this title.

‘‘(c) APPLICATION OF ERISA FIDUCIARY AND
DISCLOSURE REQUIREMENTS.—The board of di-
rectors of a HealthMart is deemed to be a
plan administrator of an employee welfare
benefit plan which is a group health plan for
purposes of applying parts 1 and 4 of subtitle
B of title I of the Employee Retirement In-
come Security Act of 1974 and those provi-
sions of part 5 of such subtitle which are ap-
plicable to enforcement of such parts 1 and 4,
and the HealthMart shall be treated as such
a plan and the enrollees shall be treated as
participants and beneficiaries for purposes of
applying such provisions pursuant to this
subsection.

‘‘(d) APPLICATION OF ERISA RENEWABILITY
PROTECTION.—A HealthMart is deemed to be
group health plan that is a multiple em-
ployer welfare arrangement for purposes of
applying section 703 of the Employee Retire-
ment Income Security Act of 1974.

‘‘(e) APPLICATION OF RULES FOR NETWORK
PLANS AND FINANCIAL CAPACITY.—The provi-
sions of subsections (c) and (d) of section 2711
apply to health benefits coverage offered by
a health insurance issuer through a
HealthMart.

‘‘(f) CONSTRUCTION RELATING TO OFFERING
REQUIREMENT.—Nothing in section 2711(a) of
this Act or 703 of the Employee Retirement
Income Security Act of 1974 shall be con-
strued as permitting the offering outside the
HealthMart of health benefits coverage that
is only made available through a HealthMart
under this section because of the application
of subsection (b).

‘‘(g) APPLICATION TO GUARANTEED RENEW-
ABILITY REQUIREMENTS IN CASE OF DIS-
CONTINUATION OF AN ISSUER.—For purposes of
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applying section 2712 in the case of health in-
surance coverage offered by a health insur-
ance issuer through a HealthMart, if the con-
tract between the HealthMart and the issuer
is terminated and the HealthMart continues
to make available any health insurance cov-
erage after the date of such termination, the
following rules apply:

‘‘(1) RENEWABILITY.—The HealthMart shall
fulfill the obligation under such section of
the issuer renewing and continuing in force
coverage by offering purchasers (and mem-
bers and their dependents) all available
health benefits coverage that would other-
wise be available to similarly-situated pur-
chasers and members from the remaining
participating health insurance issuers in the
same manner as would be required of issuers
under section 2712(c).

‘‘(2) APPLICATION OF ASSOCIATION RULES.—
The HealthMart shall be considered an asso-
ciation for purposes of applying section
2712(e).

‘‘(h) CONSTRUCTION IN RELATION TO CERTAIN
OTHER LAWS.—Nothing in this title shall be
construed as modifying or affecting the ap-
plicability to HealthMarts or health benefits
coverage offered by a health insurance issuer
through a HealthMart of parts 6 and 7 of sub-
title B of title I of the Employee Retirement
Income Security Act of 1974 or titles XXII
and XXVII of this Act.
‘‘SEC. 2803. ADMINISTRATION.

‘‘(a) IN GENERAL.—The applicable Federal
authority shall administer this title through
the division established under subsection (b)
and is authorized to issue such regulations
as may be required to carry out this title.
Such regulations shall be subject to Congres-
sional review under the provisions of chapter
8 of title 5, United States Code. The applica-
ble Federal authority shall incorporate the
process of ‘deemed file and use’ with respect
to the information filed under section
2801(a)(6)(A) and shall determine whether in-
formation filed by a HealthMart dem-
onstrates compliance with the applicable re-
quirements of this title. Such authority
shall exercise its authority under this title
in a manner that fosters and promotes the
development of HealthMarts in order to im-
prove access to health care coverage and
services.

‘‘(b) ADMINISTRATION THROUGH HEALTH
CARE MARKETPLACE DIVISION.—

‘‘(1) IN GENERAL.—The applicable Federal
authority shall carry out its duties under
this title through a separate Health Care
Marketplace Division, the sole duty of which
(including the staff of which) shall be to ad-
minister this title.

‘‘(2) ADDITIONAL DUTIES.—In addition to
other responsibilities provided under this
title, such Division is responsible for—

‘‘(A) oversight of the operations of
HealthMarts under this title; and

‘‘(B) the periodic submittal to Congress of
reports on the performance of HealthMarts
under this title under subsection (c).

‘‘(c) PERIODIC REPORTS.—The applicable
Federal authority shall submit to Congress a
report every 30 months, during the 10-year
period beginning on the effective date of the
rules promulgated by the applicable Federal
authority to carry out this title, on the ef-
fectiveness of this title in promoting cov-
erage of uninsured individuals. Such author-
ity may provide for the production of such
reports through one or more contracts with
appropriate private entities.
‘‘SEC. 2804. DEFINITIONS.

‘‘For purposes of this title:
‘‘(1) APPLICABLE FEDERAL AUTHORITY.—The

term ‘applicable Federal authority’ means
the Secretary of Health and Human Services.

‘‘(2) ELIGIBLE EMPLOYEE OR INDIVIDUAL.—
The term ‘eligible’ means, with respect to an

employee or other individual and a
HealthMart, an employee or individual who
is eligible under section 2801(c)(2) to enroll or
be enrolled in health benefits coverage of-
fered through the HealthMart.

‘‘(3) EMPLOYER; EMPLOYEE; DEPENDENT.—
Except as the applicable Federal authority
may otherwise provide, the terms ‘em-
ployer’, ‘employee’, and ‘dependent’, as ap-
plied to health insurance coverage offered by
a health insurance issuer licensed (or other-
wise regulated) in a State, shall have the
meanings applied to such terms with respect
to such coverage under the laws of the State
relating to such coverage and such an issuer.

‘‘(4) HEALTH BENEFITS COVERAGE.—The
term ‘health benefits coverage’ has the
meaning given the term group health insur-
ance coverage in section 2791(b)(4).

‘‘(5) HEALTH INSURANCE ISSUER.—The term
‘health insurance issuer’ has the meaning
given such term in section 2791(b)(2) and in-
cludes a community health organization
that is offering coverage pursuant to section
330B(a).

‘‘(6) HEALTH STATUS-RELATED FACTOR.—The
term ‘health status-related factor’ has the
meaning given such term in section
2791(d)(9).

‘‘(7) HEALTHMART.—The term ‘HealthMart’
is defined in section 2801(a).

‘‘(8) MEMBER.—The term ‘member‘‘ means,
with respect to a HealthMart, an individual
enrolled for health benefits coverage through
the HealthMart under section 2801(c)(2).

‘‘(9) PURCHASER.—The term ‘purchaser’
means, with respect to a HealthMart, a small
employer that has contracted under section
2801(c)(1)(A) with the HealthMart for the pur-
chase of health benefits coverage.

‘‘(10) SMALL EMPLOYER.—The term ‘small
employer’ has the meaning given such term
for purposes of title XXVII.’’.

(b) EFFECTIVE DATE.—The amendment
made by subsection (a) shall take effect on
January 1, 2000. The Secretary of Health and
Human Services shall first issue all regula-
tions necessary to carry out such amend-
ment before such date.
Subtitle D—Community Health Organizations
SEC. 2301. PROMOTION OF PROVISION OF INSUR-

ANCE BY COMMUNITY HEALTH OR-
GANIZATIONS.

(a) WAIVER OF STATE LICENSURE REQUIRE-
MENT FOR COMMUNITY HEALTH ORGANIZATIONS
IN CERTAIN CASES.—Subpart I of part D of
title III of the Public Health Service Act is
amended by adding at the end the following
new section:
‘‘WAIVER OF STATE LICENSURE REQUIREMENT

FOR COMMUNITY HEALTH ORGANIZATIONS IN
CERTAIN CASES

‘‘SEC. 330B. (a) WAIVER AUTHORIZED.—
‘‘(1) IN GENERAL.—A community health or-

ganization may offer health insurance cov-
erage in a State notwithstanding that it is
not licensed in such a State to offer such
coverage if—

‘‘(A) the organization files an application
for waiver of the licensure requirement with
the Secretary of Health and Human Services
(in this section referred to as the ‘Sec-
retary’) by not later than November 1, 2003,
and

‘‘(B) the Secretary determines, based on
the application and other evidence presented
to the Secretary, that any of the grounds for
approval of the application described in sub-
paragraph (A), (B), or (C) of paragraph (2) has
been met.

‘‘(2) GROUNDS FOR APPROVAL OF WAIVER.—
‘‘(A) FAILURE TO ACT ON LICENSURE APPLICA-

TION ON A TIMELY BASIS.—The ground for ap-
proval of such a waiver application described
in this subparagraph is that the State has
failed to complete action on a licensing ap-
plication of the organization within 90 days

of the date of the State’s receipt of a sub-
stantially complete application. No period
before the date of the enactment of this sec-
tion shall be included in determining such
90-day period.

‘‘(B) DENIAL OF APPLICATION BASED ON DIS-
CRIMINATORY TREATMENT.—The ground for
approval of such a waiver application de-
scribed in this subparagraph is that the
State has denied such a licensing application
and the standards or review process imposed
by the State as a condition of approval of the
license or as the basis for such denial by the
State imposes any material requirements,
procedures, or standards (other than sol-
vency requirements) to such organizations
that are not generally applicable to other en-
tities engaged in a substantially similar
business.

‘‘(C) DENIAL OF APPLICATION BASED ON AP-
PLICATION OF SOLVENCY REQUIREMENTS.—With
respect to waiver applications filed on or
after the date of publication of solvency
standards established by the Secretary under
subsection (d), the ground for approval of
such a waiver application described in this
subparagraph is that the State has denied
such a licensing application based (in whole
or in part) on the organization’s failure to
meet applicable State solvency requirements
and such requirements are not the same as
the solvency standards established by the
Secretary. For purposes of this subpara-
graph, the term solvency requirements
means requirements relating to solvency and
other matters covered under the standards
established by the Secretary under sub-
section (d).

‘‘(3) TREATMENT OF WAIVER.—In the case of
a waiver granted under this subsection for a
community health organization with respect
to a State—

‘‘(A) LIMITATION TO STATE.—The waiver
shall be effective only with respect to that
State and does not apply to any other State.

‘‘(B) LIMITATION TO 36-MONTH PERIOD.—The
waiver shall be effective only for a 36-month
period but may be renewed for up to 36 addi-
tional months if the Secretary determines
that such an extension is appropriate.

‘‘(C) CONDITIONED ON COMPLIANCE WITH CON-
SUMER PROTECTION AND QUALITY STAND-
ARDS.—The continuation of the waiver is
conditioned upon the organization’s compli-
ance with the requirements described in
paragraph (5).

‘‘(D) PREEMPTION OF STATE LAW.—Any pro-
visions of law of that State which relate to
the licensing of the organization and which
prohibit the organization from providing
health insurance coverage shall be super-
seded.

‘‘(4) PROMPT ACTION ON APPLICATION.—The
Secretary shall grant or deny such a waiver
application within 60 days after the date the
Secretary determines that a substantially
complete waiver application has been filed.
Nothing in this section shall be construed as
preventing an organization which has had
such a waiver application denied from sub-
mitting a subsequent waiver application.

‘‘(5) APPLICATION AND ENFORCEMENT OF
STATE CONSUMER PROTECTION AND QUALITY
STANDARDS.—A waiver granted under this
subsection to an organization with respect to
licensing under State law is conditioned
upon the organization’s compliance with all
consumer protection and quality standards
insofar as such standards—

‘‘(A) would apply in the State to the com-
munity health organization if it were li-
censed as an entity offering health insurance
coverage under State law; and

‘‘(B) are generally applicable to other risk-
bearing managed care organizations and
plans in the State.

‘‘(6) REPORT.—By not later than December
31, 2002, the Secretary shall submit to the
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Committee on Commerce of the House of
Representatives and the Committee on
Labor and Human Resources of the Senate a
report regarding whether the waiver process
under this subsection should be continued
after December 31, 2003.

‘‘(b) ASSUMPTION OF FULL FINANCIAL
RISK.—To qualify for a waiver under sub-
section (a), the community health organiza-
tion shall assume full financial risk on a pro-
spective basis for the provision of covered
health care services, except that the organi-
zation—

‘‘(1) may obtain insurance or make other
arrangements for the cost of providing to
any enrolled member such services the ag-
gregate value of which exceeds such aggre-
gate level as the Secretary specifies from
time to time;

‘‘(2) may obtain insurance or make other
arrangements for the cost of such services
provided to its enrolled members other than
through the organization because medical
necessity required their provision before
they could be secured through the organiza-
tion;

‘‘(3) may obtain insurance or make other
arrangements for not more than 90 percent
of the amount by which its costs for any of
its fiscal years exceed 105 percent of its in-
come for such fiscal year; and

‘‘(4) may make arrangements with physi-
cians or other health care professionals,
health care institutions, or any combination
of such individuals or institutions to assume
all or part of the financial risk on a prospec-
tive basis for the provision of health services
by the physicians or other health profes-
sionals or through the institutions.

‘‘(c) CERTIFICATION OF PROVISION AGAINST
RISK OF INSOLVENCY FOR UNLICENSED CHOS.—

‘‘(1) IN GENERAL.—Each community health
organization that is not licensed by a State
and for which a waiver application has been
approved under subsection (a)(1), shall meet
standards established by the Secretary under
subsection (d) relating to the financial sol-
vency and capital adequacy of the organiza-
tion.

‘‘(2) CERTIFICATION PROCESS FOR SOLVENCY
STANDARDS FOR CHOS.—The Secretary shall
establish a process for the receipt and ap-
proval of applications of a community health
organization described in paragraph (1) for
certification (and periodic recertification) of
the organization as meeting such solvency
standards. Under such process, the Secretary
shall act upon such a certification applica-
tion not later than 60 days after the date the
application has been received.

‘‘(d) ESTABLISHMENT OF SOLVENCY STAND-
ARDS FOR COMMUNITY HEALTH ORGANIZA-
TIONS.—

‘‘(1) IN GENERAL.—The Secretary shall es-
tablish, on an expedited basis and by rule
pursuant to section 553 of title 5, United
States Code and through the Health Re-
sources and Services Administration, stand-
ards described in subsection (c)(1) (relating
to financial solvency and capital adequacy)
that entities must meet to obtain a waiver
under subsection (a)(2)(C). In establishing
such standards, the Secretary shall consult
with interested organizations, including the
National Association of Insurance Commis-
sioners, the Academy of Actuaries, and orga-
nizations representing Federally qualified
health centers.

‘‘(2) FACTORS TO CONSIDER FOR SOLVENCY
STANDARDS.—In establishing solvency stand-
ards for community health organizations
under paragraph (1), the Secretary shall take
into account—

‘‘(A) the delivery system assets of such an
organization and ability of such an organiza-
tion to provide services to enrollees;

‘‘(B) alternative means of protecting
against insolvency, including reinsurance,

unrestricted surplus, letters of credit, guar-
antees, organizational insurance coverage,
partnerships with other licensed entities,
and valuation attributable to the ability of
such an organization to meet its service obli-
gations through direct delivery of care; and

‘‘(C) any standards developed by the Na-
tional Association of Insurance Commis-
sioners specifically for risk-based health
care delivery organizations.

‘‘(3) ENROLLEE PROTECTION AGAINST INSOL-
VENCY.—Such standards shall include provi-
sions to prevent enrollees from being held
liable to any person or entity for the organi-
zation’s debts in the event of the organiza-
tion’s insolvency.

‘‘(4) DEADLINE.—Such standards shall be
promulgated in a manner so they are first ef-
fective by not later than April 1, 1999.

‘‘(e) DEFINITIONS.—In this section:
‘‘(1) COMMUNITY HEALTH ORGANIZATION.—

The term ‘community health organization ’
means an organization that is a Federally-
qualified health center or is controlled by
one or more Federally-qualified health cen-
ters.

‘‘(2) FEDERALLY-QUALIFIED HEALTH CEN-
TER.—The term ‘Federally-qualified health
center’ has the meaning given such term in
section 1905(l)(2)(B) of the Social Security
Act.

‘‘(3) HEALTH INSURANCE COVERAGE.—The
term ‘health insurance coverage’ has the
meaning given such term in section
2791(b)(1).

‘‘(4) CONTROL.—The term ‘control’ means
the possession, whether direct or indirect, of
the power to direct or cause the direction of
the management and policies of the organi-
zation through membership, board represen-
tation, or an ownership interest equal to or
greater than 50.1 percent.’’.

TITLE III—AMENDMENTS TO THE
INTERNAL REVENUE CODE OF 1986

Subtitle A—Patient Protections
SEC. 3001. PATIENT ACCESS TO UNRESTRICTED

MEDICAL ADVICE, EMERGENCY
MEDICAL CARE, OBSTETRIC AND
GYNECOLOGICAL CARE, PEDIATRIC
CARE.

(a) IN GENERAL.—Subchapter B of chapter
100 of the Internal Revenue Code of 1986 (re-
lating to other requirements) is amended by
adding at the end the following new section:
‘‘SEC. 9813. PATIENT ACCESS TO UNRESTRICTED

MEDICAL ADVICE, EMERGENCY
MEDICAL CARE, OBSTETRIC AND
GYNECOLOGICAL CARE, PEDIATRIC
CARE.

‘‘(a) PATIENT ACCESS TO UNRESTRICTED
MEDICAL ADVICE.—

‘‘(1) IN GENERAL.—In the case of any health
care professional acting within the lawful
scope of practice in the course of carrying
out a contractual employment arrangement
or other direct contractual arrangement be-
tween such professional and a group health
plan, the plan with which such contractual
employment arrangement or other direct
contractual arrangement is maintained by
the professional may not impose on such pro-
fessional under such arrangement any prohi-
bition or restriction with respect to advice,
provided to a participant or beneficiary
under the plan who is a patient, about the
health status of the participant or bene-
ficiary or the medical care or treatment for
the condition or disease of the participant or
beneficiary, regardless of whether benefits
for such care or treatment are provided
under the plan.

‘‘(2) HEALTH CARE PROFESSIONAL DEFINED.—
For purposes of this subsection, the term
‘health care professional’ means a physician
(as defined in section 1861(r) of the Social Se-
curity Act) or other health care professional
if coverage for the professional’s services is
provided under the group health plan for the

services of the professional. Such term in-
cludes a podiatrist, optometrist, chiro-
practor, psychologist, dentist, physician as-
sistant, physical or occupational therapist
and therapy assistant, speech–language pa-
thologist, audiologist, registered or licensed
practical nurse (including nurse practi-
tioner, clinical nurse specialist, certified
registered nurse anesthetist, and certified
nurse–midwife), licensed certified social
worker, registered respiratory therapist, and
certified respiratory therapy technician.

‘‘(b) PATIENT ACCESS TO EMERGENCY MEDI-
CAL CARE.—

‘‘(1) IN GENERAL.—To the extent that the
group health plan provides for any benefits
consisting of emergency medical care (as de-
fined in section 503(b)(9)(I) of the Employee
Retirement Income Security Act of 1974), ex-
cept for items or services specifically ex-
cluded—

‘‘(A) the plan shall provide benefits, with-
out requiring preauthorization and without
regard to otherwise applicable network limi-
tations, for appropriate emergency medical
screening examinations (within the capabil-
ity of the emergency facility, including an-
cillary services routinely available to the
emergency facility) to the extent that a pru-
dent layperson, who possesses an average
knowledge of health and medicine, would de-
termine such examinations to be necessary
in order to determine whether emergency
medical care (as so defined) is required, and

‘‘(B) the plan shall provide benefits for ad-
ditional emergency medical services follow-
ing an emergency medical screening exam-
ination (if determined necessary under sub-
paragraph (A)) to the extent that a prudent
emergency medical professional would deter-
mine such additional emergency services to
be necessary to avoid the consequences de-
scribed in clause (i) of section 503(b)(9)(I) of
such Act.

‘‘(2) UNIFORM COST-SHARING REQUIRED.—
Nothing in this subsection shall be construed
as preventing a group health plan from im-
posing any form of cost-sharing applicable to
any participant or beneficiary (including co-
insurance, copayments, deductibles, and any
other charges) in relation to benefits de-
scribed in paragraph (1), if such form of cost-
sharing is uniformly applied under such plan,
with respect to similarly situated partici-
pants and beneficiaries, to all benefits con-
sisting of emergency medical care (as defined
in section 503(b)(9)(I) of the Employee Retire-
ment Income Security Act of 1974) provided
to such similarly situated participants and
beneficiaries under the plan.

‘‘(c) PATIENT ACCESS TO OBSTETRIC AND

GYNECOLOGICAL CARE.
‘‘(1) IN GENERAL.—In any case in which a

group health plan—
‘‘(A) provides benefits under the terms of

the plan consisting of—
‘‘(i) routine gynecological care (such as

preventive women’s health examinations), or
‘‘(ii) routine obstetric care (such as routine

pregnancy-related services),
provided by a participating physician who
specializes in such care (or provides benefits
consisting of payment for such care), and

‘‘(B) the plan requires or provides for des-
ignation by a participant or beneficiary of a
participating primary care provider,

if the primary care provider designated by
such a participant or beneficiary is not such
a physician, then the plan shall meet the re-
quirements of paragraph (2).

‘‘(2) REQUIREMENTS.—A group health plan
meets the requirements of this paragraph, in
connection with benefits described in para-
graph (1) consisting of care described in
clause (i) or (ii) of paragraph (1)(A) (or con-
sisting of payment therefor), if the plan—



CONGRESSIONAL RECORD — HOUSE H6359July 24, 1998
‘‘(A) does not require authorization or a re-

ferral by the primary care provider in order
to obtain such benefits, and

‘‘(B) treats the ordering of other routine
care of the same type, by the participating
physician providing the care described in
clause (i) or (ii) of paragraph (1)(A), as the
authorization of the primary care provider
with respect to such care.

‘‘(3) CONSTRUCTION.—Nothing in paragraph
(2)(B) shall waive any requirements of cov-
erage relating to medical necessity or appro-
priateness with respect to coverage of gyne-
cological or obstetric care so ordered.

‘‘(d) PATIENT ACCESS TO PEDIATRIC CARE.—
‘‘(1) IN GENERAL.—In any case in which a

group health plan (or a health insurance
issuer offering health insurance coverage in
connection with the plan) provides benefits
consisting of routine pediatric care provided
by a participating physician who specializes
in pediatrics (or consisting of payment for
such care) and the plan requires or provides
for designation by a participant or bene-
ficiary of a participating primary care pro-
vider, the plan (or issuer) shall provide that
such a participating physician may be des-
ignated, if available, by a parent or guardian
of any beneficiary under the plan is who
under 18 years of age, as the primary care
provider with respect to any such benefits.

‘‘(2) CONSTRUCTION.—Nothing in paragraph
(1) shall waive any requirements of coverage
relating to medical necessity or appropriate-
ness with respect to coverage of pediatric
care.

‘‘(e) TREATMENT OF MULTIPLE COVERAGE
OPTIONS.—In the case of a plan providing
benefits under two or more coverage options,
the requirements of subsections (c) and (d)
shall apply separately with respect to each
coverage option.’’.

(b) CLERICAL AMENDMENT.—The table of
sections of such subchapter of such chapter
is amended by adding at the end the follow-
ing new item:

‘‘Sec. 9813. Patient access to unrestricted
medical advice, emergency
medical care, obstetric and
gynecological care, pediatric
care.’’

SEC. 3002. EFFECTIVE DATE AND RELATED
RULES.

(a) IN GENERAL.—The amendments made by
this subtitle shall apply with respect to plan
years beginning on or after January 1 of the
second calendar year following the date of
the enactment of this Act, except that the
Secretary of the Treasury may issue regula-
tions before such date under such amend-
ments. The Secretary shall first issue regula-
tions necessary to carry out the amendments
made by this section before the effective
date thereof.

(b) LIMITATION ON PENALTY FOR CERTAIN
FAILURES.—No penalty shall be imposed on
any failure to comply with any requirement
imposed by the amendments made by section
3101 to the extent such failure occurs before
the date of issuance of regulations issued in
connection with such requirement if the plan
has sought to comply in good faith with such
requirement.

(c) SPECIAL RULE FOR COLLECTIVE BARGAIN-
ING AGREEMENTS.—In the case of a group
health plan maintained pursuant to one or
more collective bargaining agreements be-
tween employee representatives and one or
more employers ratified before the date of
the enactment of this Act, the provisions of
subsections (b), (c), and (d) of section 9813 of
the Internal Revenue Code of 1986 (as added
by this subtitle) shall not apply with respect
to plan years beginning before the later of—

(1) the date on which the last of the collec-
tive bargaining agreements relating to the
plan terminates (determined without regard

to any extension thereof agreed to after the
date of the enactment of this Act), or

(2) January 1, 2001.
For purposes of this subsection, any plan
amendment made pursuant to a collective
bargaining agreement relating to the plan
which amends the plan solely to conform to
any requirement added by this subtitle shall
not be treated as a termination of such col-
lective bargaining agreement.

Subtitle B—Patient Access to Information
SEC. 3101. PATIENT ACCESS TO INFORMATION

REGARDING PLAN COVERAGE, MAN-
AGED CARE PROCEDURES, HEALTH
CARE PROVIDERS, AND QUALITY OF
MEDICAL CARE.

(a) IN GENERAL.—Subchapter B of chapter
100 of the Internal Revenue Code of 1986 (re-
lating to other requirements) is amended by
adding at the end the following new section:
‘‘SEC. 9814. DISCLOSURE BY GROUP HEALTH

PLANS.
‘‘(a) DISCLOSURE REQUIREMENT.—The ad-

ministrator of each group health plan shall
take such actions as are necessary to ensure
that the summary plan description of the
plan required under section 102 of Employee
Retirement Income Security Act of 1974 (or
each summary plan description in any case
in which different summary plan descrip-
tions are appropriate under part 1 of subtitle
B of title I of such Act for different options
of coverage) contains the information re-
quired under subsections (b), (c), (d), and
(e)(2)(A). To the extent that any health in-
surance issuer offering health insurance cov-
erage in connection with such plan provides
such information on a timely basis to plan
participants and beneficiaries, the require-
ments of this subsection shall be deemed sat-
isfied in the case of such plan with respect to
such information.

‘‘(b) PLAN BENEFITS.—The information re-
quired under subsection (a) includes the fol-
lowing:

‘‘(1) COVERED ITEMS AND SERVICES.—
‘‘(A) CATEGORIZATION OF INCLUDED BENE-

FITS.—A description of covered benefits, cat-
egorized by—

‘‘(i) types of items and services (including
any special disease management program),
and

‘‘(ii) types of health care professionals pro-
viding such items and services.

‘‘(B) EMERGENCY MEDICAL CARE.—A descrip-
tion of the extent to which the plan covers
emergency medical care (including the ex-
tent to which the plan provides for access to
urgent care centers), and any definitions pro-
vided under the plan for the relevant plan
terminology referring to such care.

‘‘(C) PREVENTATIVE SERVICES.—A descrip-
tion of the extent to which the plan provides
benefits for preventative services.

‘‘(D) DRUG FORMULARIES.—A description of
the extent to which covered benefits are de-
termined by the use or application of a drug
formulary and a summary of the process for
determining what is included in such for-
mulary.

‘‘(E) COBRA CONTINUATION COVERAGE.—A
description of the requirements under sec-
tion 4980B.

‘‘(2) LIMITATIONS, EXCLUSIONS, AND RESTRIC-
TIONS ON COVERED BENEFITS.—

‘‘(A) CATEGORIZATION OF EXCLUDED BENE-
FITS.—A description of benefits specifically
excluded from coverage, categorized by types
of items and services.

‘‘(B) UTILIZATION REVIEW AND
PREAUTHORIZATION REQUIREMENTS.—Whether
coverage for medical care is limited or ex-
cluded on the basis of utilization review or
preauthorization requirements.

‘‘(C) LIFETIME, ANNUAL, OR OTHER PERIOD
LIMITATIONS.—A description of the cir-
cumstances under which, and the extent to

which, coverage is subject to lifetime, an-
nual, or other period limitations, categorized
by types of benefits.

‘‘(D) CUSTODIAL CARE.—A description of the
circumstances under which, and the extent
to which, the coverage of benefits for custo-
dial care is limited or excluded, and a state-
ment of the definition used by the plan for
custodial care.

‘‘(E) EXPERIMENTAL TREATMENTS.—Whether
coverage for any medical care is limited or
excluded because it constitutes experimental
treatment or technology, and any definitions
provided under the plan for the relevant plan
terminology referring to such limited or ex-
cluded care.

‘‘(F) MEDICAL APPROPRIATENESS OR NECES-
SITY.—Whether coverage for medical care
may be limited or excluded by reason of a
failure to meet the plan’s requirements for
medical appropriateness or necessity, and
any definitions provided under the plan for
the relevant plan terminology referring to
such limited or excluded care.

‘‘(G) SECOND OR SUBSEQUENT OPINIONS.—A
description of the circumstances under
which, and the extent to which, coverage for
second or subsequent opinions is limited or
excluded.

‘‘(H) SPECIALTY CARE.—A description of the
circumstances under which, and the extent
to which, coverage of benefits for specialty
care is conditioned on referral from a pri-
mary care provider.

‘‘(I) CONTINUITY OF CARE.—A description of
the circumstances under which, and the ex-
tent to which, coverage of items and services
provided by any health care professional is
limited or excluded by reason of the depar-
ture by the professional from any defined set
of providers.

‘‘(J) RESTRICTIONS ON COVERAGE OF EMER-
GENCY SERVICES.—A description of the cir-
cumstances under which, and the extent to
which, the plan, in covering emergency med-
ical care furnished to a participant or bene-
ficiary of the plan imposes any financial re-
sponsibility described in subsection (c) on
participants or beneficiaries or limits or con-
ditions benefits for such care subject to any
other term or condition of such plan

‘‘(c) PARTICIPANT’S FINANCIAL RESPONSIBIL-
ITIES.—The information required under sub-
section (a) includes an explanation of—

‘‘(1) a participant’s financial responsibility
for payment of premiums, coinsurance, co-
payments, deductibles, and any other
charges, and

‘‘(2) the circumstances under which, and
the extent to which, the participant’s finan-
cial responsibility described in paragraph (1)
may vary, including any distinctions based
on whether a health care provider from
whom covered benefits are obtained is in-
cluded in a defined set of providers.

‘‘(d) DISPUTE RESOLUTION PROCEDURES.—
The information required under subsection
(a) includes a description of the processes
adopted by the plan pursuant to section
503(b) of Employee Retirement Income Secu-
rity Act of 1974, including—

‘‘(1) descriptions thereof relating specifi-
cally to—

‘‘(A) coverage decisions,
‘‘(B) internal review of coverage decisions,

and
‘‘(C) any external review of coverage deci-

sions, and
‘‘(2) the procedures and time frames appli-

cable to each step of the processes referred
to in subparagraphs (A), (B), and (C) of para-
graph (1).

‘‘(e) INFORMATION AVAILABLE ON REQUEST.—
‘‘(1) ACCESS TO PLAN BENEFIT INFORMATION

IN ELECTRONIC FORM.—
‘‘(A) IN GENERAL.—A group health plan

shall, upon written request (made not more
frequently than annually), make available to
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participants and beneficiaries, in a generally
recognized electronic format, the following
information:

‘‘(i) the latest summary plan description,
including the latest summary of material
modifications; and

‘‘(ii) the actual plan provisions setting
forth the benefits available under the plan

to the extent such information relates to the
coverage options under the plan available to
the participant or beneficiary. A reasonable
charge may be made to cover the cost of pro-
viding such information in such generally
recognized electronic format. The Secretary
may by regulation prescribe a maximum
amount which will constitute a reasonable
charge under the preceding sentence.

‘‘(B) ALTERNATIVE ACCESS.—The require-
ments of this paragraph may be met by mak-
ing such information generally available
(rather than upon request) on the Internet or
on a proprietary computer network in a for-
mat which is readily accessible to partici-
pants and beneficiaries.

‘‘(2) ADDITIONAL INFORMATION TO BE PRO-
VIDED ON REQUEST.—

‘‘(A) INCLUSION IN SUMMARY PLAN DESCRIP-
TION OF SUMMARY OF ADDITIONAL INFORMA-
TION.—The information required under sub-
section (a) includes a summary description
of the types of information required by this
subsection to be made available to partici-
pants and beneficiaries on request.

‘‘(B) INFORMATION REQUIRED FROM PLANS ON
REQUEST.—In addition to information re-
quired to be included in summary plan de-
scriptions under this subsection, a group
health plan shall provide the following infor-
mation to a participant or beneficiary on re-
quest:

‘‘(i) NETWORK CHARACTERISTICS.—If the
plan (or a health insurance issuer offering
health insurance coverage in connection
with the plan) utilizes a defined set of pro-
viders under contract with the plan (or
issuer), a detailed list of the names of such
providers and their geographic location, set
forth separately with respect to primary
care providers and with respect to special-
ists.

‘‘(ii) CARE MANAGEMENT INFORMATION.—A
description of the circumstances under
which, and the extent to which, the plan has
special disease management programs or
programs for persons with disabilities, indi-
cating whether these programs are voluntary
or mandatory and whether a significant ben-
efit differential results from participation in
such programs.

‘‘(iii) INCLUSION OF DRUGS AND BIOLOGICALS
IN FORMULARIES.—A statement of whether a
specific drug or biological is included in a
formulary used to determine benefits under
the plan and a description of the procedures
for considering requests for any patient-spe-
cific waivers.

‘‘(iv) PROCEDURES FOR DETERMINING EXCLU-
SIONS BASED ON MEDICAL NECESSITY OR EXPER-
IMENTAL TREATMENTS.—Upon receipt by the
participant or beneficiary of any notification
of an adverse coverage decision based on a
determination relating to medical necessity
or an experimental treatment or technology,
a description of the procedures and medi-
cally-based criteria used in such decision.

‘‘(v) PREAUTHORIZATION AND UTILIZATION
REVIEW PROCEDURES.—Upon receipt by the
participant or beneficiary of any notification
of an adverse coverage decision, a descrip-
tion of the basis on which any
preauthorization requirement or any utiliza-
tion review requirement has resulted in such
decision.

‘‘(vi) ACCREDITATION STATUS OF HEALTH IN-
SURANCE ISSUERS AND SERVICE PROVIDERS.—A
description of the accreditation and
licencing status (if any) of each health insur-

ance issuer offering health insurance cov-
erage in connection with the plan and of any
utilization review organization utilized by
the issuer or the plan, together with the
name and address of the accrediting or
licencing authority.

‘‘(vii) MEASURES OF ENROLLEE SATISFAC-
TION.—The latest information (if any) main-
tained by the plan, or by any health insur-
ance issuer offering health insurance cov-
erage in connection with the plan, relating
to enrollee satisfaction.

‘‘(viii) QUALITY PERFORMANCE MEASURES.—
The latest information (if any) maintained
by the plan, or by any health insurance
issuer offering health insurance coverage in
connection with the plan, relating to quality
of performance of the delivery of medical
care with respect to coverage options offered
under the plan and of health care profes-
sionals and facilities providing medical care
under the plan.

‘‘(ix) INFORMATION RELATING TO EXTERNAL
REVIEWS.—The number of external reviews
under section 503(b)(4) of the Employee Re-
tirement Income Security Act of 1974 that
have been completed during the prior plan
year and the number of such reviews in
which the recommendation reported under
section 503(b)(4)(C)(iii) of such Act includes a
recommendation for modification or reversal
of an internal review decision under the
plan.

‘‘(C) INFORMATION REQUIRED FROM HEALTH
CARE PROFESSIONALS ON REQUEST.—Any
health care professional treating a partici-
pant or beneficiary under a group health
plan shall provide to the participant or bene-
ficiary, on request, a description of his or her
professional qualifications (including board
certification status, licensing status, and ac-
creditation status, if any), privileges, and ex-
perience and a general description by cat-
egory (including salary, fee-for-service, capi-
tation, and such other categories as may be
specified in regulations of the Secretary) of
the applicable method by which such profes-
sional is compensated in connection with the
provision of such medical care.

‘‘(D) INFORMATION REQUIRED FROM HEALTH
CARE FACILITIES ON REQUEST.—Any health
care facility from which a participant or
beneficiary has sought treatment under a
group health plan shall provide to the partic-
ipant or beneficiary, on request, a descrip-
tion of the facility’s corporate form or other
organizational form and all forms of licens-
ing and accreditation status (if any) assigned
to the facility by standard-setting organiza-
tions.

‘‘(f) ACCESS TO INFORMATION RELEVANT TO
THE COVERAGE OPTIONS UNDER WHICH THE
PARTICIPANT OR BENEFICIARY IS ELIGIBLE TO
ENROLL.—In addition to information other-
wise required to be made available under
this section, a group health plan shall, upon
written request (made not more frequently
than annually), make available to a partici-
pant (and an employee who, under the terms
of the plan, is eligible for coverage but not
enrolled) in connection with a period of en-
rollment the summary plan description for
any coverage option under the plan under
which the participant is eligible to enroll
and any information described in clauses (i),
(ii), (iii), (vi), (vii), and (viii) of subsection
(e)(2)(B).

‘‘(g) ADVANCE NOTICE OF CHANGES IN DRUG
FORMULARIES.—Not later than 30 days before
the effective of date of any exclusion of a
specific drug or biological from any drug for-
mulary under the plan that is used in the
treatment of a chronic illness or disease, the
plan shall take such actions as are necessary
to reasonably ensure that plan participants
are informed of such exclusion. The require-
ments of this subsection may be satisfied—

‘‘(1) by inclusion of information in publica-
tions broadly distributed by plan sponsors,
employers, or employee organizations,

‘‘(2) by electronic means of communication
(including the Internet or proprietary com-
puter networks in a format which is readily
accessible to participants),

‘‘(3) by timely informing participants who,
under an ongoing program maintained under
the plan, have submitted their names for
such notification, or

‘‘(4) by any other reasonable means of
timely informing plan participants.’’.

(b) CLERICAL AMENDMENT.—The table of
sections of such subchapter of such chapter
is amended by adding at the end the follow-
ing new item:

‘‘Sec. 9814. Disclosure by group health
plans.’’

SEC. 3102. EFFECTIVE DATE.
(a) IN GENERAL.—The amendments made by

this subtitle shall apply with respect to plan
years beginning on or after January 1 of the
second calendar year following the date of
the enactment of this Act. The Secretary of
the Treasury or the Secretary’s delegate
shall first issue all regulations necessary to
carry out the amendments made by this sub-
title before such date.

(b) LIMITATION ON ENFORCEMENT ACTIONS.—
No enforcement action shall be taken, pursu-
ant to the amendments made by this sub-
title, against a group health plan with re-
spect to a violation of a requirement im-
posed by such amendments before the date of
issuance of final regulations issued in con-
nection with such requirement, if the plan
has sought to comply in good faith with such
requirement.

Subtitle C—Medical Savings Accounts
SEC. 3201. EXPANSION OF AVAILABILITY OF MED-

ICAL SAVINGS ACCOUNTS.
(a) REPEAL OF LIMITATIONS ON NUMBER OF

MEDICAL SAVINGS ACCOUNTS.—
(1) IN GENERAL.—Subsections (i) and (j) of

section 220 of the Internal Revenue Code of
1986 are hereby repealed.

(2) CONFORMING AMENDMENT.—Paragraph
(1) of section 220(c) of such Code is amended
by striking subparagraph (D).

(b) ALL EMPLOYERS MAY OFFER MEDICAL
SAVINGS ACCOUNTS.—

(1) IN GENERAL.—Subclause (I) of section
220(c)(1)(A)(iii) of such Code (defining eligible
individual) is amended by striking ‘‘and such
employer is a small employer’’.

(2) CONFORMING AMENDMENTS.—
(A) Paragraph (1) of section 220(c) of such

Code is amended by striking subparagraph
(C).

(B) Subsection (c) of section 220 of such
Code is amended by striking paragraph (4)
and by redesignating paragraph (5) as para-
graph (4).

(c) INCREASE IN AMOUNT OF DEDUCTION AL-
LOWED FOR CONTRIBUTIONS TO MEDICAL SAV-
INGS ACCOUNTS.—

(1) IN GENERAL.—Paragraph (2) of section
220(b) of such Code is amended to read as fol-
lows:

‘‘(2) MONTHLY LIMITATION.—The monthly
limitation for any month is the amount
equal to 1⁄12 of the annual deductible (as of
the first day of such month) of the tax-
payer’s coverage under the high deductible
health plan.’’

(2) CONFORMING AMENDMENT.—Clause (ii) of
section 220(d)(1)(A) of such Code is amended
by striking ‘‘75 percent of’’.

(d) BOTH EMPLOYERS AND EMPLOYEES MAY
CONTRIBUTE TO MEDICAL SAVINGS AC-
COUNTS.—Paragraph (5) of section 220(b) of
such Code is amended to read as follows:

‘‘(5) COORDINATION WITH EXCLUSION FOR EM-
PLOYER CONTRIBUTIONS.—The limitation
which would (but for this paragraph) apply
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under this subsection to the taxpayer for any
taxable year shall be reduced (but not below
zero) by the amount which would (but for
section 106(b)) be includible in the taxpayer’s
gross income for such taxable year.’’

(e) REDUCTION OF PERMITTED DEDUCTIBLES
UNDER HIGH DEDUCTIBLE HEALTH PLANS.—

(1) IN GENERAL.—Subparagraph (A) of sec-
tion 220(c)(2) of such Code (defining high de-
ductible health plan) is amended—

(A) by striking ‘‘$1,500’’ and inserting
‘‘$1,000’’, and

(B) by striking ‘‘$3,000’’ and inserting
‘‘$2,000’’.

(2) CONFORMING AMENDMENT.—Subsection
(g) of section 220 of such Code is amended—

(A) by striking ‘‘1998’’ and inserting ‘‘1999’’,
and

(B) by striking ‘‘1997’’ and inserting ‘‘1998’’.
(f) MEDICAL SAVINGS ACCOUNTS MAY BE OF-

FERED UNDER CAFETERIA PLANS.—Subsection
(f) of section 125 of such Code is amended by
striking ‘‘106(b),’’.

(g) INDIVIDUALS RECEIVING IMMEDIATE FED-
ERAL ANNUITIES ELIGIBLE FOR MEDICAL SAV-
INGS ACCOUNTS.—Paragraph (1) of section
220(c) of such Code (defining eligible individ-
ual), as amended by subsections (a) and (b),
is amended by adding at the end the follow-
ing new subparagraph:

‘‘(C) SPECIAL RULES FOR INDIVIDUALS RE-
CEIVING IMMEDIATE FEDERAL ANNUITIES.—

‘‘(i) IN GENERAL.—Subparagraph (A)(iii)
and subsection (b)(4) shall not apply for any
month to an individual—

‘‘(I) who, as of the 1st day of such month,
is enrolled in a high deductible health plan
under chapter 89 of title 5, United States
Code, and

‘‘(II) who is entitled to receive for such
month any amount by reason of being an an-
nuitant (as defined in section 8901(3) of such
title 5).

‘‘(ii) SPECIAL RULE FOR SPOUSE OF ANNU-
ITANT.—In the case of the spouse of an indi-
vidual described in clause (i) who is not also
described in clause (i), subsection (b)(4) shall
not apply to such spouse if such individual
and spouse have family coverage under the
same plan described in clause (i)(I).’’

(h) EFFECTIVE DATE.—The amendments
made by this section shall apply to taxable
years ending after the date of the enactment
of this Act.
SEC. 3202. EXCEPTION FROM INSURANCE LIMITA-

TION IN CASE OF MEDICAL SAVINGS
ACCOUNTS.

(a) IN GENERAL.—Section 220(d)(2)(B) of the
Internal Revenue Code of 1986 is amended by
adding at the end the following new clause:

‘‘(iii) INSURANCE OFFERED BY COMMUNITY
HEALTH CENTERS.—

‘‘(I) IN GENERAL.—Subject to clauses (II)
and (III), clause (i) shall not apply to any ex-
pense for coverage under insurance offered
by a health center (as defined in section
330(a)(1) of the Public Health Service Act) if
the coverage consists solely of coverage for
required primary health benefits (as defined
in section 330(b)(1)(A) of such Act) provided
on a capitated basis.

‘‘(II) INCOME LIMITATION.—Subclause (I)
shall only apply to expenses for coverage of
an individual who, in the taxable year in-
volved, has income that is less than 200 per-
cent of the income official poverty line (as
defined by the Office of Management and
Budget, and revised annually in accordance
with section 673(2) of the Omnibus Budget
Reconciliation Act of 1981) applicable to a
family of the size involved.

‘‘(III) LIMITATION ON NUMBER OF CON-
TRACTS.—For a taxable year ending in a cal-
endar year, subclause (I) shall apply only to
expenses for coverage for the first 15,000 indi-
viduals enrolled in insurance described in
such subclause in the year.’’.

(b) REPORTS ON ENROLLMENT.—Section
330(j)(3) of the Public Health Service Act (42
U.S.C. 254c(j)(3)) is amended—

(1) by striking ‘‘and’’ at the end of subpara-
graph (K),

(2) by striking the period at the end of sub-
paragraph (L) and inserting ‘‘; and’’, and

(3) by inserting after subparagraph (L) the
following new subparagraph:

‘‘(M) if the center offers insurance cov-
erage to an individual with a medical savings
account under subclause (I) of section
220(d)(2)(B)(iii), the center shall provide such
reports in such time and manner as may be
required by the Secretary and the Secretary
of the Treasury in order to carry out sub-
clause (III) of such section.’’.
SEC. 3203. SENSE OF THE HOUSE OF REPRESENT-

ATIVES.
It is the sense of the House of Representa-

tives that patients are best served when they
are empowered to make informed choices
about their own health care. The same is
true regarding an individual’s choice of
health insurance. A system that gives people
the power to choose the coverage that best
meets their needs, combined with insurance
market reforms, offers great promise of in-
creased choices and greater access to health
insurance for Americans.

Subtitle D—Revenue Offsets
SEC. 3301. CLARIFICATION OF DEFINITION OF

SPECIFIED LIABILITY LOSS.
(a) IN GENERAL.—Subparagraph (B) of sec-

tion 172(f)(1) of the Internal Revenue Code of
1986 (defining specified liability loss) is
amended to read as follows:

‘‘(B)(i) Any amount allowable as a deduc-
tion under this chapter (other than section
468(a)(1) or 468A(a)) which is in satisfaction
of a liability under a Federal or State law re-
quiring—

‘‘(I) the reclamation of land,
‘‘(II) the decommissioning of a nuclear

power plant (or any unit thereof),
‘‘(III) the dismantlement of a drilling plat-

form,
‘‘(IV) the remediation of environmental

contamination, or
‘‘(V) a payment under any workers com-

pensation act (within the meaning of section
461(h)(2)(C)(i)).

‘‘(ii) A liability shall be taken into account
under this subparagraph only if—

‘‘(I) the act (or failure to act) giving rise to
such liability occurs at least 3 years before
the beginning of the taxable year, and

‘‘(II) the taxpayer used an accrual method
of accounting throughout the period or peri-
ods during which such act (or failure to act)
occurred.’’

(b) EFFECTIVE DATE.—The amendment
made by this section shall apply to net oper-
ating losses arising in taxable years ending
after the date of the enactment of this Act.
SEC. 3302. PROPERTY SUBJECT TO A LIABILITY

TREATED IN SAME MANNER AS AS-
SUMPTION OF LIABILITY.

(a) REPEAL OF PROPERTY SUBJECT TO A LI-
ABILITY TEST.—

(1) SECTION 357.—Section 357(a) of the Inter-
nal Revenue Code of 1986 (relating to as-
sumption of liability) is amended by striking
‘‘, or acquires from the taxpayer property
subject to a liability’’ in paragraph (2).

(2) SECTION 358.—Section 358(d)(1) of such
Code (relating to assumption of liability) is
amended by striking ‘‘or acquired from the
taxpayer property subject to a liability’’.

(3) SECTION 368.—
(A) Section 368(a)(1)(C) of such Code is

amended by striking ‘‘, or the fact that prop-
erty acquired is subject to a liability,’’.

(B) The last sentence of section 368(a)(2)(B)
of such Code is amended by striking ‘‘, and
the amount of any liability to which any
property acquired from the acquiring cor-
poration is subject,’’.

(b) CLARIFICATION OF ASSUMPTION OF LI-
ABILITY.—

(1) IN GENERAL.—Section 357 of such Code is
amended by adding at the end the following
new subsections:

‘‘(d) DETERMINATION OF AMOUNT OF LIABIL-
ITY ASSUMED.—

‘‘(1) IN GENERAL.—For purposes of this sec-
tion, section 358(d), section 362(d), section
368(a)(1)(C), and section 368(a)(2)(B), except
as provided in regulations—

‘‘(A) a recourse liability (or portion there-
of) shall be treated as having been assumed
if, as determined on the basis of all facts and
circumstances, the transferee has agreed to,
and is expected to, satisfy such liability (or
portion), whether or not the transferor has
been relieved of such liability, and

‘‘(B) a nonrecourse liability shall be treat-
ed as having been assumed by the transferee
of any asset subject to such liability.

‘‘(2) REGULATIONS.—The Secretary shall
prescribe such regulations as may be nec-
essary to carry out the purposes of this sub-
section and section 362(d). The Secretary
may also prescribe regulations which provide
that the manner in which a liability is treat-
ed as assumed under this subsection is ap-
plied, where appropriate, elsewhere in this
title.’’

(2) LIMITATION ON BASIS INCREASE ATTRIB-
UTABLE TO ASSUMPTION OF LIABILITY.—Sec-
tion 362 of such Code is amended by adding
at the end the following new subsection:

‘‘(d) LIMITATION ON BASIS INCREASE ATTRIB-
UTABLE TO ASSUMPTION OF LIABILITY.—

‘‘(1) IN GENERAL.—In no event shall the
basis of any property be increased under sub-
section (a) or (b) above fair market value
(determined without regard to section
7701(g)) by reason of any gain recognized to
the transferor as a result of the assumption
of a liability.

‘‘(2) TREATMENT OF GAIN NOT SUBJECT TO

TAX.—Except as provided in regulations, if—
‘‘(A) gain is recognized to the transferor as

a result of an assumption of a nonrecourse li-
ability by a transferee which is also secured
by assets not transferred to such transferee,
and

‘‘(B) no person is subject to tax under this
title on such gain,

then, for purposes of determining basis under
subsections (a) and (b), the amount of gain
recognized by the transferor as a result of
the assumption of the liability shall be de-
termined as if the liability assumed by the
transferee equaled such transferee’s ratable
portion of such liability determined on the
basis of the relative fair market values (de-
termined without regard to section 7701(g))
of all of the assets subject to such liability.’’

(c) APPLICATION TO PROVISIONS OTHER THAN

SUBCHAPTER C.—
(1) SECTION 584.—Section 584(h)(3) of such

Code is amended—
(A) by striking ‘‘, and the fact that any

property transferred by the common trust
fund is subject to a liability,’’ in subpara-
graph (A),

(B) by striking clause (ii) of subparagraph
(B) and inserting:

‘‘(ii) ASSUMED LIABILITIES.—For purposes of
clause (i), the term ‘assumed liabilities’
means any liability of the common trust
fund assumed by any regulated investment
company in connection with the transfer re-
ferred to in paragraph (1)(A).

‘‘(C) ASSUMPTION.—For purposes of this
paragraph, in determining the amount of any
liability assumed, the rules of section 357(d)
shall apply.’’.

(2) SECTION 1031.—The last sentence of sec-
tion 1031(d) of such Code is amended—
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(A) by striking ‘‘assumed a liability of the

taxpayer or acquired from the taxpayer prop-
erty subject to a liability’’ and inserting ‘‘as-
sumed (as determined under section 357(d)) a
liability of the taxpayer’’, and

(B) by striking ‘‘or acquisition (in the
amount of the liability)’’.

(d) CONFORMING AMENDMENTS.—
(1) Section 351(h)(1) of such Code is amend-

ed by striking ‘‘, or acquires property subject
to a liability,’’.

(2) Section 357 of such Code is amended by
striking ‘‘or acquisition’’ each place it ap-
pears in subsection (a) or (b).

(3) Section 357(b)(1) of such Code is amend-
ed by striking ‘‘or acquired’’.

(4) Section 357(c)(1) of such Code is amend-
ed by striking ‘‘, plus the amount of the li-
abilities to which the property is subject,’’.

(5) Section 357(c)(3) of such Code is amend-
ed by striking ‘‘or to which the property
transferred is subject’’.

(6) Section 358(d)(1) of such Code is amend-
ed by striking ‘‘or acquisition (in the
amount of the liability)’’.

(e) EFFECTIVE DATE.—The amendments
made by this section shall apply to transfers
after the date of the enactment of this Act.
SEC. 3303. LIMITATION ON REQUIRED ACCRUAL

OF AMOUNTS RECEIVED FOR PER-
FORMANCE OF CERTAIN PERSONAL
SERVICES.

(a) IN GENERAL.—Paragraph (5) of section
448(d) of the Internal Revenue Code of 1986
(relating to special rule for services) is
amended by inserting ‘‘in fields referred to in
paragraph (2)(A)’’ after ‘‘services by such
person’’.

(b) EFFECTIVE DATE.—The amendment
made by subsection (a) shall apply to taxable
years beginning after December 31, 1998.

(c) COORDINATION WITH SECTION 481.—In the
case of any taxpayer required by this section
to change its method of accounting for any
taxable year—

(1) such change shall be treated as initi-
ated by the taxpayer,

(2) such change shall be treated as made
with the consent of the Secretary of the
Treasury, and

(3) the period for taking into account the
adjustments under section 481 by reason of
such change shall be 3 years.
SEC. 3304. RETURNS RELATING TO CANCELLA-

TIONS OF INDEBTEDNESS BY ORGA-
NIZATIONS LENDING MONEY.

(a) IN GENERAL.—Paragraph (2) of section
6050P(c) of the Internal Revenue Code of 1986
(relating to definitions and special rules) is
amended by striking ‘‘and’’ at the end of sub-
paragraph (B), by striking the period at the
end of subparagraph (C) and inserting ‘‘,
and’’, and by inserting after subparagraph
(C) the following new subparagraph:

‘‘(D) any organization a significant trade
or business of which is the lending of
money.’’

(b) EFFECTIVE DATE.—The amendment
made by subsection (a) shall apply to dis-
charges of indebtedness after December 31,
1998.
SEC. 3305. CLARIFICATION AND EXPANSION OF

MATHEMATICAL ERROR ASSESS-
MENT PROCEDURES.

(a) TIN DEEMED INCORRECT IF INFORMATION
ON RETURN DIFFERS WITH AGENCY RECORDS.—
Section 6213(g)(2) of the Internal Revenue
Code of 1986 (defining mathematical or cleri-
cal error) is amended by adding at the end
the following flush sentence:

‘‘A taxpayer shall be treated as having omit-
ted a correct TIN for purposes of the preced-
ing sentence if information provided by the
taxpayer on the return with respect to the
individual whose TIN was provided differs
from the information the Secretary obtains
from the person issuing the TIN.’’.

(b) EXPANSION OF MATHEMATICAL ERROR
PROCEDURES TO CASES WHERE TIN ESTAB-

LISHES INDIVIDUAL NOT ELIGIBLE FOR TAX
CREDIT.—Section 6213(g)(2) of such Code is
amended by striking ‘‘and’’ at the end of sub-
paragraph (J), by striking the period at the
end of the subparagraph (K) and inserting ‘‘,
and’’, and by adding at the end the following
new subparagraph:

‘‘(L) the inclusion on a return of a TIN re-
quired to be included on the return under
section 21, 24, or 32 if—

‘‘(i) such TIN is of an individual whose age
affects the amount of the credit under such
section, and

‘‘(ii) the computation of the credit on the
return reflects the treatment of such individ-
ual as being of an age different from the indi-
vidual’s age based on such TIN.’’.

(c) EFFECTIVE DATE.—The amendments
made by this section shall apply to taxable
years ending after the date of the enactment
of this Act.
SEC. 3306. INCLUSION OF ROTAVIRUS

GASTROENTERITIS AS A TAXABLE
VACCINE.

(a) IN GENERAL.—Section 4132(1) of the In-
ternal Revenue Code of 1986 (defining taxable
vaccine) is amended by adding at the end the
following new subparagraph:

‘‘(K) Any vaccine against rotavirus
gastroenteritis.’’.

(b) EFFECTIVE DATE.—
(1) SALES.—The amendment made by this

section shall apply to sales after the date of
the enactment of this Act.

(2) DELIVERIES.—For purposes of paragraph
(1), in the case of sales on or before the date
of the enactment of this Act for which deliv-
ery is made after such date, the delivery date
shall be considered the sale date.

TITLE IV—HEALTH CARE LAWSUIT
REFORM

Subtitle A—General Provisions
SEC. 4001. FEDERAL REFORM OF HEALTH CARE

LIABILITY ACTIONS.
(a) APPLICABILITY.—This title shall apply

with respect to any health care liability ac-
tion brought in any State or Federal court,
except that this title shall not apply to—

(1) an action for damages arising from a
vaccine-related injury or death to the extent
that title XXI of the Public Health Service
Act applies to the action, or

(2) an action under the Employee Retire-
ment Income Security Act of 1974 (29 U.S.C.
1001 et seq.).

(b) PREEMPTION.—This title shall preempt
any State law to the extent such law is in-
consistent with the limitations contained in
this title. This title shall not preempt any
State law that provides for defenses or places
limitations on a person’s liability in addition
to those contained in this title or otherwise
imposes greater restrictions than those pro-
vided in this title.

(c) EFFECT ON SOVEREIGN IMMUNITY AND
CHOICE OF LAW OR VENUE.—Nothing in sub-
section (b) shall be construed to—

(1) waive or affect any defense of sovereign
immunity asserted by any State under any
provision of law;

(2) waive or affect any defense of sovereign
immunity asserted by the United States;

(3) affect the applicability of any provision
of the Foreign Sovereign Immunities Act of
1976;

(4) preempt State choice-of-law rules with
respect to claims brought by a foreign nation
or a citizen of a foreign nation; or

(5) affect the right of any court to transfer
venue or to apply the law of a foreign nation
or to dismiss a claim of a foreign nation or
of a citizen of a foreign nation on the ground
of inconvenient forum.

(d) AMOUNT IN CONTROVERSY.—In an action
to which this title applies and which is
brought under section 1332 of title 28, United
States Code, the amount of non-economic

damages or punitive damages, and attorneys’
fees or costs, shall not be included in deter-
mining whether the matter in controversy
exceeds the sum or value of $50,000.

(e) FEDERAL COURT JURISDICTION NOT ES-
TABLISHED ON FEDERAL QUESTION GROUNDS.—
Nothing in this title shall be construed to es-
tablish any jurisdiction in the district courts
of the United States over health care liabil-
ity actions on the basis of section 1331 or 1337
of title 28, United States Code.
SEC. 4002. DEFINITIONS.

As used in this title:
(1) ACTUAL DAMAGES.—The term ‘‘actual

damages’’ means damages awarded to pay for
economic loss.

(2) ALTERNATIVE DISPUTE RESOLUTION SYS-
TEM; ADR.—The term ‘‘alternative dispute
resolution system’’ or ‘‘ADR’’ means a sys-
tem established under Federal or State law
that provides for the resolution of health
care liability claims in a manner other than
through health care liability actions.

(3) CLAIMANT.—The term ‘‘claimant’’
means any person who brings a health care
liability action and any person on whose be-
half such an action is brought. If such action
is brought through or on behalf of an estate,
the term includes the claimant’s decedent. If
such action is brought through or on behalf
of a minor or incompetent, the term includes
the claimant’s legal guardian.

(4) CLEAR AND CONVINCING EVIDENCE.—The
term ‘‘clear and convincing evidence’’ is that
measure or degree of proof that will produce
in the mind of the trier of fact a firm belief
or conviction as to the truth of the allega-
tions sought to be established. Such measure
or degree of proof is more than that required
under preponderance of the evidence but less
than that required for proof beyond a reason-
able doubt.

(5) COLLATERAL SOURCE PAYMENTS.—The
term ‘‘collateral source payments’’ means
any amount paid or reasonably likely to be
paid in the future to or on behalf of a claim-
ant, or any service, product, or other benefit
provided or reasonably likely to be provided
in the future to or on behalf of a claimant,
as a result of an injury or wrongful death,
pursuant to—

(A) any State or Federal health, sickness,
income-disability, accident or workers’ com-
pensation Act;

(B) any health, sickness, income-disability,
or accident insurance that provides health
benefits or income-disability coverage;

(C) any contract or agreement of any
group, organization, partnership, or corpora-
tion to provide, pay for, or reimburse the
cost of medical, hospital, dental, or income
disability benefits; and

(D) any other publicly or privately funded
program.

(6) DRUG.—The term ‘‘drug’’ has the mean-
ing given such term in section 201(g)(1) of the
Federal Food, Drug, and Cosmetic Act (21
U.S.C. 321(g)(1)).

(7) ECONOMIC LOSS.—The term ‘‘economic
loss’’ means any pecuniary loss resulting
from injury (including the loss of earnings or
other benefits related to employment, medi-
cal expense loss, replacement services loss,
loss due to death, burial costs, and loss of
business or employment opportunities), to
the extent recovery for such loss is allowed
under applicable State law.

(8) HARM.—The term ‘‘harm’’ means any le-
gally cognizable wrong or injury for which
punitive damages may be imposed.

(9) HEALTH BENEFIT PLAN.—The term
‘‘health benefit plan’’ means—

(A) a hospital or medical expense incurred
policy or certificate,

(B) a hospital or medical service plan con-
tract,

(C) a health maintenance subscriber con-
tract, or
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(D) a Medicare+Choice plan (offered under

part C of title XVIII of the Social Security
Act),

that provides benefits with respect to health
care services.

(10) HEALTH CARE LIABILITY ACTION.—The
term ‘‘health care liability action’’ means a
civil action brought in a State or Federal
court against—

(A) a health care provider,
(B) an entity which is obligated to provide

or pay for health benefits under any health
benefit plan (including any person or entity
acting under a contract or arrangement to
provide or administer any health benefit), or

(C) the manufacturer, distributor, supplier,
marketer, promoter, or seller of a medical
product,
in which the claimant alleges a claim (in-
cluding third party claims, cross claims,
counter claims, or contribution claims)
based upon the provision of (or the failure to
provide or pay for) health care services or
the use of a medical product, regardless of
the theory of liability on which the claim is
based or the number of plaintiffs, defendants,
or causes of action.

(11) HEALTH CARE LIABILITY CLAIM.—The
term ‘‘health care liability claim’’ means a
claim in which the claimant alleges that in-
jury was caused by the provision of (or the
failure to provide) health care services.

(12) HEALTH CARE PROVIDER.—The term
‘‘health care provider’’ means any person
that is engaged in the delivery of health care
services in a State and that is required by
the laws or regulations of the State to be li-
censed or certified by the State to engage in
the delivery of such services in the State.

(13) HEALTH CARE SERVICE.—The term
‘‘health care service’’ means any service eli-
gible for payment under a health benefit
plan, including services related to the deliv-
ery or administration of such service.

(14) MEDICAL DEVICE.—The term ‘‘medical
device’’ has the meaning given such term in
section 201(h) of the Federal Food, Drug, and
Cosmetic Act (21 U.S.C. 321(h)).

(15) NON-ECONOMIC DAMAGES.—The term
‘‘non-economic damages’’ means damages
paid to an individual for pain and suffering,
inconvenience, emotional distress, mental
anguish, loss of consortium, injury to rep-
utation, humiliation, and other nonpecu-
niary losses.

(16) PERSON.—The term ‘‘person’’ means
any individual, corporation, company, asso-
ciation, firm, partnership, society, joint
stock company, or any other entity, includ-
ing any governmental entity.

(17) PRODUCT SELLER.—
(A) IN GENERAL.—Subject to subparagraph

(B), the term ‘‘product seller’’ means a per-
son who, in the course of a business con-
ducted for that purpose—

(i) sells, distributes, rents, leases, prepares,
blends, packages, labels, or is otherwise in-
volved in placing, a product in the stream of
commerce, or

(ii) installs, repairs, or maintains the
harm-causing aspect of a product.

(B) EXCLUSION.—Such term does not in-
clude—

(i) a seller or lessor of real property;
(ii) a provider of professional services in

any case in which the sale or use of a prod-
uct is incidental to the transaction and the
essence of the transaction is the furnishing
of judgment, skill, or services; or

(iii) any person who—
(I) acts in only a financial capacity with

respect to the sale of a product; or
(II) leases a product under a lease arrange-

ment in which the selection, possession,
maintenance, and operation of the product
are controlled by a person other than the les-
sor.

(18) PUNITIVE DAMAGES.—The term ‘‘puni-
tive damages’’ means damages awarded
against any person not to compensate for ac-
tual injury suffered, but to punish or deter
such person or others from engaging in simi-
lar behavior in the future.

(19) STATE.—The term ‘‘State’’ means each
of the several States, the District of Colum-
bia, Puerto Rico, the Virgin Islands, Guam,
American Samoa, the Northern Mariana Is-
lands, and any other territory or possession
of the United States.
SEC. 4003. EFFECTIVE DATE.

This title will apply to—
(1) any health care liability action brought

in a Federal or State court, and
(2) any health care liability claim subject

to an alternative dispute resolution system,
that is initiated on or after the date of en-
actment of this title, except that any health
care liability claim or action arising from an
injury occurring before the date of enact-
ment of this title shall be governed by the
applicable statute of limitations provisions
in effect at the time the injury occurred.

Subtitle B—Uniform Standards for Health
Care Liability Actions

SEC. 4011. STATUTE OF LIMITATIONS.
A health care liability action may not be

brought after the expiration of the 2-year pe-
riod that begins on the date on which the al-
leged injury that is the subject of the action
was discovered or should reasonably have
been discovered, but in no case after the ex-
piration of the 5-year period that begins on
the date the alleged injury occurred.
SEC. 4012. CALCULATION AND PAYMENT OF DAM-

AGES.
(a) TREATMENT OF NON-ECONOMIC DAM-

AGES.—
(1) LIMITATION ON NON-ECONOMIC DAMAGES.—

The total amount of non-economic damages
that may be awarded to a claimant for losses
resulting from the injury which is the sub-
ject of a health care liability action may not
exceed $250,000, regardless of the number of
parties against whom the action is brought
or the number of actions brought with re-
spect to the injury. The limitation under
this paragraph shall not apply to an action
for damages based solely on intentional de-
nial of medical treatment necessary to pre-
serve a patient’s life that the patient is oth-
erwise qualified to receive, against the wish-
es of a patient, or if the patient is incom-
petent, against the wishes of the patient’s
guardian, on the basis of the patient’s
present or predicated age, disability, degree
of medical dependency, or quality of life.

(2) LIMIT.—If, after the date of the enact-
ment of this Act, a State enacts a law which
prescribes the amount of non-economic dam-
ages which may be awarded in a health care
liability action which is different from the
amount prescribed by section 4012(a)(1), the
State amount shall apply in lieu of the
amount prescribed by such section. If, after
the date of the enactment of this Act, a
State enacts a law which limits the amount
of recovery in a health care liability action
without delineating between economic and
non-economic damages, the State amount
shall apply in lieu of the amount prescribed
by such section.

(3) JOINT AND SEVERAL LIABILITY.—In any
health care liability action brought in State
or Federal court, a defendant shall be liable
only for the amount of non-economic dam-
ages attributable to such defendant in direct
proportion to such defendant’s share of fault
or responsibility for the claimant’s actual
damages, as determined by the trier of fact.
In all such cases, the liability of a defendant
for non-economic damages shall be several
and not joint and a separate judgment shall
be rendered against each defendant for the
amount allocated to such defendant.

(b) TREATMENT OF PUNITIVE DAMAGES.—
(1) GENERAL RULE.—Punitive damages may,

to the extent permitted by applicable State
law, be awarded in any health care liability
action for harm in any Federal or State
court against a defendant if the claimant es-
tablishes by clear and convincing evidence
that the harm suffered was the result of con-
duct—

(A) specifically intended to cause harm, or
(B) conduct manifesting a conscious, fla-

grant indifference to the rights or safety of
others.

(2) APPLICABILITY.—This subsection shall
apply to any health care liability action
brought in any Federal or State court on any
theory where punitive damages are sought.
This subsection does not create a cause of
action for punitive damages. This subsection
does not preempt or supersede any State or
Federal law to the extent that such law
would further limit the award of punitive
damages.

(3) BIFURCATION.—At the request of any
party, the trier of fact shall consider in a
separate proceeding whether punitive dam-
ages are to be awarded and the amount of
such award. If a separate proceeding is re-
quested, evidence relevant only to the claim
of punitive damages, as determined by appli-
cable State law, shall be inadmissible in any
proceeding to determine whether actual
damages are to be awarded.

(4) DRUGS AND DEVICES.—
(A) IN GENERAL.—
(i) PUNITIVE DAMAGES.—Punitive damages

shall not be awarded against a manufacturer
or product seller of a drug or medical device
which caused the claimant’s harm where—

(I) such drug or device was subject to pre-
market approval by the Food and Drug Ad-
ministration with respect to the safety of
the formulation or performance of the aspect
of such drug or device which caused the
claimant’s harm, or the adequacy of the
packaging or labeling of such drug or device
which caused the harm, and such drug, de-
vice, packaging, or labeling was approved by
the Food and Drug Administration; or

(II) the drug is generally recognized as safe
and effective pursuant to conditions estab-
lished by the Food and Drug Administration
and applicable regulations, including pack-
aging and labeling regulations.

(ii) APPLICATION.—Clause (i) shall not
apply in any case in which the defendant, be-
fore or after premarket approval of a drug or
device—

(I) intentionally and wrongfully withheld
from or misrepresented to the Food and Drug
Administration information concerning such
drug or device required to be submitted
under the Federal Food, Drug, and Cosmetic
Act (21 U.S.C. 301 et seq.) or section 351 of the
Public Health Service Act (42 U.S.C. 262) that
is material and relevant to the harm suffered
by the claimant, or

(II) made an illegal payment to an official
or employee of the Food and Drug Adminis-
tration for the purpose of securing or main-
taining approval of such drug or device.

(B) PACKAGING.—In a health care liability
action for harm which is alleged to relate to
the adequacy of the packaging or labeling of
a drug which is required to have tamper-re-
sistant packaging under regulations of the
Secretary of Health and Human Services (in-
cluding labeling regulations related to such
packaging), the manufacturer or product
seller of the drug shall not be held liable for
punitive damages unless such packaging or
labeling is found by the court by clear and
convincing evidence to be substantially out
of compliance with such regulations.

(c) PERIODIC PAYMENTS FOR FUTURE
LOSSES.—

(1) GENERAL RULE.—In any health care li-
ability action in which the damages awarded
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for future economic and non-economic loss
exceeds $50,000, a person shall not be required
to pay such damages in a single, lump-sum
payment, but shall be permitted to make
such payments periodically based on when
the damages are likely to occur, as such pay-
ments are determined by the court.

(2) FINALITY OF JUDGMENT.—The judgment
of the court awarding periodic payments
under this subsection may not, in the ab-
sence of fraud, be reopened at any time to
contest, amend, or modify the schedule or
amount of the payments.

(3) LUMP-SUM SETTLEMENTS.—This sub-
section shall not be construed to preclude a
settlement providing for a single, lump-sum
payment.

(d) TREATMENT OF COLLATERAL SOURCE
PAYMENTS.—

(1) INTRODUCTION INTO EVIDENCE.—In any
health care liability action, any defendant
may introduce evidence of collateral source
payments. If any defendant elects to intro-
duce such evidence, the claimant may intro-
duce evidence of any amount paid or contrib-
uted or reasonably likely to be paid or con-
tributed in the future by or on behalf of the
claimant to secure the right to such collat-
eral source payments.

(2) NO SUBROGATION.—No provider of collat-
eral source payments shall recover any
amount against the claimant or receive any
lien or credit against the claimant’s recov-
ery or be equitably or legally subrogated to
the right of the claimant in a health care li-
ability action.

(3) APPLICATION TO SETTLEMENTS.—This
subsection shall apply to an action that is
settled as well as an action that is resolved
by a fact finder.

SEC. 4013. ALTERNATIVE DISPUTE RESOLUTION.

Any ADR used to resolve a health care li-
ability action or claim shall contain provi-
sions relating to statute of limitations, non-
economic damages, joint and several liabil-
ity, punitive damages, collateral source rule,
and periodic payments which are consistent
with the provisions relating to such matters
in this title.

SEC. 4014. REPORTING ON FRAUD AND ABUSE EN-
FORCEMENT ACTIVITIES.

The General Accounting Office shall—
(1) monitor—
(A) the compliance of the Department of

Justice and all United States Attorneys with
the guideline entitled ‘‘Guidance on the Use
of the False Claims Act in Civil Health Care
Matters’’ issued by the Department on June
3, 1998, including any revisions to that guide-
line, and

(B) the compliance of the Office of the In-
spector General of the Department of Health
and Human Services with the protocols and
guidelines entitled ‘‘National Project Proto-
cols—Best Practice Guidelines’’ issued by
the Inspector General on June 3, 1998, includ-
ing any revisions to such protocols and
guidelines, and

(2) submit a report on such compliance to
the Committee on Commerce, the Commit-
tee on the Judiciary, and the Committee on
Ways and Means of the House of Representa-
tives and the Committee on the Judiciary
and the Committee on Finance of the Senate
not later than February 1, 1999, and every
year thereafter for a period of four years
ending February 1, 2002.

TITLE V—CONFIDENTIALITY OF HEALTH
INFORMATION

SEC. 5001. CONFIDENTIALITY OF PROTECTED
HEALTH INFORMATION.

(a) IN GENERAL.—Title XI of the Social Se-
curity Act (42 U.S.C. 1301 et seq.) is amended
by adding at the end the following:

‘‘PART D—CONFIDENTIALITY OF PROTECTED
HEALTH INFORMATION

‘‘INSPECTION AND COPYING OF PROTECTED
HEALTH INFORMATION

‘‘SEC. 1181. (a) IN GENERAL.—Subject to the
succeeding provisions of this section, upon
the request of an individual who is the sub-
ject of protected health information, a per-
son who is a health care provider, health
plan, employer, health or life insurer, or edu-
cational institution shall make available to
the individual (or, in the discretion of the
person, to a health care provider designated
by the individual), for inspection and copy-
ing, protected health information concerning
the individual that the person maintains, in-
cluding records created under section 1182.

‘‘(b) ACCESS THROUGH ORIGINATING PRO-
VIDER.—Protected health information that is
created by an originating provider, and sub-
sequently received by another health care
provider or a health plan as part of treat-
ment or payment activities, shall be made
available for inspection and copying as pro-
vided in this section through the originating
provider, rather than the receiving health
care provider or health plan, unless the orig-
inating provider does not maintain the infor-
mation.

‘‘(c) INVESTIGATIONAL INFORMATION.—With
respect to protected health information that
was created as part of the requesting individ-
ual’s participation in a clinical trial mon-
itored by an institutional review board es-
tablished to review health research with re-
spect to potential risks to human subjects
pursuant to Federal regulations adopted
under section 1802(b) of the Public Health
Service Act (42 U.S.C. 300v–1(b)) and the no-
tice (informally referred to as the ‘Common
Rule’) promulgated in the Federal Register
at 56 Fed. Reg. 28003), a request under sub-
section (a) shall be granted only to the ex-
tent and in a manner consistent with such
regulations.

‘‘(d) OTHER EXCEPTIONS.—Unless ordered by
a court of competent jurisdiction, a person
to whom a request under subsection (a) is
made is not required to grant the request,
if—

‘‘(1) the person determines that the disclo-
sure of the information could reasonably be
expected to endanger the life or physical
safety of, or cause substantial harm to, any
individual; or

‘‘(2) the information is compiled prin-
cipally—

‘‘(A) in anticipation of a civil, criminal, or
administrative action or proceeding; or

‘‘(B) for use in such action or proceeding.
‘‘(e) DENIAL OF REQUEST FOR INSPECTION OR

COPYING.—If a person to whom a request
under subsection (a) is made denies a request
for inspection or copying pursuant to this
section, the person shall inform the individ-
ual making the request, in writing, of—

‘‘(1) the reasons for the denial of the re-
quest;

‘‘(2) the availability of procedures for fur-
ther review of the denial; and

‘‘(3) the individual’s right to file with the
person a concise statement setting forth the
request.

‘‘(f) STATEMENT REGARDING REQUEST.—If an
individual has filed with a person a state-
ment under subsection (e)(3) with respect to
protected health information, the person, in
any subsequent disclosure of the informa-
tion—

‘‘(1) shall include a notation concerning
the individual’s statement; and

‘‘(2) may include a concise statement of
the reasons for denying the request for in-
spection or copying.

‘‘(g) PROCEDURES.—A person providing ac-
cess to protected health information for in-
spection or copying under this section may

set forth appropriate procedures to be fol-
lowed for such inspection or copying and
may require an individual to pay reasonable
costs associated with such inspection or
copying.

‘‘(h) INSPECTION AND COPYING OF SEG-
REGABLE PORTION.—A person to whom a re-
quest under subsection (a) is made shall per-
mit the inspection and copying of any rea-
sonably segregable portion of a record after
deletion of any portion that the person is not
required to disclose under this section.

‘‘(i) DEADLINE.—A person described in sub-
section (a) shall comply with or deny, in ac-
cordance with this section, a request for in-
spection or copying of protected health in-
formation under this section not later than
30 days after the date on which the person re-
ceives the request.

‘‘(j) RULES GOVERNING AGENTS.—An agent
of a person described in subsection (a) shall
not be required to provide for the inspection
and copying of protected health information,
except where—

‘‘(1) the protected health information is re-
tained by the agent; and

‘‘(2) the agent has been asked by the person
to fulfill the requirements of this section.

‘‘SUPPLEMENTATION OF PROTECTED HEALTH
INFORMATION

‘‘SEC. 1182. (a) IN GENERAL.—Subject to
subsection (b), not later than 45 days after
the date on which a person who is a health
care provider, health plan, employer, health
or life insurer, or educational institution re-
ceives, from an individual who is a subject of
protected health information that is main-
tained by the person, a request in writing to
amend the information by adding a concise
written supplement to it, the person—

‘‘(1) shall make the amendment requested;
‘‘(2) shall inform the individual of the

amendment that has been made; and
‘‘(3) shall make reasonable efforts to in-

form any person who is identified by the in-
dividual, who is not an officer, employer, or
agent of the person receiving the request,
and to whom the unamended portion of the
information was disclosed during the preced-
ing year, by sending a notice to the person’s
last known address that an amendment, con-
sisting of the addition of a supplement, has
been made to the protected health informa-
tion of the individual.

‘‘(b) REFUSAL TO AMEND.—If a person de-
scribed in subsection (a) refuses to make an
amendment requested by an individual under
such subsection, the person shall inform the
individual, in writing, of—

‘‘(1) the reasons for the refusal to make the
amendment;

‘‘(2) any procedures for further review of
the refusal; and

‘‘(3) the individual’s right to file with the
person a concise statement setting forth the
requested amendment and the individual’s
reasons for disagreeing with the refusal.

‘‘(c) STATEMENT OF DISAGREEMENT.—If an
individual has filed a statement of disagree-
ment with a person under subsection (b)(3),
the person, in any subsequent disclosure of
the disputed portion of the information—

‘‘(1) shall include a notation that such in-
dividual has filed a statement of disagree-
ment; and

‘‘(2) may include a concise statement of
the reasons for not making the requested
amendment.

‘‘(d) RULES GOVERNING AGENTS.—The agent
of a person described in subsection (a) shall
not be required to make amendments to indi-
vidually identifiable health information, ex-
cept where—

‘‘(1) the information is retained by the
agent; and

‘‘(2) the agent has been asked by such per-
son to fulfill the requirements of this sec-
tion.
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‘‘(e) DUPLICATIVE REQUESTS FOR AMEND-

MENTS.—If a person described in subsection
(a) receives a duplicative request for an
amendment of information as provided for in
such subsection and a statement of disagree-
ment with respect to the request has been
filed pursuant to subsection (c), the person
shall inform the individual of such filing and
shall not be required to carry out the proce-
dures under this section.

‘‘(f) RULE OF CONSTRUCTION.—This section
shall not be construed—

‘‘(1) to permit an individual to modify
statements in his or her record that docu-
ment the factual observations of another in-
dividual or state the results of diagnostic
tests; or

‘‘(2) to permit an individual to amend his
or her record as to the type, duration, or
quality of treatment the individual believes
he or she should have been provided.

‘‘NOTICE OF CONFIDENTIALITY PRACTICES

‘‘SEC. 1183. (a) PREPARATION OF WRITTEN
NOTICE.—A person who is a health care pro-
vider, health plan, health oversight agency,
public health authority, employer, health or
life insurer, health researcher, or edu-
cational institution shall post or provide, in
writing and in a clear and conspicuous man-
ner, notice of the person’s protected health
information confidentiality practices. The
notice shall include—

‘‘(1) a description of an individual’s rights
with respect to protected health informa-
tion;

‘‘(2) the intended uses and disclosures of
protected health information;

‘‘(3) the procedures established by the per-
son for the exercise of an individual’s rights
with respect to protected health informa-
tion; and

‘‘(4) the procedures established by the per-
son for obtaining copies of the notice.

‘‘(b) MODEL NOTICE.—The Secretary, after
notice and opportunity for public comment,
and based on the advice of the National Com-
mittee on Vital and Health Statistics estab-
lished under section 306(k) of the Public
Health Service Act (42 U.S.C. 242k(k)), shall
develop and disseminate, not later than 6
months after the date of the enactment of
the Patient Protection Act of 1998, model no-
tices of confidentiality practices, for use
under this section. Use of a model notice de-
veloped by the Secretary shall serve as a
complete defense in any civil action to an al-
legation that a violation of this section has
occurred.

‘‘ESTABLISHMENT OF SAFEGUARDS

‘‘SEC. 1184. (a) IN GENERAL.—A person who
is a health care provider, health plan, health
oversight agency, public health authority,
employer, health or life insurer, health re-
searcher, or educational institution shall es-
tablish, maintain, and enforce reasonable
and appropriate administrative, technical,
and physical safeguards to protect the con-
fidentiality, security, accuracy, and integ-
rity of protected health information created,
received, obtained, maintained, used, trans-
mitted, or disposed of by the person.

‘‘(b) FACTORS TO BE CONSIDERED.—A person
subject to subsection (a) shall consider the
following factors in establishing safeguards
under such subsection:

‘‘(1) The need for protected health informa-
tion.

‘‘(2) The categories of personnel who will
have access to protected health information.

‘‘(3) The feasibility of limiting access to in-
dividual identifiers.

‘‘(4) The appropriateness of the policy or
procedure to the person, and to the medium
in which protected health information is
stored and transmitted.

‘‘(5) The value of audit trails in computer-
ized records.

‘‘(c) RELATIONSHIP TO PART C REQUIRE-
MENT.—Any safeguard established under this
section shall be consistent with the require-
ment in section 1173(d)(2).

‘‘(d) CONVERSION TO NONIDENTIFIABLE
HEALTH INFORMATION.—A person subject to
subsection (a) shall, to the extent prac-
ticable and consistent with the purpose for
which protected health information is main-
tained, convert such information into non-
identifiable health information.
‘‘AVAILABILITY OF PROTECTED HEALTH INFOR-

MATION FOR PURPOSES OF HEALTH CARE OP-
ERATIONS

‘‘SEC. 1185. (a) DISCLOSURE.—Any person
who maintains protected health information
may disclose the information to a health
care provider or a health plan for the pur-
pose of permitting the provider or plan to
conduct health care operations.

‘‘(b) USE.—A health care provider or a
health plan that maintains protected health
information may use it for the purposes de-
scribed in subsection (a).

‘‘(c) LIMITATION ON SALE OR BARTER.—Not-
withstanding subsection (b), no health care
provider or health plan may, as part of con-
ducting health care operations, sell or barter
protected health information.

‘‘RELATIONSHIP TO OTHER LAWS

‘‘SEC. 1186. (a) STATE LAW.—
‘‘(1) IN GENERAL.—Except as provided in

paragraphs (2) and (3), the provisions of this
part shall preempt a provision of State law
to the extent that such provision—

‘‘(A) otherwise would be preempted as in-
consistent with this part under article VI of
the Constitution of the United States;

‘‘(B) relates to authorization for the use or
disclosure of—

‘‘(i) protected health information for
health care operations; or

‘‘(ii) nonidentifiable health information; or
‘‘(C) relates to any of the following:
‘‘(i) Inspection or copying of protected

health information by a person who is a sub-
ject of the information.

‘‘(ii) Amendment of protected health infor-
mation by a person who is a subject of the
information.

‘‘(iii) Notice of confidentiality practices
with respect to protected health informa-
tion.

‘‘(iv) Establishment of safeguards for pro-
tected health information.

‘‘(2) EXCEPTIONS.—Nothing in this part
shall be construed to preempt or modify a
provision of State law to the extent that
such provision relates to protected health in-
formation and—

‘‘(A) the confidentiality of the records
maintained by a licensed mental health pro-
fessional;

‘‘(B) the provision of health care to a
minor, or the disclosure of information
about a minor to a parent or guardian of the
minor;

‘‘(C) condition-specific limitations on dis-
closure;

‘‘(D) the use or disclosure of information
for use in legally authorized—

‘‘(i) disease or injury reporting;
‘‘(ii) public health surveillance, investiga-

tion, or intervention;
‘‘(iii) vital statistics reporting, such as re-

porting of birth or death information;
‘‘(iv) reporting of abuse or neglect informa-

tion;
‘‘(v) reporting of information concerning a

communicable disease status; or
‘‘(vi) reporting concerning the safety or ef-

fectiveness of a biological product regulated
under section 351 of the Public Health Serv-
ice Act (42 U.S.C. 262) or a drug or device reg-
ulated under the Federal Food, Drug, and
Cosmetic Act (21 U.S.C. 301 et seq.);

‘‘(E) the disclosure to a person by a health
care provider of information about an indi-

vidual, in any case in which the provider has
determined—

‘‘(i) in the provider’s reasonable medical
judgment, that the individual is uncon-
scious, incompetent, or otherwise incapable
of deciding whether to authorize disclosure
of the protected health information; and

‘‘(ii) in the provider’s reasonable judgment,
that the person is a spouse, relative, guard-
ian, or close friend of the individual’s; or

‘‘(F) the use of information by, or the dis-
closure of information to, a person holding a
valid and applicable power of attorney that
includes the authority to make health care
decisions on behalf of an individual who is a
subject of the information.

‘‘(3) PRIVILEGES.—Nothing in this part
shall be construed to preempt or modify a
provision of State law to the extent that
such provision relates to a privilege of a wit-
ness or other person in a court of that State.

‘‘(b) FEDERAL LAW.—Nothing in this part
shall be construed to preempt, modify, or re-
peal a provision of any other Federal law re-
lating to protected health information or re-
lating to an individual’s access to protected
health information or health care services.
Nothing in this part shall be construed to
preempt, modify, or repeal a provision of
Federal law to the extent that such provi-
sion relates to a privilege of a witness or
other person in a court of the United States.

‘‘CIVIL PENALTIES

‘‘SEC. 1187. (a) VIOLATION.—A person who
the Secretary determines has substantially
and materially failed to comply with this
part shall be subject, in addition to any
other penalties that may be prescribed by
law—

‘‘(1) in a case in which the violation relates
to section 1181 or 1182, to a civil penalty of
not more than $500 for each such violation
but not to exceed $5,000 in the aggregate for
all violations of an identical requirement or
prohibition during a calendar year;

‘‘(2) in the case in which the violation re-
lates to section 1183 or 1184, to a civil pen-
alty of not more than $10,000 for each such
violation, but not to exceed $50,000 in the ag-
gregate for all violations of an identical re-
quirement or prohibition during a calendar
year; or

‘‘(3) in a case in which the Secretary finds
that such violations have occurred with such
frequency as to constitute a general business
practice, to a civil penalty of not more than
$100,000.

‘‘(b) PROCEDURES FOR IMPOSITION OF PEN-
ALTIES.—Section 1128A, other than sub-
sections (a) and (b) and the second sentence
of subsection (f) of that section, shall apply
to the imposition of a civil or monetary pen-
alty under this section in the same manner
as such provisions apply with respect to the
imposition of a penalty under section 1128A.

‘‘DEFINITIONS

‘‘SEC. 1188. As used in this part:
‘‘(1) AGENT.—The term ‘agent’ means a per-

son, including a contractor, who represents
and acts for another under the contract or
relation of agency, or whose function is to
bring about, modify, affect, accept perform-
ance of, or terminate contractual obligations
between the principal and a third person.

‘‘(2) CONDITION-SPECIFIC LIMITATIONS ON DIS-
CLOSURE.—The term ‘condition-specific limi-
tations on disclosure’ means State laws that
prohibit the disclosure of protected health
information relating to a health condition or
disease that has been identified by the Sec-
retary as posing a public health threat.

‘‘(3) DISCLOSE.—The term ‘disclose’ means
to release, transfer, provide access to, or oth-
erwise divulge protected health information
to any person other than an individual who
is the subject of such information.
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‘‘(4) EDUCATIONAL INSTITUTION.—The term

‘educational institution’ means an institu-
tion or place accredited or licensed for pur-
poses of providing for instruction or edu-
cation, including an elementary school, sec-
ondary school, or institution of higher learn-
ing, a college, or an assemblage of colleges
united under one corporate organization or
government.

‘‘(5) EMPLOYER.—The term ‘employer’ has
the meaning given such term under section
3(5) of the Employee Retirement Income Se-
curity Act of 1974 (29 U.S.C. 1002(5)), except
that such term shall include only employers
of two or more employees.

‘‘(6) HEALTH CARE.—The term ‘health care’
means—

‘‘(A) preventive, diagnostic, therapeutic,
rehabilitative, maintenance, or palliative
care, including appropriate assistance with
disease or symptom management and main-
tenance, counseling, service, or procedure—

‘‘(i) with respect to the physical or mental
condition of an individual; or

‘‘(ii) affecting the structure or function of
the human body or any part of the human
body, including the banking of blood, sperm,
organs, or any other tissue; or

‘‘(B) any sale or dispensing, pursuant to a
prescription or medical order, of a drug, de-
vice, equipment, or other health care-related
item to an individual, or for the use of an in-
dividual.

‘‘(7) HEALTH CARE OPERATIONS.—The term
‘health care operations’ means services, pro-
vided directly by or on behalf of a health
plan or health care provider or by its agent,
for any of the following purposes:

‘‘(A) Coordinating health care, including
health care management of the individual
through risk assessment, case management,
and disease management.

‘‘(B) Conducting quality assessment and
improvement activities, including outcomes
evaluation, clinical guideline development
and improvement, and health promotion.

‘‘(C) Carrying out utilization review activi-
ties, including precertification and
preauthorization of services, and health plan
rating activities, including underwriting and
experience rating.

‘‘(D) Conducting or arranging for auditing
services.

‘‘(8) HEALTH CARE PROVIDER.—The term
‘health care provider’ means a person, who
with respect to a specific item of protected
health information, receives, creates, uses,
maintains, or discloses the information
while acting in whole or in part in the capac-
ity of—

‘‘(A) a person who is licensed, certified,
registered, or otherwise authorized by Fed-
eral or State law to provide an item or serv-
ice that constitutes health care in the ordi-
nary course of business, or practice of a pro-
fession;

‘‘(B) a Federal, State, or employer-spon-
sored or any other privately-sponsored pro-
gram that directly provides items or services
that constitute health care to beneficiaries;
or

‘‘(C) an officer or employee of a person de-
scribed in subparagraph (A) or (B).

‘‘(9) HEALTH OR LIFE INSURER.—The term
‘health or life insurer’ means a health insur-
ance issuer, as defined in section 9832(b)(2) of
the Internal Revenue Code of 1986, or a life
insurance company, as defined in section 816
of such Code.

‘‘(10) HEALTH PLAN.—The term ‘health plan’
means any health insurance plan, including
any hospital or medical service plan, dental
or other health service plan, health mainte-
nance organization plan, plan offered by a
provider-sponsored organization (as defined
in section 1855(d)), or other program provid-
ing or arranging for the provision of health
benefits.

‘‘(11) HEALTH RESEARCHER.—The term
‘health researcher’ means a person (or an of-
ficer, employee, or agent of a person) who is
engaged in systematic investigation, includ-
ing research development, testing, data anal-
ysis, and evaluation, designed to develop or
contribute to generalizable knowledge relat-
ing to basic biomedical processes, health,
health care, health care delivery, or health
care cost.

‘‘(12) NONIDENTIFIABLE HEALTH INFORMA-
TION.—The term ‘nonidentifiable health in-
formation’ means protected health informa-
tion from which personal identifiers that re-
veal the identity of the individual who is the
subject of such information or provide a di-
rect means of identifying the individual
(such as name, address, and social security
number) have been removed, encrypted, or
replaced with a code, such that the identity
of the individual is not evident without (in
the case of encrypted or coded information)
use of a key.

‘‘(13) ORIGINATING PROVIDER.—The term
‘originating provider’, when used with re-
spect to protected health information, means
the health care provider who takes an action
that initiates the treatment episode to
which that information relates, such as pre-
scribing a drug, ordering a diagnostic test, or
admitting an individual to a health care fa-
cility. A hospital or nursing facility is the
originating provider with respect to pro-
tected health information created or re-
ceived as part of inpatient or outpatient
treatment provided in the hospital or facil-
ity.

‘‘(14) PAYMENT ACTIVITIES.—The term ‘pay-
ment activities’ means—

‘‘(A) activities undertaken—
‘‘(i) by, or on behalf of, a health plan to de-

termine its responsibility for coverage under
the plan; or

‘‘(ii) by a health care provider to obtain
payment for items or services provided to an
individual, provided under a health plan, or
provided based on a determination by the
health plan of responsibility for coverage
under the plan; and

‘‘(B) includes the following activities,
when performed in a manner consistent with
subparagraph (A):

‘‘(i) Billing, claims management, medical
data processing, other administrative serv-
ices, and actual payment.

‘‘(ii) Determinations of coverage or adju-
dication of health benefit or subrogation
claims.

‘‘(iii) Review of health care services with
respect to coverage under a health plan or
justification of charges.

‘‘(15) PERSON.—The term ‘person’ means—
‘‘(A) a natural person;
‘‘(B) a government or governmental sub-

division, agency, or authority;
‘‘(C) a company, corporation, estate, firm,

trust, partnership, association, joint ven-
ture, society, or joint stock company; or

‘‘(D) any other legal entity.
‘‘(16) PROTECTED HEALTH INFORMATION.—

The term ‘protected health information’,
when used with respect to an individual who
is a subject of information means any infor-
mation (including genetic information) that
identifies the individual, whether oral or re-
corded in any form or medium, and that—

‘‘(A) is created or received by a health care
provider, health plan, health oversight agen-
cy, public health authority, employer, health
or life insurer, or educational institution;

‘‘(B) relates to the past, present, or future
physical or mental health or condition of an
individual (including individual cells and
their components);

‘‘(C) is derived from—
‘‘(i) the provision of health care to an indi-

vidual; or

‘‘(ii) payment for the provision of health
care to an individual; and

‘‘(D) is not nonidentifiable health informa-
tion.

‘‘(17) STATE.—The term ‘State’ includes the
District of Columbia, Puerto Rico, the Vir-
gin Islands, Guam, American Samoa, and the
Northern Mariana Islands.

‘‘(18) TREATMENT.—The term ‘treatment’
means the provision of health care by a
health care provider.

‘‘(19) WRITING.—The term ‘writing’ means
writing either in a paper-based, computer-
based, or electronic form, including elec-
tronic signatures.’’.

(b) ENFORCEMENT OF PROVISIONS THROUGH
CONDITIONS ON PARTICIPATION.—

(1) PARTICIPATING PHYSICIANS AND SUPPLI-
ERS.—Section 1842(h) of the Social Security
Act (42 U.S.C. 1395u(h)) is amended by adding
at the end the following:

‘‘(9) The Secretary may refuse to enter
into an agreement with a physician or sup-
plier under this subsection, or may termi-
nate or refuse to renew such agreement, in
the event that such physician or supplier has
been found to have violated a provision of
part D of title XI.’’.

(2) MEDICARE+CHOICE ORGANIZATIONS.—Sec-
tion 1852(h) of the Social Security Act (42
U.S.C. 1395w–22(h)) is amended—

(A) in the matter preceding paragraph (1),
by striking ‘‘procedures—’’ and inserting
‘‘procedures, consistent with sections 1181
through 1185—’’; and

(B) in paragraph (1), by striking ‘‘privacy
of any individually identifiable enrollee in-
formation;’’ and inserting ‘‘confidentiality of
protected health information concerning en-
rollees;’’.

(3) MEDICARE PROVIDERS.—Section
1866(a)(1) of the Social Security Act (42
U.S.C. 1395cc(a)(1)) is amended—

(A) by inserting a semicolon at the end of
subparagraph (R);

(B) by striking the period at the end of
subparagraph (S) and inserting ‘‘; and’’; and

(C) by inserting immediately after sub-
paragraph (S) the following new subpara-
graph:

‘‘(T) to comply with sections 1181 through
1184.’’.

(4) HEALTH MAINTENANCE ORGANIZATIONS
WITH RISK-SHARING CONTRACTS.—Section
1876(k)(4) of the Social Security Act (42
U.S.C. 1395mm(k)(4)) of the Social Security
Act is amended by adding at the end the fol-
lowing:

‘‘(E) The confidentiality and accuracy pro-
cedure requirements under section 1852(h).’’.

(c) CONFORMING AMENDMENTS.—
(1) TITLE HEADING.—Title XI of the Social

Security Act (42 U.S.C. 1301 et seq.) is
amended by striking the title heading and
inserting the following:

‘‘TITLE XI—GENERAL PROVISIONS, PEER
REVIEW, ADMINISTRATIVE SIMPLIFICA-
TION, AND CONFIDENTIALITY OF PRO-
TECTED HEALTH INFORMATION’’.
(2) NATIONAL COMMITTEE ON VITAL AND

HEALTH STATISTICS.—Section 306(k)(5) of the
Public Health Service Act (42 U.S.C.
242(k)(5)) is amended—

(A) in subparagraphs (A)(viii) and (D), by
striking ‘‘part C’’ and inserting ‘‘parts C and
D’’;

(B) in subparagraph (C), by striking ‘‘and’’
at the end;

(C) in subparagraph (D), by striking the pe-
riod at the end and inserting ‘‘; and’’; and

(D) by adding at the end the following:
‘‘(E) shall study the issues relating to sec-

tion 1184 of the Social Security Act (as added
by the Patient Protection Act of 1998), and,
not later than 1 year after the date of the en-
actment of the Patient Protection Act of
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1998, shall report to the Congress on such
section.’’.

(d) EFFECTIVE DATE.—The amendments
made by this section shall take effect on the
date that is 1 year after the date of the en-
actment of this Act, except that subsection
(c)(2), and section 1183(b) of the Social Secu-
rity Act (as added by subsection (a)), shall
take effect on the date of the enactment of
this Act.
SEC. 5002. STUDY AND REPORT ON EFFECT OF

STATE LAW ON HEALTH-RELATED
RESEARCH.

Not later than one year after the date of
the enactment of this Act, the Comptroller
General of the United States shall prepare
and submit to the Congress a report contain-
ing the results of a study on the effect of
State laws on health-related research subject
to review by an institutional review board or
institutional review committee with respect
to the protection of human subjects.
SEC. 5003. STUDY AND REPORT ON STATE LAW

ON PROTECTED HEALTH INFORMA-
TION.

(a) IN GENERAL.—Not later than 9 months
after the date of the enactment of this Act,
the Comptroller General of the United States
shall prepare and submit to the Congress a
report containing the results of a study—

(1) compiling State laws on the confiden-
tiality of protected health information (as
defined in section 1188 of the Social Security
Act, as added by section 5001 of this Act); and

(2) analyzing the effect of such laws on the
provision of health care and securing pay-
ment for such care.

(b) MODIFICATION OF DEADLINE.—Section
264(c)(1) of the Health Insurance Portability
and Accountability Act of 1996 (Public Law
104–191; 110 Stat. 2033) is amended by striking
‘‘36 months after the date of the enactment
of this Act,’’ and inserting ‘‘6 months after
the date on which the Comptroller General
of the United States submits to the Congress
a report under section 5003(a) of the Patient
Protection Act of 1998,’’.
SEC. 5004. PROTECTION FOR CERTAIN INFORMA-

TION DEVELOPED TO REDUCE MOR-
TALITY OR MORBIDITY OR FOR IM-
PROVING PATIENT CARE AND SAFE-
TY.

(a) PROTECTION OF CERTAIN INFORMATION.—
Notwithstanding any other provision of Fed-
eral or State law, health care response infor-
mation shall be exempt from any disclosure
requirement (regardless of whether the re-
quirement relates to subpoenas, discovery,
introduction of evidence, testimony, or any
other form of disclosure), in connection with
a civil or administrative proceeding under
Federal or State law, to the same extent as
information developed by a health care pro-
vider with respect to any of the following:

(1) Peer review.
(2) Utilization review.
(3) Quality management or improvement.
(4) Quality control.
(5) Risk management.
(6) Internal review for purposes of reducing

mortality, morbidity, or for improving pa-
tient care or safety.

(b) NO WAIVER OF PROTECTION THROUGH
INTERACTION WITH ACCREDITING BODY.—Not-
withstanding any other provision of Federal
or State law, the protection of health care
response information from disclosure pro-
vided under subsection (a) shall not be
deemed to be modified or in any way waived
by—

(1) the development of such information in
connection with a request or requirement of
an accrediting body; or

(2) the transfer of such information to an
accrediting body.

(c) DEFINITIONS.—For purposes of this sec-
tion:

(1) The term ‘‘accrediting body’’ means a
national, not-for-profit organization that—

(A) accredits health care providers; and
(B) is recognized as an accrediting body by

statute or by a Federal or State agency that
regulates health care providers.

(2) The term ‘‘health care provider’’ has
the meaning given such term in section 1188
of the Social Security Act (as added by sec-
tion 5001 of this Act).

(3) The term ‘‘health care response infor-
mation’’ means information (including any
data, report, record, memorandum, analysis,
statement, or other communication) devel-
oped by, or on behalf of, a health care pro-
vider in response to a serious, adverse, pa-
tient-related event—

(A) during the course of analyzing or
studying the event and its causes; and

(B) for purposes of—
(i) reducing mortality or morbidity; or
(ii) improving patient care or safety (in-

cluding the provider’s notification to an ac-
crediting body and the provider’s plans of ac-
tion in response to such event).

(5) The term ‘‘State’’ has the meaning
given such term in section 1188 of the Social
Security Act (as added by section 5001 of this
Act).
SEC. 5005. EFFECTIVE DATE FOR STANDARDS

GOVERNING UNIQUE HEALTH IDEN-
TIFIERS FOR INDIVIDUALS.

Section 1174 of the Social Security Act (42
U.S.C. 1320d–3) is amended by adding at the
end the following:

‘‘(c) UNIQUE HEALTH IDENTIFIERS.—Not-
withstanding subsections (a) and (b), the
Secretary may not promulgate or adopt a
final standard under section 1173(b) providing
for a unique health identifier for an individ-
ual (except in an individual’s capacity as an
employer or a health care provider), until
legislation is enacted specifically approving
the standard or containing provisions con-
sistent with the standard.’’.

The SPEAKER pro tempore. After 1
hour of debate on the bill, as amended,
it shall be in order to consider the fur-
ther amendment printed in the CON-
GRESSIONAL RECORD numbered 2, which
shall be considered read and debatable
for 1 hour, equally divided and con-
trolled by the proponent and an oppo-
nent.

The gentleman from Illinois (Mr.
HASTERT) and the gentleman from
Michigan (Mr. DINGELL) each will con-
trol 30 minutes of debate on the bill.

The Chair recognizes the gentleman
from Illinois (Mr. HASTERT).
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Mr. HASTERT. Mr. Speaker, I yield 3
minutes to the gentleman from Penn-
sylvania (Mr. GOODLING), the distin-
guished chairman of the Committee on
Education and the Workforce.

(Mr. GOODLING asked and was given
permission to revise and extend his re-
marks.)

Mr. GOODLING. Mr. Speaker, I rise
today in support of H.R. 4250, the Pa-
tient Protection Act. This is truly a
historic occasion which rivals the pas-
sage of ERISA in 1974. Thanks to
ERISA, 150 million Americans are cov-
ered by employer-sponsored health
care plans. Thanks to the gentleman
from Illinois (Mr. FAWELL), most of the
4 million uninsured will have quality
affordable health coverage available to
them when we pass this legislation.

Increasingly, the American people
tell us that they need common sense
elements in health insurance reform,

and that is what is in the Patient Pro-
tection Act, including basic protec-
tions such as guaranteed access to
emergency medical care, doctors being
able to speak freely with patients
about their health care options with-
out being gagged and ensuring that a
patient can quickly obtain the benefits
promised by their health care.

The Patient Protection Act will also
provide health care accessibility to pa-
tients by requiring that patients have
full access to plan information such as
what benefits are covered, the partici-
pant’s financial responsibility, and a
complete description of the claims pro-
cedure and appeals process. Women and
families with small children will be en-
sured direct access to key specialists
such as OB/GYNs and pediatricians.

As I see it, however, our plan differs
from other proposals in two key ways.
First, we make sure that patients get
the care they deserve in a timely man-
ner before harm can occur. We get
them into hospital rooms, not into
courtrooms.

We take serious, comprehensive steps
to expand availability and affordability
of health insurance to American work-
ing families who have no health insur-
ance. No other plan does this.

I have held a lot of town meetings in
my district over the years, and not
once has a constituent said to me, ‘‘I
would really like to be able to sue my
health plan.’’ What they have said to
me over and over again is ‘‘When are
you going to do something about the
high costs of health insurance?’’
Today, I am happy to say we are doing
something about it.

Simply put, the Patient Protection
Act will increase access to affordable
health insurance for millions of Ameri-
cans. It is amazing to me that all the
other proposals ignore the 42 million
uninsured Americans.

The gentleman from Illinois (Mr. FA-
WELL) has pushed this through our
committee on two occasions to make
sure that we do something about the
uninsured. The problem of the unin-
sured, both children and adults, is the
problem of small business lacking ac-
cess to affordable health coverage.

Over 80 percent of the 82 million un-
insured Americans live in families
where someone is working, someone is
employed usually by a small employer,
or they are self-employed.

To address the affordability problem
of the uninsured, the Association
Health Plan proposals in the Patient
Protection Act would give franchise
networks, bona fide trades, business
and professional associations, and or-
ganizations such as the Chamber of
Commerce, and the National Federa-
tion of Independent Business the abil-
ity to form large group health plans
within and across State lines.

Again, the best patient protection is
access to affordable health care.

I would like to take a minute to go into a lit-
tle more detail about some of the claims pro-
cedure provisions in the Patient Protection Act
as they pertain to ERISA.
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The provisions relating to internal review

and external review claims procedures and
remedies are contained in Subtitle C of Title I
and will hold plans accountable and insure pa-
tients get the care they deserve in a timely
manner.

The current claims procedures that apply to
employee benefit plans under federal law are
contained in ERISA Title I section 503. The
exclusive remedies that apply to such plans
are contained in Part 5 of that Act. With minor
exception as provided in regulations, the pro-
cedures under 503 do not distinguish between
group health plans (i.e. employee benefit
plans providing medical care) and other plans,
including pension plans and other employee
welfare benefit plans. In general, plans may
take up to 90 days to inform claimants of initial
decisions and up to 60 days to inform them of
decisions upon internal appeal. Generally,
upon satisfaction of administrative remedies,
claimants may proceed, pursuant to Part 5, to
enforce their rights under the plan and the
ERISA law in court. In general, remedies relat-
ing to adverse coverage decisions are limited
to the payment of benefits as found to be pro-
vided under the terms of the plan and to such
reasonable attorney’s fees as may be pro-
vided in the discretion of the court. Certain
other civil remedies may also apply.

Under Subtitle C of Title I the ERISA claims
procedures are modernized to take into ac-
count the rules as they apply to the many di-
verse kinds of group health plans in today’s
evolving health care delivery system. Section
503 of ERISA is amended to require group
health plans to provide written—and under-
standable—notice to a participant of any nega-
tive coverage decision on requested benefits
under the plan within 30 days of the request.
If the request is for urgent medical care, the
plan must provide the notice within 10 days;
for emergencies, the requirement is 72 hours.
If the request is for a referral to a physician
specialist, the coverage decision must be with-
in 72 hours. This notice also must be sent to
the participant’s medical provider if the pro-
vider initiated the claim or seeks reimburse-
ment from the plan. The participant must be
informed in the notice that he or she may file
a written request for review (i.e. internal ap-
peal to an appropriate named fiduciary under
the plan) of the coverage decision within 180
days after the notice is received. Internal re-
views of coverage request denials involving
medical necessity and experimental treatment
or technology must be conducted by a physi-
cian who did not make the initial decision. The
same time frames apply to internal review as
to the initial coverage decision.

If the internal appeal results in a coverage
denial, the participant may make a request
within 30 days for an external review, which
must be conducted by one or more independ-
ent medical experts (in general, a physician
with expertise in the matters involved) se-
lected in accordance with procedures that
must be specified under the plan. The proce-
dures of selection required under the plan
allow for independent intermediaries to select
the reviewing medical experts so as to ensure
they meet the strict independence rules pre-
venting conflict of interest. The external review
must be completed within 25 days of the re-
quest. If the final decision under the plan by
a physician, who did not make the earlier deci-
sion, is an adverse coverage decision, then
the participant has recourse to the courts. Al-

ternative dispute resolution procedures would
be permitted, however they would have to
conform to the requirements for physician re-
view of medical necessity and with the exter-
nal review procedures.

The remedies under section 502 of ERISA
are improved to include civil penalties for fidu-
ciaries who do not provide benefits in accord-
ance with the recommendation of the external
review medical expert. If after external review,
a participant is denied coverage, a civil court
may impose a penalty of up to $500 a day
($1,000 in the case of bad faith violations)
starting on the date on which the rec-
ommendation was made. The total penalty
may be up to $250,000. Also, fiduciaries in an
expedited court action or who took or failed to
take action that resulted in a denial of cov-
erage after an external review would be liable
in such court actions to pay attorney fees and
other reasonable costs to the plaintiff—i.e., the
patient. In the case of a pattern or practice of
violation, the Secretary of Labor may, in a
court proceeding, impose a penalty of up to
$100,000. In cases in which a physician cer-
tifies to a court that the time needed to carry
out administrative remedies and procedures
for review of coverage denials would run the
risk of causing irreparable harm to the health
of the participant, the provisions under section
502 allows such participants to take civil ac-
tion to obtain an injunction or other equitable
relief.

This claims process will ensure patients get
the care they deserve in a timely manner. It is
one of many reasons the Patient Protection
Act should be passed by Congress and signed
into law.

Mr. DINGELL. Mr. Speaker, I yield
myself 2 minutes.

Mr. Speaker, we face a clear choice
today between two different ap-
proaches. The first, the Patients’ Bill
of Rights was written last year and re-
vised in March. The other piece of leg-
islation, the Republican leadership bill,
was still being written after midnight
last night.

The Patients’ Bill of Rights has been
scored by the CBO at a cost of $2 per
month per patient, and we provided
revenue offsets to ensure fiscal respon-
sibility.

The leadership’s bill was never even
seen by the CBO and has not been read
by the Members. Only minutes ago did
we get a final score from CBO. Since it
does nothing, it costs nothing. I think
my colleagues should note, a bill that
does nothing costs nothing.

The Patients’ Bill of Rights guaran-
tees real patient rights. It puts health
back into the Health Maintenance Or-
ganization. The Republican leadership
bill has the word HMO. In that bill,
HMO stands for hide my opposition.

If our primary concern is health care
for the American people, the choice is
clear. The Patients’ Bill of Rights puts
medical decisions, especially the ques-
tion of medical necessity into the
hands of doctors and takes them away
from insurance company bureaucrats
who now are hurting the American
public.

The Patients’ Bill of Rights guaran-
tees that we can see a medical special-
ist when we need one. The Patients’

Bill of Rights says that, if you are a
pregnant woman or cancer patient, you
will continue to be able to see your
doctor when you need continuity of
care.

The Patients’ Bill of Rights guaran-
tees that we will be able to get the pre-
scriptions that we need. The Patients’
Bill of Rights holds health plans ac-
countable when they have denied
health care and when their decision
kills or injures somebody.

The Patients’ Bill of Rights protects
the confidentiality of our medical
records, and the Republican bill does
not. The Republican bill even has one
interesting thing. It goes so far as to
repeal existing consumer protection
laws that help patients. I want my col-
leagues to hear that.

Last of all, I want my colleagues to
look at the roster of supporters of the
Patients’ Bill of Rights: AMA, all the
health care specialists, the nurses, and
all of the consumers and aging organi-
zations. The American people want the
Patients’ Bill of Rights. If we want to
serve them, we will vote for the Pa-
tients’ Bill of Rights today.

I want to particularly single out my
good friend and colleague, Dr. GANSKE
for his leadership and courage on this
issue. He is a man of integrity and
stands up for what he believes in. He
deserves great credit.

I also want to commend the work of
the staff in the development of the Pa-
tients Bill of Rights.

Among our staff Bridgett Taylor,
Amy Droskoski, and Bernadette
Fernandez have worked tirelessly on
the bill for many months.

Mr. HASTERT. Mr. Speaker, I yield 3
minutes to the distinguished gen-
tleman from Virginia (Mr. BLILEY),
chairman of the Committee on Com-
merce.

(Mr. BLILEY asked and was given
permission to revise and extend his re-
marks.)

Mr. BLILEY. Mr. Speaker, when it
comes to health care, patients and
their doctors should be in the driver’s
seat. Right now, they are mere pas-
sengers. Fortunately, the Patient Pro-
tection Act of 1998 puts patients back
at the wheel where they belong.

Our bill gives Americans the care
they need when they need it. It pro-
tects patients without expanding big
government, and it promises patients
greater choice and the ability to stick
with a favorite doctor.

The Patient Protection Act addresses
a major flaw in our health care system,
the lack of a real marketplace where
patients can shop for the lowest cost
and highest quality care.

Even Ron Pollack of Families U.S.A.,
a staunch supporter of President Clin-
ton’s efforts to nationalize health care
agrees this is needed. He recently said,
and I quote, ‘‘There is no true market-
place today to drive health care qual-
ity.’’ He is right. Think about it.

When we buy a new car, we do not go
to a bank, credit union, or GMAC first.
We choose the car we want; then we ar-
range the financing. In other words,
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we, not the lender, choose what car to
buy. We, not our employer, choose the
financing.

Why can health care not work the
same way? Why do health care choices
have to be dictated by the terms of
health insurance than by consumers’
needs and preferences. Why must em-
ployers choose the health coverage
that finances so many Americans’
care?

HealthMarts answer these important
questions in a way that puts patients
first. HealthMarts are private, vol-
untary, and competitive health insur-
ance supermarkets. They transfer
choice within the employer-based
health insurance market from small
employers to employees.

HealthMarts give consumers the free-
dom to choose health coverage from a
broad menu of options. Here is how
they work: A small business joins a
HealthMart because it offers lower cost
coverage, makes more options avail-
able to employees, and does the admin-
istrative work.

Employees choose from among the
HealthMart’s coverage options. Each
can choose a different plan and still
benefit from group rates. Sound famil-
iar? It should. It is the type of choice
today that is available only to Mem-
bers of Congress, our staffs, and other
Federal employees.

This type of consumer choice is es-
sential to the quality of health care
coverage and services. After all, if all
Americans had the freedom to choose
their coverage, they would be able to
get the highest quality care that best
meets their needs. HealthMarts will
achieve that critical objective.

The bottom line is this: By making
quality as important in the selection of
health coverage as cost, HealthMarts
will move the Nation toward a true
health care marketplace.

This new idea gives patients more
choice and better quality health care.
It puts them back in the driver’s seat.
It is yet another reason why the Pa-
tient Protection Act deserves our
strong support.

Mr. DINGELL. Mr. Speaker, I yield 2
minutes to the distinguished gen-
tleman from Iowa (Mr. GANSKE) and
note that he has been instrumental in
bringing us to where we are today. I sa-
lute him for it and thank him on behalf
of my colleagues.

Mr. GANSKE. Mr. Speaker, I rise in
opposition to H.R. 4250 and in support
of the Ganske-Dingell substitute.
There is going to be a lot of debate
today about the legal situation. I have
been for legal reform. I have stood in
this well arguing for medical mal-
practice reform. I voted for securities
litigation reform, product liability re-
form.

I, as a physician, would never want
Congress to pass a law that says physi-
cians should be immune from their
malpractice. Yet, that is a situation
that we have with ERISA.

The problem with H.R. 4250 is it does
not remove ERISA preemption for

State causes of action. The Ganske-
Dingell bill says that Federal law may
not preempt State law, but we have a
provision in there that protects the
employer.

If the employer is not making the de-
cision, if the HMO is making the deci-
sion, the employer is not subject to li-
ability. That is a very important dis-
tinction. It is fair.

But let me just ask my colleagues
something, it is very clear that HMOs
have committed malpractice that has
resulted in loss of life and limb.
ERISA, through the interpretation of
the courts, has extended that legal ex-
emption to health plans. However, we
have never had our personal finger-
prints on that legal immunity and the
problems with it.

If we vote for the GOP bill, we are
going to be codifying, giving HMOs
legal immunity. Would we do that for
tobacco companies? I think not. Would
we do that for companies that are mak-
ing life and death decisions? I hope not.

Mr. HASTERT. Mr. Speaker, I yield 1
minute to the gentleman from Califor-
nia (Mr. CUNNINGHAM).

Mr. CUNNINGHAM. Mr. Speaker, I
have no doubt that Members on both
sides of the aisle want to focus on
health care, but I personally feel that,
in an election year, political pandering
on both sides is not a benefit for the
American public.

I look at the Democratic ‘‘Bill of
Fights’’ that is going to drive up
health care cost by letting trial law-
yers take over. California is a leader in
HMOs, but I also see good, bad, and
ugly in the HMOs in California. We are
losing good doctors in California be-
cause of HMOs and managed health
care.
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But yet there are still some good

ones, and we need to attend to that.
Whether the lawyers drive up costs

or CEO’s from HMOs rip off the system
and drive up health care, both are bad,
and that is why I say that neither one
of these bills are good for the American
consumer, and we need to help.

The gentleman from California (Mr.
FAZIO) brought over a list of things
that are preempted in state law. I do
not want that. But, at the same time,
I looked into it, and the unions right
now are under ERISA. Your supporters
are exempt under state law, the unions
and large companies. We wanted the
small businesses to be able to band to-
gether and have the same benefits for
low health care costs.

Mr. DINGELL. Mr. Speaker, I yield
such time as he may consume to the
distinguished gentleman from Califor-
nia (Mr. STARK).

(Mr. STARK asked and was given
permission to revise and extend his re-
marks.)

Mr. STARK. Mr. Speaker, I ask unan-
imous consent that my infirmity not
be taken as support for the Republican
bill, which is a cynical sham and
should be defeated. I wish to announce
my support for the Dingell bill.

Mr. Speaker, today’s vote on managed care
reform is a complete sham.

It wasn’t long ago when the Republican
leadership called on their friends in the health
insurance industry ‘‘get off your butts and get
off your wallets’’ to defeat real reform.

Today, they are here to put another nail in
the coffin of real reform.

Their answer to managed care reform is the
same as their answer to campaign finance re-
form and tobacco legislation: Make it look like
they are doing something, but then work to kill
it with the addition of divisive provisions.

H.R. 4250 flunks the fundamental test of
real reform—it doesn’t hold health plans ac-
countable for their medical decision making.
This bill precludes an injured patient or their
family from suing a managed care plan that
maims or kills them.

Under the Republican bill, health plans
could continue to get away with cases like that
of Mrs. Florence Corcoran, who lost her baby
because of her health plan’s refusal to follow
her doctors’ advice.

Today, if a doctor commits malpractice on a
patient, the patient has the right to sue that
doctor. If a hospital maims a patient, they are
liable for their action. If a defective car causes
a person’s death, the care manufacturer is lia-
ble.

Why should we let managed care plans off
the hook? What makes them worthy of legal
immunity that we don’t grant doctors and hos-
pitals—or any other profession or industry?

In addition, the Gingrich managed care bill
before us today includes a number of ‘‘poison
pills’’ that Congress has rejected numerous
times in the past.

Among the poison pills are:
Expansions of medical savings accounts to

help the healthy and wealthy at a cost of bil-
lions to American taxpayers;

MEWA and HealthMart provisions that
would destroy small group market reforms in
the states, increase adverse selection and
weaken state enforcement authority.

But the cherry on top of this sundae for the
managed care industry is the permission this
bill gives health plans to withhold even more
access to care than they can under current
law. This bill gives HMOs the right to define—
each plan for itself—what the medically nec-
essary care is that it will provide to its enroll-
ees. Today, medically necessary care is de-
fined by doctors and other medical experts as
the best that science and human ability can
deliver. But this bill says plans can decide
what their version of medically necessary care
is, and how much of it they will give you. It
lets bureaucrats, not doctors, determine your
health care.

Even those managed care reforms where
there has been widespread agreement—such
as access to emergency care—are botched in
the Gingrich bill.

This bill does not provide the protections to
the private sector that are enjoyed by Medi-
care and Medicaid beneficiaries today.

An emergency physician who testified ear-
lier this week, Dr. Charlotte Yeh, got it right
when she said that she thought the Repub-
licans had performed some ‘‘unnecessary sur-
gery on the prudent lay person standard to the
point where it is hardly recognizable as the
consumer protection we envisioned.’’

The Gingrich bill destroys medical record
confidentiality. It would trample on Fourth
Amendment rights by giving health plans and
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health providers the right to disclose your
medical record to any entity—without your per-
mission. Your medical record, with your name
and full history, could wind up in the hands of
a drug company’s marketing department . . .
a credit card company . . . a consultant work-
ing on a political campaign . . . a divorce law-
yer . . . a newspaper.

The public deserves better from Congress
than this shoddy piece of work.

This bill also allows plans to charge people
up to $100 to get external appeals—and
doesn’t allow patients or doctors to present
any evidence at that external appeal review.
Talk about a sham!

This Republican bill is worse than doing
nothing. If Members of Congress took the Hip-
pocratic oath to do no harm, they would not
be able to vote for this bill. Vote to defeat H.R.
4250.

I support the Ganske-Dingell substitute. It is
a real bill, with real protections.

The Republican bill is a sham. It provides
none of the major consumer protections that
patients need.

The Republican bill actually does harm. It
overrides hundreds and hundreds of State
consumer protection laws, leaving people with
less protection than they now have. It will
drive up the cost of health insurance for most
people. It makes your most private medical
records available to every Tom, Dick, and
Harry salesman. It spends billions on a new
tax break for the wealthiest and healthiest in
our society. It takes away your right for com-
pensation for pain and suffering because of
medical malpractice.

These harmful features are poison pills, de-
signed to cause controversy and confusion in
the Senate and to prevent a bill from passing.
The Republican bill is another testament to the
need for campaign finance reform: it is a bill
designed to make their PAC contributors
happy.

The Democratic substitute bill, on the other
hand, is a real patient protection bill endorsed
by the doctors, by the nurses, and all the con-
sumer groups.

It will require that health plans provide you
care that is based on the consensus of the lat-
est, best quality of care. The Republican bill,
on the other hand, lets each profit-making
HMO define what they believe is adequate
medical care: they will provide care based on
what their accountants tell them—not their
doctors.

The choice could not be clearer. We can
pass the Republican sham bill today—or we
can pass a real bill—the Democratic sub-
stitute.

Mr. DINGELL. Mr. Speaker, I yield
two minutes to the gentleman from
Missouri (Mr. CLAY) the ranking mem-
ber on the Committee on Education
and the Workforce.

Mr. CLAY. Mr. Speaker, I rise to op-
pose H.R. 4250. This bill is nothing
more than a cynical propaganda effort
promoted by the Republican leadership
to convince the public that they are
doing something about the abuse of
HMOs. This bill is loaded with special
interest provisions that do far more
harm than good to consumers of health
care.

The Republican bill includes a provi-
sion to establish Association Health
Plans that would enable small busi-

nesses and self-employed individuals to
band together and purchase health in-
surance coverage. The chairman of our
Committee on Education and the
Workforce has stated that the commit-
tee has approved this provision and so
no one should be concerned about it.
The fact is, the bill was reported over
Democrat’s vehement objections, be-
cause it is clear that the arrangements
will do more harm than good.

The National Governors Association
and the National Conference of State
Legislators join with the National As-
sociation of Insurance Commissioners
in stating that Association Health
Plans would undermine positive state
regulatory reforms already in place,
would destroy important consumer
protections, and would contribute to
the collapse of small group health in-
surance in many states.

According to CBO, Association
Health Plans would increase the risk of
health plan failure and would disrupt
the insurance market, because Federal
regulatory standards would probably
be less strict than the state standards
that apply under current law. Associa-
tion Health Plans would present state
regulations covering such vital matters
as sovereignty, mandated care and the
policing of fraud and abuse.

Mr. Speaker, I urge my colleagues to
reject H.R. 4250 and instead support
H.R. 3605, the bipartisan Patients’ Bill
of Rights act.

Mr. HASTERT. Mr. Speaker, I yield
three minutes to the distinguished gen-
tleman from Texas (Mr. ARCHER), the
Chairman of the Committee on Ways
and Means.

Mr. ARCHER. Mr. Speaker, I thank
the gentleman for yielding me time.

Mr. Speaker, two principles have for-
ever guided our Nation, individual free-
dom and liberty. As a democratic Na-
tion whose strength derives from its
people, we have achieved high degrees
of each, unsurpassed by any nation in
all history. It is no wonder that people
around the globe want to come here
and be called Americans. We are the
envy of the world. Now, as we consider
a plan to protect and strengthen a free
people who worry about the health care
needs of themselves and their families,
we must do so with our guiding prin-
ciples in mind.

Our Nation’s health care system is
the best in the world. Americans do not
travel abroad to get health care, but
visitors come here from all over the
world, to the Mayo Clinic, to Mount
Sinai, and, yes, to my own City of
Houston to the Texas Medical Center
Memorial, because we are the best.

The reason our health care system is
the best is because it is based on cap-
italism, on choice and on individual-
ism. That is why the one aspect of the
bill before us today that gives me great
pride is the expansion and the unfet-
tered opportunity for Americans to
choose medical savings accounts, free
and unencumbered.

The source of America’s frustrations
with HMOs is the lack of control which

both patients and doctors feel. There is
always a third party making a deci-
sion. Patients want to be able to pick
up the phone and get a quick appoint-
ment to see their doctor. Patients want
to see the doctor of their choice for all
their health needs.

Doctors want to take more time to
be with their patients. Doctors want to
treat their patients as they see fit,
without interference from a third-
party payer or an insurance company,
and that is why we need medical sav-
ings accounts. With MSAs, patients,
not insurance companies, control their
choices. There are no gatekeepers,
there are no middlemen, and there are
no third-party payers, except in the
case of a catastrophic event.

MSAs let patients and employers de-
posit money tax-free into accounts
that patients control. Like an IRA for
retirement needs, MSAs are IRAs for
health care needs. When people control
their own money, the general use of
capitalism will come into play. It has
in all things American; it will in health
care too.

Our Nation’s greatness is based on
freedom and liberty. So, too, is our fu-
ture. While I originally introduced this
bill with a Democrat Congressman,
Andy Jacobs, six years ago, I realize
even more today that MSAs are and
should be the future of health care.

I urge support of the bill.
Mr. DINGELL. Mr. Speaker, I yield

two minutes to the distinguished gen-
tleman from Texas (Mr. HALL).

Mr. HALL of Texas. Mr. Speaker, I
would start by saying that my speech
will probably fall on some closed
minds, because many already have
your minds made up. Many of you have
decided or pledged to take a particular
vote, or taken an oath to do it, or been
whipped by either the Democrat or Re-
publican Whip.

I speak though to those who do not
have their feet set in concrete today, I
think those that really and truly want
the facts about this situation.

I did not speak on the rule. As a mat-
ter of fact, I voted for the rule. I think
it is about as fair a rule as a majority
will give a minority, so I had no prob-
lem with the rule. The rule was not
good, but I think the worst is yet to
come, and let me talk about a little of
it.

It does not please me, by the way, to
oppose the likes of the U.S. Chamber
and the NFIB. I have had 100 percent
with them for years and years, but I
differ with them on this because I
think they are wrong.

I think that ERISA is what this is all
about. ERISA is what all these meet-
ings have been about. ERISA is what
the insurance companies can hide be-
hind to escape liability, and it is not
right, it is not fair, it is not just, and
it should have been changed.

All the conferences that have been
had over on this side, all the commit-
tee meetings, way into the night, last
night, late, late, late, war gaming
amendments, it is how can we com-
promise ERISA? That is what the
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whole thrust has been, how can we
keep ERISA on the table for insurance
companies to hide behind when they
err, when they guess wrong?

I tell you, H.R. 4250 preempts states
patient protections too. I think we
need to know that. This bill will re-
move stronger patient protection bills
in over 40 states. I think the facts are
out on the sheet that show how your
various states are affected.

Tonight we are going to finish this.
We are going to go home, we are going
to issue press releases carefully word-
ed, but the hard cold fact is you are of-
fending people when you leave ERISA
in place as a hiding place for those that
ought to be liable.

Mr. Speaker, as I close, I urge Mem-
bers to vote against 4250.

Mr. DINGELL. Mr. Speaker, I yield
two minutes to the distinguished gen-
tlewoman from New Jersey (Mrs. ROU-
KEMA).

(Mrs. ROUKEMA asked and was
given permission to revise and extend
her remarks.)

Mrs. ROUKEMA. Mr. Speaker, I must
tell my colleagues that I rise in reluc-
tant opposition to this bill, and I am
constrained to ask, not facetiously, is
this as good as it gets? I am sorry, that
is a facetious reference to the movie
that we all say identified the backlash
out there, and that backlash has pro-
moted our party, both parties, to seek
a solution. But I do not believe that
this bill is as good as it should get.

I wanted to say that I recognize that
there are a lot of benefits to the Repub-
lican task force bill, but we have to go
beyond that.

Let me point out the issues that are
of continuing concern to me. I do not
believe we have the patients’ access to
clinical trials that they need. I do not
believe there is expanded access to spe-
cialists in a meaningful way, and that
is very important to me. I think that
the external appeals process, as I read
it, and, of course, we only got it really
this morning, but as I read it, the ap-
peals process is not even binding. This
concerns me, because a right without
enforcement is no right at all, as far as
I can tell.

I do also want to get to the point of
the ERISA question, the health plans. I
want to particularly reference the fact
that I believe that the gentleman from
Iowa (Mr. GANSKE) in his analysis was
absolutely correct, and I agree with
him. I am concerned that this ERISA
preemption as it is supplied to the As-
sociation Health Plans and the
HealthMarts would be an expanded
loophole to legitimate care, particu-
larly for the small business community
employees, and I am deeply concerned
about that.

These potential loopholes would
greatly diminish the quality of care
and the medical protections in states
such as New Jersey. This is a prime
problem. We can have these association
pools, we can do these small business
pools, without expanding the ERISA
preemption.

So I must reluctantly again say, bot-
tom line, the question is whether or
not patients will have better access to
health care, and health care through
the doctors and the professional health
care providers, not bureaucrats.

INTRODUCTION

I rise in reluctant opposition to the bill
placed before the House today. And I am con-
strained to ask: Is this ‘‘As good as it get?’’
This is my own reference and its not facetious
to the motion picture that made graphically
clear to policymakers the backlash I long ago
predicted against HMOs. This building back-
lash was the reason I introduced my own bill
H.R. 1222, ‘‘The Quality Health Care and Con-
sumer Protection Act’’ in 1996 to focus the de-
bate.

Today I say that this bill is clear movement
in the right direction. But it is not ‘‘as good as
it should get.’’

We need to put health care decisions back
in the hands of doctors and other health care
professionals, and take them away from the
managed care companies who are practicing
‘‘bottom line’’ medicine and ‘‘rationing’’
healthcare.

It is for this reason that I introduced legisla-
tion to ensure that managed-care networks
provide high-quality, efficient care, not just
low-case care that boosts profits. But at the
same time my bill guards against unjustified
health care costs.

CONCERNS WITH TODAY’S HURRIED PROCESS

But today I must decide between one of two
proposals. Before I discuss the proposals I do
want to raise a concern wit the process.

The state of our nation’s health care is an
issue that should be debated through Commit-
tee discussions, through hearings, and
through floor debate, instead of a limited up or
down vote.

BENEFITS OF THE REPUBLICAN TASK FORCE BILL

The bill we have before us today is not alto-
gether bad. There certainly are areas that
could use significant improvement; however,
the base bill does include information disclo-
sure, internal and external appeals and griev-
ances, a ban on gag clauses, and access to
OB/GYNs and pediatricians. These are all
moving in the right direction.

However, we are not yet there! Again, this
is not ‘‘As Good As It Should Get!’’

PROBLEMS WITH THE REPUBLICAN TASK FORCE BILL

This bill does not include a provision to pro-
vide patients access to clinical trials, ex-
panded access to specialists, and physician
involvement in the development of drug
formularies.

This bill also has an external appeals proc-
ess that is not even binding. This concerns
me, because it is a right without enforcement.
And a right with no enforcement is no right at
all!

In addition I am concerned this legislation
does not have a provision relating to provider
incentive language to ensure that physicians
and pharmacists are consulted in the develop-
ment of drug formularies when medically nec-
essary.

ASSOCIATION HEALTH PLANS AND HEALTHMARTS

I am also deeply concerned about expand-
ing the ERISA pre-emption to even more busi-
nesses than those already able to escape
State laws.

We must carefully weigh the benefits of al-
lowing associations the protections of being

covered by national laws with the benefits of
allowing state laws to determine consumer
protection. Association Health Plans and
Healthmarts would both allow more people to
escape the coverage of state laws. These are
potential loopholes that would diminish nec-
essary medical protections in states such as
New Jersey.

Businesses have long argued that ERISA is
necessary for companies that operate in more
than one state because it avoids the onerous
burden of complying with 50 different sets of
regulations and offering 50 different sets of
rules and coverage for their employees. This
is a valid argument.

However, in today’s market, this has led to
loopholes where employers are able to avoid
the protections fought for, and placed at the
state level. I agree with Dr. Ganske’s analysis
of how inadequate this provision is.

RIGHT TO SUE

I must also address the right to sue. While
I understand the merits to this important right,
I am also very concerned that this right would
add tremendous costs and affect the quality of
health care—doctors and HMOs and hospitals
would be practicing defensive medicine—
namely executing procedures and conducting
tests merely to protect themselves against
lawsuits. This concerns me, because this
could lead to a reduction in the number of
people able to afford health care.

CONCLUSION

The bottom line is whether patients will have
better access to health care and whether doc-
tors and health care professionals will be put
back in charge instead of insurance company
bureaucrats. We need to return the power
over medical decisions to those with the medi-
cal training and expertise—the doctors and the
nurses. This will restore the quality of care
that has been our American tradition and
leave the field of ‘‘bottom line medicine’’ prac-
ticed by bureaucrats and so-called ‘‘gate-
keepers.’’

Mr. HASTERT. Mr. Speaker, I yield
myself 15 seconds.

Mr. Speaker, I would like to just re-
mind the gentlewoman from New Jer-
sey that the people that we are bring-
ing under the umbrella of new health
care do not have health care today,
part of the 40 million people who work
for a living, who are out there that do
not have health care. We are trying to
expand and bring those people under
the umbrella of health care.

Mr. Speaker, I yield two minutes to
my colleague, the gentleman from Illi-
nois (Mr. FAWELL), the distinguished
chairman of the Subcommittee on Em-
ployer-Employee Relations, and cer-
tainly someone who has worked on this
issue of bringing people under the um-
brella of health care for a long time.

(Mr. FAWELL asked and was given
permission to revise and extend his re-
marks.)

Mr. FAWELL. Mr. Speaker, I thank
the gentleman for yielding me this
time.

Mr. Speaker, right now there can be
no patient’s bill of rights for 43 million
people, because they have no access to
affordable health care, and we can
change that in this legislation with As-
sociation Health Plans.

What do Association Health Plans
do? By allowing small businesses to
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band together under multiple employer
health plans, Association Health Plans
simply allow the little guys, the small
businesses, the self-employed, to have
precisely what large employers have
had for many years. Thus, small busi-
nesses can gain the economies of size,
so they can do what, self-insure, and
thereby they have the clout to bargain
and to discount the price of health care
in dealing with health care providers
and in dealing with insurance compa-
nies.
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Who are these association health
plans? They are long-standing and re-
spected, not-for-profit, professional
business and trade and church associa-
tions which, like the large employers,
they are not in the business of insur-
ance, but that they will, like large em-
ployers, assume the responsibility of
sponsoring self-insured and fully-in-
sured plans for the members of their
associations.

Examples of these associations, yes,
include the National Chamber of Com-
merce and the NFIB, the National Res-
taurant Association, but also include
the Agricultural Field Workers Asso-
ciation, who cannot get health insur-
ance in the market. National Church
Associations, National Farm Bureau,
the Boys and Girls Clubs of America
with 700 units, and they cannot get reg-
ular indemnity policies.

Why are the association health plans
important? Because most of the 43 mil-
lion people who do not have health in-
surance in America, including most of
the uninsured children, are people who
live in families with the breadwinners
employed by small business or are self-
employed. They have to simply go into
the individual and small business mar-
ket, and my colleagues know what hap-
pens when one goes into that individ-
ual and small business market. The in-
surance companies and the HMOs do
not want to give up and have new com-
petition.

Mr. DINGELL. Mr. Speaker, I yield
such time as he may consume to the
gentleman from Minnesota (Mr. OBER-
STAR).

(Mr. OBERSTAR asked and was given
permission to revise and extend his re-
marks.)

Mr. OBERSTAR. Mr. Speaker, I rise
in opposition to the bill before us and
in support of the Dingell substitute.

Mr. DINGELL. Mr. Speaker, I yield 2
minutes to the gentleman from New
York (Mr. FORBES), my distinguished
friend.

(Mr. FORBES asked and was given
permission to revise and extend his re-
marks.)

Mr. FORBES. Mr. Speaker, I thank
the gentleman for yielding me this
time.

For an increasing number of years
now Americans across this country
have made it clear that they are dissat-
isfied with the manner in which some
health maintenance organizations
oversee the delivery of their health

care services. In fact, just a few years
ago the ‘‘hue and cry’’ got so loud that
on this floor, this very floor, a biparti-
san majority of Democrats and Repub-
licans saw fit to pass legislation that
corrected the practice of some insur-
ance providers that forced women out
of the hospital barely 24 hours after
they gave birth.

Yes, the House and Senate together,
along with the President, decided that
it was wrong and we must mandate,
yes, mandate a minimum hospital stay
for women who give birth.

Well, unfortunately, that is not the
sole example of some of the problems
with the HMOs and that is why we are
here today. Unfortunately, the Repub-
lican initiative, which I would have
loved to have supported, does not ade-
quately meet the needs that most
Americans are calling for.

The Patients’ Bill of Rights, in fact,
is the best alternative to restoring
common sense in the HMO equation.
Only the Patients’ Bill of Rights allows
patients access to key clinical trials,
those experimental, innovative and
emergency processes that are the last
resort for the severely ill. The Pa-
tients’ Bill of Rights gives access to
important drug therapies that a doctor
may believe are important to restoring
one’s health and cost thousands of dol-
lars and would otherwise mean lit-
erally life or death for the patient.

A gross omission in the Republican
bill, I am afraid, is something even
worse than the early release after giv-
ing birth, and that is the so-called
omission of preventing drive-by
mastectomies, the practice that too
many HMOs use to force a woman who
has undergone a mastectomy out of the
hospital before she is physically able to
resume normal activities.

Absent, too, and I believe it should be
her right, that every woman who has
undergone a mastectomy have the
right to access to reconstructive sur-
gery and not have it deemed cosmetic
by an uncaring HMO.

Finally, the Patients’ Bill of Rights
is the only one that ends the special
protections for HMOs under ERISA.
HMOs should not be exempt from law-
suits if bad decisions lead to injury or
death.

Mr. Speaker, I urge adoption of the
Patients’ Bill of Rights by the gen-
tleman from Michigan (Mr. DINGELL)
and the gentleman from Iowa (Mr.
GANSKE).

Mr. HASTERT. Mr. Speaker, I yield
11⁄2 minutes to the distinguished gen-
tleman from Louisiana (Mr. McCrery).

(Mr. MCCRERY asked and was given
permission to revise and extend his re-
marks.)

Mr. MCCRERY. Mr. Speaker, if one
believes in the free market, if one be-
lieves in the power of individual
choice, if one believes our private
health care system is, in most respects,
the best in the world and is worth pre-
serving, then listen up.

I am going to tell my colleagues
about the best part of the Patient Pro-

tection Act. It is the part of this bill
that really empowers patients. It gives
them the ability to choose their own
doctors and hospitals. It gives them
the economic power to deal effectively
with the costs of their health care. It
gives individuals the power to take ad-
vantage of preventive health care, if
they choose. It even offers people the
prospect of a sizable nest egg in their
later years which they could use for
long-term care expenses or retirement.

Mr. Speaker, this Patient Protection
Act will finally make medical savings
accounts available to everyone, and it
removes the burdensome regulations
that have prevented many individuals
and small businesses from obtaining
MSAs. This bill allows both small and
large employers to make deductible
contributions to an employee’s MSA. It
allows both employers and employees
to make tax-favored contributions to a
medical savings account.

Mr. Speaker, if we really want people
to be able to take control of their
health care choices, if we really want
to make the doctor-patient relation-
ship what it used to be and what it
should be, if we really want to create a
market with forces that can control
health care costs, then we must be for
the expansion of this valuable, free
market tool: medical savings accounts.
That alone should make my colleagues
vote for this bill.

Mr. DINGELL. Mr. Speaker, I yield 2
minutes to the distinguished gen-
tleman from Arkansas (Mr. BERRY).

Mr. BERRY. Mr. Speaker, I rise in
opposition to H.R. 4250 and in support
of the Dingell-Ganske bill. The Repub-
lican bill is bad for small business, bad
for America, and it is shameful. It is a
fiscally-irresponsible sham that does
nothing to address the real concerns of
employers, employees and real people.

This legislation creates a new Fed-
eral Commission of Insurance at the
Department of Labor, a Department
that my Republican colleagues tried to
do away with just 2 years ago. It au-
thorizes the hiring of hundreds, per-
haps thousands, of new employees at a
new Federal Commission of Insurance.

What will this new Federal Commis-
sion do? Absolutely nothing. Because
its powers are so limited by the Repub-
lican bill that its ability to remedy
health plan wrongdoing is almost nil.

How much will this new Republican
Federal Insurance Commission cost?
No one knows, because we still have
not seen a CBO score.

Let us see. A multimillion dollar new
Federal bureaucracy, thousands of new
employees with nothing to enforce, all
at the American taxpayers’ expense,
release of medical records. Your com-
petitors in business, your opponents in
politics will have access to your medi-
cal records. Protection of insurance
company profits, abuse of patients, no
access to emergency care or special-
ists. My Republican colleagues should
be ashamed.

Have my colleagues read this bill?
My colleagues will be shocked. I urge
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my colleagues to vote down this irre-
sponsible proposal. Vote for the Din-
gell-Ganske substitute. This Repub-
lican proposal is a useless drain on our
Treasury and a threat to our balanced
budget.

Mr. HASTERT. Mr. Speaker, I yield 1
minute to the gentleman from Ohio
(Mr. CHABOT).

Mr. CHABOT. Mr. Speaker, I rise in
support of the Patient Protection Act.
There have been numerous managed
care reform proposals offered in Con-
gress this year, and many share similar
consumer protections.

The Patient Protection Act guaran-
tees that patients can choose their own
doctor, gain access to emergency care,
communicate openly with health care
providers, and independently appeal de-
cisions made by managed care compa-
nies.

This bill also contains a number of
pro-consumer provisions that the other
proposals do not. This legislation in-
creases patient access to affordable
care by expanding health care coverage
options for workers and their families,
many who have no health care cov-
erage at all now.

American families know that the
most important patient protection is
access to affordable care. Families
should not be forced to choose between
expensive health care coverage and
putting food on the kitchen table.

This legislation will protect consum-
ers from abuses in the managed care
industry, while increasing access and
affordability. That is why I support the
Patient Protection Act.

Mr. DINGELL. Mr. Speaker, I yield 2
minutes to the gentleman from Wash-
ington (Mr. MCDERMOTT).

(Mr. MCDERMOTT asked and was
given permission to revise and extend
his remarks.)

Mr. MCDERMOTT. Mr. Speaker, as
the public listens to this debate, I am
sure they will wind up confused, so I
want to give 10 reasons why my col-
leagues should vote against the Hastert
proposal and for the Ganske-Dingell
bill. I borrowed these from the gen-
tleman from Iowa (Mr. GANSKE) who is
a Republican and a doctor. I am a Dem-
ocrat and a doctor, and we agree.

He says, the substitute provides, that
means the Democratic substitute, pa-
tients with access to clinical trials.
The Hastert bill does not.

The substitute allows doctors to
override drug formularies when medi-
cally necessary. The Hastert does not.

The substitute provides for ongoing
access to specialists for chronic condi-
tions. The Hastert bill does not.

The Ganske-Dingell substitute pre-
vents plans from giving doctors finan-
cial incentives to deny care. The
Hastert bill does not.

The substitute has hospital-stay pro-
tection for mastectomy patients. The
Hastert bill does not.

The substitute provides choice of
doctors within the plan. The Hastert
bill does not.

The substitute has a provision guar-
anteeing continuity of care when pro-

viders leave the network. The Hastert
bill does not.

The Ganske-Dingell plan requires
plans to collect quality data and main-
tain a quality improvement program.
The Hastert bill does not.

In addition, the Hastert bill allows
the plan to decide what is medically
necessary. If one has chest pain and
one feels like one should go to an emer-
gency room, one cannot decide whether
that is medically necessary, one’s plan
will tell you if it was medically nec-
essary. Maybe after you get to the hos-
pital, they will say, well, it is just indi-
gestion, so it is not medically nec-
essary to go to an emergency room.

There are more reasons than I can
get in in 10 minutes. This cynical proc-
ess requires a ‘‘no’’ vote on Hastert and
a ‘‘yes’’ vote on Ganske-Dingell.

Mr. HASTERT. Mr. Speaker, I yield
myself 30 seconds.

I appreciate the gentleman from
Washington, who is a doctor and cer-
tainly sees things from a different per-
spective, but I have to tell my col-
leagues he named 10 mandates that our
bill does not have, 10 mandates. And he
also talked about the Federal Govern-
ment, the HCFA agency starting to lay
out what one’s health plan should do
and what it should not do.

The gentleman from Washington has
certainly been an advocate of big
health care, government takeover of
health care, and that is exactly what
this plan is not, and I want the people
in this country to know that. We think
the decision on what one owes health
care should be between the patient and
the doctor, and that is exactly what
this bill does.

Mr. Speaker, I yield 3 minutes and 15
seconds to the gentlewoman from
Texas (Ms. GRANGER) for the purpose of
a colloquy.

Ms. GRANGER. Mr. Speaker, I rise
today in support of H.R. 4250, and I
thank the gentleman from Illinois (Mr.
HASTERT) and all of the members of the
working group for their ability to lis-
ten and their desire to lead.

It has often been said that there is a
time in the life of every problem when
it is large enough to see and yet small
enough to solve. The issue of health
care reform is one we can see and solve,
and our bill does that.

The Republican goal is to provide
quality health care and peace of mind
for every American. The Republican
plan gives peace of mind when the
nearest emergency room can mean the
fastest care in the case of a heart at-
tack. Our plan gives peace of mind for
mothers because there is no barrier for
care by a pediatrician. Our plan gives
peace of mind for women because they
can go directly to an OB-GYN for their
health care. And our plan gives peace
of mind for small businesses because
they will have choices for their health
plans through health marts and asso-
ciation health plans.
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Overall, our bill gives HMOs account-

ability to their patients, not their prof-

its. Our bill says that doctors, not bu-
reaucrats, will be authorized to make
medical decisions.

Our bill is the only bill that would
provide affordable health care to mil-
lions of uninsured Americans. Even
Senator DASCHLE agrees with us on
that.

In short, our bill, the Patient Protec-
tion Act, will ensure that all Ameri-
cans have access they deserve to the
health care they need at a price they
can afford.

Mr. Speaker, at this time I would
like to engage the gentleman from Illi-
nois (Chairman FAWELL) in a colloquy.
Among the most important protections
that this legislation affords to patients
is the right to internal and external re-
view of decisions made by HMOs. Those
reviews will be made by qualified inde-
pendent doctors.

My home State of Texas has a law
that allows HMOs to be liable in court.
There is some uncertainty as to wheth-
er or not and the extent to which this
Texas law is preempted by the ERISA
law. In fact, this is a question that is
before the courts.

Mr. Speaker, I would like to engage
in a colloquy with the gentleman from
Illinois regarding the possible effects of
this new legislation’s internal and ex-
ternal review procedures on whether
the ERISA law preempts the State
statute.

As one of the authors of this legisla-
tion, the principal author of the inter-
nal and external review procedures,
and one of the leading experts on
ERISA, are these new procedures in-
tended in any way to indicate congres-
sional intent about whether the Texas
State law is preempted by ERISA?

Mr. FAWELL. Mr. Speaker, if the
gentlewoman from Texas (Ms. GRANG-
ER) would yield, no, they are not. The
more explicit internal and external re-
view provisions under this new legisla-
tion do not and are not intended to ex-
pand or contract existing ERISA law.

Therefore, these new procedures do
not and are not intended to affect
whether or the extent to which ERISA
does or does not preempt any particu-
lar State statute. These new proce-
dures do not indicate congressional in-
tent either way about whether Texas
law is preempted by ERISA.

Ms. GRANGER. Mr. Chairman, re-
claiming my time, are the legislation’s
more explicit internal and external re-
view procedures intended to in any way
affect the outcome of any matters
pending in court examining the extent
or scope of ERISA preemption of State
laws?

Mr. FAWELL. Again, no, they are
not. The legislation’s more explicit in-
ternal and external review procedures
under ERISA are not intended to ex-
pand or contract existing provisions of
law. Therefore, it is not intended to
have any impact on pending litigation
examining the possible scope of ERISA
preemption. Accordingly, this new leg-
islation is not intended to and should
not affect the outcome of the Texas
legislation either way.
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Ms. GRANGER. Mr. Speaker, I thank

the gentleman from Illinois for this
clarification.

Mr. DINGELL. Mr. Speaker, I yield 2
minutes to the distinguished gentle-
woman from the Virgin Islands (Ms.
CHRISTIAN-GREEN), a physician of fam-
ily medicine who has good advice for
my colleagues.

(Ms. CHRISTIAN-GREEN asked and
was given permission to revise and ex-
tend her remarks.)

Ms. CHRISTIAN-GREEN. Mr. Speak-
er, I rise to speak against H.R. 4250 and
for the Patients’ Bill of Rights. As has
been pointed out over and over again
by physicians and patients alike, what
H.R. 4250, if passed, does is codify or
write into law the very practices which
time and time again have denied need-
ed and appropriate medical care to us
and our families.

On the issue of access to emergency
care, the Ganske-Dingell bill assures
that if patients reasonably think that
they have an emergency illness, they
can go to an emergency room and re-
ceive care that their plan will pay for.
In the Republican bill, severe pain
could not be used as a reason to access
emergency care. That means if some-
one thinks they are having a heart at-
tack, where often the only symptom is
pain, they have to go to a phone and
answer a laundry list of questions from
some paper pusher maybe millions of
miles away, before they can go to the
hospital. And if it is not a typical pain,
as often happens, that care would be
denied.

If we pass H.R. 4250, severe pain, the
most common symptom of a severe or
serious medical condition, would not be
a standard that a reasonable person
could apply in going to an emergency
room. Emergency care is just one more
instance of where H.R. 4250 does not
measure up to the demands of the
American people.

The Ganske-Dingell bill is true man-
aged care reform. It puts decisions
back in the hands of the patient and
their doctors and allows access to need-
ed medical care. I urge its passage.
Vote against H.R. 4250.

Mr. HASTERT. Mr. Speaker, what is
the remaining time for both?

The SPEAKER pro tempore (Mr.
KOLBE). The gentleman from Illinois
(Mr. HASTERT) has 111⁄2 minutes re-
maining, and the gentleman from
Michigan (Mr. DINGELL) has 121⁄2 min-
utes remaining.

Mr. HASTERT. Mr. Speaker, I re-
serve the balance of my time.

Mr. DINGELL. Mr. Speaker, I yield 2
minutes to the distinguished gen-
tleman from Ohio (Mr. BROWN).

Mr. BROWN of Ohio. Mr. Speaker, I
thank the gentleman from Michigan
(Mr. DINGELL) for yielding me this time
and for his outstanding leadership on
this issue.

Mr. Speaker, a mother of a 6-month-
old child who was having trouble
breathing called her HMO at 3:30 a.m.
An HMO bureaucrat told the mother to
go to the plan’s network hospital 42

miles from her home. On the way to
the hospital, the baby suffered cardiac
arrest and later had both arms and legs
amputated.

For the past 2 years, Democrats in
Congress have been fighting to pass the
Patients’ Bill of Rights that could have
protected this mother and child.

Last week, I met with a number of
area residents in a restaurant in North
Ridgeville who told story after story
about coverage denied for emergency
care and bureaucratic refusals of doc-
tor-ordered tests to detect breast can-
cer.

But rather than protecting patients,
the Republican leadership in Washing-
ton has introduced a proposal that pro-
tects millionaire insurance company
executives.

A friend has diabetes or breast can-
cer. The Patients’ Bill of Rights would
guarantee access to a specialist. The
insurance company Republican bill
does not.

A grandfather experiences chest
pains that may be a warning sign of a
heart attack. The Patients’ Bill of
Rights would ensure he gets immediate
attention at the nearest emergency
room by requiring his HMO to cover
this care. The insurance company Re-
publican bill does not.

A child has been denied access to a
pediatric specialist for asthma. The
Patients’ Bill of Rights would allow a
parent to have access to an independ-
ent patient’s appeal process. The insur-
ance company Republican bill does not.

Under present law, the only people in
America who enjoy complete immunity
from lawsuits are HMOs and foreign
diplomats. The Patients’ Bill of Rights
holds HMOs accountable in State court
if they make a medical decision that
harms the patient. The insurance com-
pany Republican bill does not.

Our bill provides real patient protec-
tions at a mere $2 per patient per
month, according to the Republican-
appointed Congressional Budget Office.
Our bill is supported by the Cancer So-
ciety and the National Breast Cancer
Coalition.

Mr. Chairman, I urge my colleagues
to defeat the Republican insurance
company bill. Pass the Patients’ Bill of
Rights.

Mr. HASTERT. Mr. Speaker, I yield
45 seconds to the gentleman from Cali-
fornia (Mr. MCKEON)

Mr. MCKEON. Mr. Speaker, I rise in
support of this historic legislation that
addresses the problem of the rising
number of Americans who cannot af-
ford health insurance. For the first
time, we will be able to extend health
care options to the 42 million people in
our country who remain uninsured,
while the Democratic substitute ig-
nores the problem.

We know that most people without
health insurance have one thing in
common: They cannot afford health
care. They are either self-employed or
they work in small businesses that
cannot afford to pay for health bene-
fits. This bill solves this problem.

The Patient Protection Act creates
association health plans to combat
high costs of health care in our coun-
try. This new and unique solution al-
lows small businesses and those that
are self-employed to join together
under the umbrella of trade and profes-
sional organizations to buy health in-
surance for themselves and their em-
ployees. Consequently, small busi-
nesses will have access to the same
kind of health care options that big
corporations currently enjoy.

Mr. Speaker, I urge my colleagues to
support this bill.

Mr. DINGELL. Mr. Speaker, I yield 2
minutes to the distinguished gen-
tleman from New Jersey (Mr.
PALLONE), the chairman of our task
force on this matter.

Mr. PALLONE. Mr. Speaker, I just
wanted to mention, the Republicans
keep talking about the number of unin-
sured in this country. I would point out
that 4 years ago, when President Clin-
ton tried to put forward a health care
plan that would insure all Americans,
they fought it vigorously. The fact
that we have more Americans now
without health insurance is their fault,
because they would not allow the Clin-
ton plan to come forward. So now the
numbers of uninsured continue to
grow.

Mr. Speaker, I just want to explain
why the Democrats’ bill is a vastly su-
perior bill in terms of ensuring and ex-
panding patients’ access to physicians.

For example, the Patients’ Bill of
Rights ensures access to specialists.
The Republican bill does not. Under
the Democratic bill, if a patient has
cancer, they could go directly to an
oncologist. If their child has a specific
problem, they could bring their child
to whatever type of specialist their
child might need. But under the Repub-
lican plan that child would still have
to go to their primary physician for a
referral, and there is no guarantee that
they would get to see a specialist if
they need one.

The differences between the two bills
are more pronounced when it comes to
seeing specialists outside of one’s HMO.
The Patients’ Bill of Rights ensures
that patients will be able to go outside
their network, at no cost to them, if
they need to see a specialist that their
HMO does not have. Under the Repub-
lican bill, they are out of luck.

Another difference between the ac-
cess each bill would provide is standing
referrals. If a patient is fortunate
enough to have an HMO that has the
type of specialist they need when they
get sick, under the Republican plan
they still have to jump through hoops.
The Republican plan does not allow pa-
tients who need care over a long period
of time by a specialist to have standing
referrals.

The Patients’ Bill of Rights does not
require patients to go back time and
again to renew referrals. If a patient
needs to see a specialist over a long pe-
riod of time, they are guaranteed the
right to see that doctor.
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The Patients’ Bill of Rights would

also allow patients to designate that
specialist as their primary care physi-
cian. Women could choose their OB/
GYN as their primary physician. The
Republican bill does not allow patients
to designate their specialist as their
primary care physician, nor their OB/
GYN.

Another major difference is with the
continuity of care issue. The Repub-
lican bill does not allow patients to
continue to have the same doctor.

Mr. HASTERT. Mr. Speaker, I yield 2
minutes to the gentleman from Florida
(Mr. BILIRAKIS), the chairman of the
Subcommittee on Health and Environ-
ment of the Committee on Commerce.

Mr. BILIRAKIS. Mr. Speaker, I rise
in favor of H.R. 4250. I am proud of this
bill. Whereas the Democratic bill fo-
cuses on patient protections, our bill
focuses on basically the same patient
protections and additionally places
great emphasis on expanding health
coverage and access for the insured and
the uninsured, but both are accom-
plished without imposing burdensome
government mandates.

Guaranteeing access to quality
health care must always be a top prior-
ity. What good, in fact, are patient pro-
tections if access is not there? We do
this through the creation of Health
Marts and by broadening the role of
the community health centers, so that
for those who live in medically under-
served areas it will be simpler to re-
ceive critical services.

The proposal creates community
health organizations, which are basi-
cally managed care plans controlled by
community health centers. It encour-
ages more competition to lower prices
for health consumers. Community
health centers will have more money
because they will have more private-
paying patients using their facilities.
As a result, these health centers will be
able to provide care to even more unin-
sured people.

Of course, the bill before us includes
important new patient protections. For
months, people across the country have
told Congress that they want to choose
their own doctors. We listened to our
constituents, and I am proud to say
that through our bill, patients will now
be guaranteed their choice of medical
providers, contrary to what some oth-
ers on the other side have said, and be
better able to understand their health
care policies.

Mr. Speaker, is it a surprise in fact
to anyone that the other party is at-
tacking a Republican bill? I think not.
But we have been able, I think, to ac-
complish and to do what they did not
even attempt during their many years
of control of the United States House
of Representatives.

Mr. Speaker, I say to my colleagues:
Help us pass a bill which will help peo-
ple now.

Mr. DINGELL. Mr. Speaker, I yield 2
minutes to the distinguished gen-
tleman from Texas (Mr. TURNER).

Mr. TURNER. Mr. Speaker, Demo-
crats initiated the effort in this Con-

gress to protect patients and their doc-
tors from interference by insurance
company bureaucrats. The Dingell-
Ganske bill provides these protections
and eliminates the complete exemption
from accountability that many HMOs
enjoy today under the Federal ERISA
law.

The Republican bill, on the other
hand, in an effort to preserve the insur-
ance companies’ shield of protection
from accountability for their mistakes,
creates a Federal bureaucracy in the
Department of Labor and a complex ap-
peals process diagramed here on this
chart to my right. Look at this. An
endless maze of bureaucratic night-
mare created by the Republican bill.

In September of 1991, Phyllis Cannon
was diagnosed with leukemia. On Au-
gust 10 of 1992, her doctor sought ap-
proval from her HMO for a bone mar-
row treatment. Forty-three days later,
her doctor pleaded for authorization
and it was repeatedly denied.
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By the time the HMO finally agreed,

it was too late for the treatment and
Phyllis Cannon died.

Could she have gone through this
maze under the Republican bill and
done any better? I think not. And if she
had made it through the maze under
the Republican bill, after her death she
would have been entitled to only $500 a
day; under the Republican bill, a total
recovery for her family of only $20,000.

Is this what we call protecting pa-
tients? I think not. Vote against the
Republican bill, vote for the Ganske-
Dingell bill and prevent this kind of
endless bureaucratic interference with
medical decisions from happening to
the patients of this country.

Mr. HASTERT. Mr. Speaker, I yield
45 seconds to the gentleman from Or-
egon (Mr. SMITH).

Mr. SMITH of Oregon. Mr. Speaker,
H.R. 4250 moves us in the right direc-
tion. One of the ways it does this is by
allowing community health centers to
establish community health organiza-
tions. These would be health plans
sponsored by health centers and the
doctors themselves to give people the
extra choice in their health care.

I used to serve on one of these boards
and I recently visited these facilities in
Michigan. Patients get first-class
treatment and these centers do a great
job, and this bill will increase the
chance that these small hospitals can
survive by allowing them to have the
community health organizations.
These provisions are going to help cre-
ate the competition needed to make
more regulation from Washington, D.C.
unnecessary.

Support this bill.
Mr. HASTERT. Mr. Speaker, what is

the remaining time?
The SPEAKER pro tempore (Mr.

KOLBE). The gentleman from Illinois
(Mr. HASTERT) has 8 minutes remaining
and the gentleman from Michigan (Mr.
DINGELL) has 61⁄2 minutes remaining.

Mr. HASTERT. Mr. Speaker, I yield 2
minutes to the gentlewoman from New
York (Mrs. KELLY).

Mrs. KELLY. Mr. Speaker, we have
included some special provisions in the
Patient Protection Act that recognize
the distinctive health care needs of pa-
tients, especially women and children.
Medically, women are not just small
men. Their bodies are different and
their needs are different. And children
are not little adults. They need specific
and sometimes immediate care.

This bill provides women with direct
access to their OB-GYN without
preauthorization or referral by a pri-
mary care physician. It also lets par-
ents get to a pediatrician directly.

As a former florist, I also know how
costly it is to provide coverage to em-
ployees, and I know how frightening it
is to an employee not to be sure that
their health care will be there when
they need it. And although the cost
continues to skyrocket, my colleagues
on the other side of the aisle continue
to turn their backs on small businesses
and the burden that these employers
face.

The Patient Protection Act is the
only proposal that addresses the grow-
ing health insurance crisis among the
small business community, and the
fact is the fastest growing segment of
small business owners are business-
women. These women-owned businesses
are the businesses that we use every
day: The woman who does our taxes,
who cuts our hair, who runs the local
day care center.

We have 8 million women-owned
businesses that employ 18.5 million
people, one out of every four U.S.
workers, yet only 48 percent of the
women-owned businesses with less than
25 employees can afford to offer health
care insurance. We confront that prob-
lem by providing affordable health in-
surance to small businesses so they can
provide peace of mind and security for
their workers and their families.

I encourage each and every one of my
colleagues to vote for this bill.

Mr. DINGELL. Mr. Speaker, I yield
such time as he may consume to the
distinguished gentleman from Florida
(Mr. DEUTSCH).

(Mr. DEUTSCH asked and was given
permission to revise and extend his re-
marks.)

Mr. DEUTSCH. Mr. Speaker, I rise
against the proposed bill by the major-
ity, which does not address any of the
major needs the people of America are
asking for in this proposal.

Mr. DINGELL. Mr. Speaker, I yield 2
minutes to the distinguished gen-
tleman from Pennsylvania (Mr. KLINK).

Mr. KLINK. Mr. Speaker, I thank the
gentleman for yielding me this time
and for his leadership on this issue.

Mr. Speaker, I am a pro-life Demo-
crat, and that means, quite often, that
the Democrats get mad at me because
I am pro life, and the pro-life people
get mad at me because I am a Demo-
crat. But I can handle that.

I say that because whether someone
gets to remain in a hospital when they
need to, whether they get the drugs
that their doctor wants, whether they
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can see that specialist that can save
their life, to me, is a life or death mat-
ter.

I have a lot of problems today stand-
ing on the floor of the House and sit-
ting on the floor of the House listening
to this debate after we went through
this partial-birth abortion debate yes-
terday. Because to me, this is life and
death. And if National Right to Life
does not score this vote today, some-
thing is wrong. If the Catholic Church
does not score this, something is
wrong.

We cannot be pro life at conception
and then abandon people once they are
born, when their life is on the line,
when they are fighting to get medical
care that they need to live, and that is
exactly what this debate is all about.

Let us compare the two bills. The
Democratic Patients’ Bill of Rights
leaves medical decisions in the hands
of doctors and parents. The Republican
bill leaves the decision still in the
hands of insurance companies.

The Dingell-Ganske bill of rights
gives everyone the right to see a spe-
cialist. The Republican bill does not.

The Patients’ Bill of Rights gives ev-
eryone the right to a real external ap-
peals process. The Republican insur-
ance company bill allows the insurance
companies to make individuals pay for
their appeal. So first an individual
pays their premium, then they are de-
nied coverage, then they pay the insur-
ance company for an appeal.

The Patients’ Bill of Rights that I
am supporting gives everyone the right
to hold their insurers accountable. If
they are denied something and some-
one dies, if they lose a limb, then the
decision-maker must be responsible for
that decision. The Republican bill, the
Insurance Company Protection Act,
does not hold the decision-makers in
the insurance companies accountable.

That is the difference between these
bills. It is ridiculous. The American
public wants us to change it. The Re-
publicans are here today refusing to do
that. I say we must vote today to pro-
tect life. We must vote for the Ganske-
Dingell bill. We must vote also pro
choice. Give patients and their doctors
the choice, not the insurance compa-
nies.

Support Ganske-Dingell.
Mr. HASTERT. Mr. Speaker, I yield 2

minutes to the gentleman from South
Carolina (Mr. GRAHAM).

Mr. GRAHAM. Mr. Speaker, I thank
the gentleman for yielding me this
time, and very quickly let me tell my
colleagues my experience and what I
bring to the debate, I believe.

Unlike most Republicans, I was a
trial lawyer. I made my living trying
to enforce the rights of people, and at
one time I had the largest medical mal-
practice verdict in the State of South
Carolina. And I can tell my colleagues,
my client would rather have had good
health care than the money.

I know what I am talking about. I
have sued doctors who are medically
negligent, and it takes years and it is

no fun. The goal that I have today is to
get people the treatment they need.

Let us talk about the lady who died
of cancer. My mother died of cancer.
Under this bill that I am supporting
here, this is what would happen. An in-
dividual does not have to wait 43 days
and get told no. The first thing that is
a difference today is when a doctor
calls up and says the patient needs can-
cer treatment, they are talking to a
doctor, not a nurse. In their bill it can
be a nurse. It does not have to be a doc-
tor. So it is doctor-to-doctor. We re-
quire that now. No more clerks. The
clerks are taken out of the mix and we
replace it with a medical doctor.

I have lived in the real world, and
sometimes doctors have an allegiance
to the company and not to what is good
for medicine. Under our bill, if it is an
emergency situation, we take that case
and send it to a panel of independent
doctors who have no idea who the com-
pany is that is involved, has no idea
the doctor who is treating the patient.
They are just looking at the facts.
Under our bill they have to give a deci-
sion in 6 days of whether or not the
treatment is medically necessary. That
lady will get the treatment.

If the patient is awarded at the inde-
pendent review process, if there is a
finding for the patient, our bill has a
$500 per-day penalty that kicks in. An
individual can go to court right after
that, get attorney fees, get the full
benefit plus $500 a day. And if the judge
finds out the decision was made in bad
faith to provide care, it is $1,000 a day,
up to $250,000. This happens up front.
And give me that any time, rather
than a 4-year lawsuit.

If the HMO doctor says no, an indi-
vidual can go get a lawyer, like myself,
and go to court within 24 hours and get
a temporary restraining order ordering
the treatment be paid, by a judge in
State or Federal court, and I can get
my attorney fees. The lady does not
die.

The penalties in this bill are to force
people to make the right decision, not
awards 4 years later. I will tell my col-
leagues about the $500 claim in the
next part of this debate and how our
bill is better.

Mr. DINGELL. Mr. Speaker, I yield 2
minutes to the gentlewoman from Cali-
fornia (Ms. ESHOO).

Ms. ESHOO. Mr. Speaker, I rise in
strong opposition to 4250, and let me
tell the American people why. Privacy,
privacy, privacy. Under the Republican
bill our medical records are not safe.
Any hospital, HMO or pharmacy that
keeps our medical records can disclose
them without our consent.

Imagine suffering from depression,
paying for prescriptions out of our own
pocket to keep our condition private.
Under the Republican plan, a pharmacy
could disclose the use of these prescrip-
tions to an employer. Imagine a health
care bureaucrat reviewing someone’s
family’s medical history without their
knowledge. Even more frightening is
the very real threat that our medical

history could then be used against us
to deny us employment or when we
apply for a mortgage.

Anyone obtaining our medical
records could distribute them to a di-
vorce lawyer, to a newspaper or a polit-
ical campaign. A business could inves-
tigate its employees to find out who
has potential health problems. They
could review our family’s medical
records to find out if any of our chil-
dren were sick and how seriously they
were, and the insurance company could
then raise our premiums.

Wake up, America. Under the Repub-
lican plan the patient does not have to
give their consent or be informed about
the transfer of their medical records.
This is an outrage of the highest order.
This plan does not protect patients, it
destroys the privacy that exists be-
tween doctors and patients. It should
be called the Puncture of Privacy Act,
and the American people should reject
it and the Members of the House of
Representatives should, too.

Vote for the Dingell-Ganske bill and
reject H.R. 4250 on the grounds of pri-
vacy; if nothing else, on the grounds of
privacy.

Mr. DINGELL. Mr. Speaker, I yield
11⁄2 minutes to the distinguished gen-
tleman from California (Mr. FAZIO).

Mr. FAZIO of California. Mr. Speak-
er, I rise in opposition to the last-
minute Republican sham before us
today. This is not the first time Repub-
licans have buckled to pressure from
their insurance industry contributors.
It is not the first time under Speaker
Gingrich Republicans have tried to pull
one over on the American people by
crafting something that sounds good in
a 30-second campaign ad but does noth-
ing fundamental to fix the problem.
This is perhaps, however, the most
cruel farce the Republicans have
brought to this body since they took
control.

For those on the other side of the
aisle, who have already written the
press releases and started patting
themselves on the back and scheduled
the air time for those 30-second spots,
I ask them to look inside their souls
and admit that what they have brought
forth today will not end families’ trag-
edies and needless human suffering.

If we pass this bill today, those man-
aged care plans that do not operate as
honorably as others will still go on
putting profits over patients. Only now
the blood will be on our hands. Under
this bill, a health plan could still
unhook a critically ill patient from the
intensive care monitors and transfer
the patient to an in-plan hospital. A
health insurance bureaucrat could still
withhold life-saving cancer treatment
until it is too late and face no respon-
sibility for that human life.
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In my home State of California,
State laws protecting patients who
need prenatal care, well-child care,
mammography screening, cervical can-
cer screening, diabetic supplies, and
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nine other benefits would be overridden
by this law, preempted.

This bill is a sham. Support the Din-
gell-Ganske bill, which doctors and pa-
tients support.

The SPEAKER pro tempore (Mr.
KOLBE). The gentleman from Michigan
(Mr. DINGELL) has 1 minute remaining.

Mr. DINGELL. Mr. Speaker, I yield 1
minute to the distinguished gentleman
from Massachusetts (Mr. OLVER).

Mr. OLVER. Mr. Speaker, I thank
the gentleman for yielding.

What this people’s House is doing
today is the most cynical action I have
seen them take in 7 years in Congress.

H.R. 4250, the so-called Patient Pro-
tection Act, is based on deception and
a big lie. The only thing protected is
the insurance industry. The best pro-
tection we could provide Americans
would be to return decisions about
their care to them and their doctors.

Instead, this bill drives the wedge be-
tween them and their doctor. The peo-
ple of Massachusetts will be hurt by
H.R. 4250 because it overrides patient
protections already provided by State
law. The mammography and cervical
cancer screening for women, blood lead
screening for children, bone marrow
transplants for victims of leukemia,
home health care for the aged, and a
good many more are endangered under
the Republican bill.

My constituents and the people of
Massachusetts would be better off with
no bill rather that 4250, the insurance
industry protection act. But Massachu-
setts has a large insurance industry,
and they will be happy with this Re-
publican bill.

Support the Ganske-Dingell bill.
The SPEAKER pro tempore. The gen-

tleman from Illinois (Mr. HASTERT) has
4 minutes remaining.

Mr. HASTERT. Mr. Speaker, I yield 4
minutes to the gentleman from Califor-
nia (Mr. THOMAS), the distinguished
chairman of the Subcommittee on
Health of the Committee on Ways and
Means.

(Mr. THOMAS asked and was given
permission to revise and extend his re-
marks.)

Mr. THOMAS. Mr. Speaker, some of
this debate has literally taken my
breath away. If anyone listening to
this debate wonders how in the world
Republicans could get away with treat-
ing Americans the way we do, listening
to the Democrats, I ask them to just
look at the calendar. This is the pre-
election warm-up.

Remember Medicare? Pre-election,
Republicans were going to destroy
Medicare. Well, the American people
did not listen to them. We were re-
turned as the majority. And as chair-
man of the Subcommittee on Health,
we prepared a Medicare reform package
that was passed in my subcommittee
11–0, no Democrats dissenting. Prior to
the election, it would destroy Medi-
care. After the election, post-politics,
everything is okay.

Today we are debating patient pro-
tections. Here we go again. It is pre-

election time. Have things changed out
there in America? Of course they have.
In 1988, health care inflation was 181⁄2
percent. Today it is less than 5 percent.
Why? To a very good extent, just 5
years ago, in 1993, about a majority of
Americans, about half, got their health
care from managed care. Today, if they
get it from their employer, it is about
85 percent.

So health care markets have
changed. Have there been distortions?
Yes, there have been distortions. Do
there need to be corrections? Of course
there need to be corrections. But when
we unite egos and politics, we get some
pretty ugly offspring.

There have been Members who have
taken the well and virtually every
word they spoke about the Republican
plan is absolutely, totally false. This
headline that says ‘‘the bill would
allow sale of patient data’’ in today’s
Washington Post is totally, absolutely
false.

If my colleagues will turn to the bill,
on page 260, the language is clear. If we
read on, it says, ‘‘Limitation on Sale or
Barter. Notwithstanding subsection (c)
which is a limit which guarantees that
State law is not overridden,’’ it says,
‘‘no health care provider or health plan
may as part of conducting health care
operations sell or barter protected
health information,’’ period.

What was said to be contained in the
Republican bill is absolutely, totally
false. What we heard from my col-
leagues was that they want ‘‘medical
necessity’’ defined in law. Who defines
‘‘medical necessity’’ in law? Bureau-
crats, Health Care Financing Adminis-
tration. We get specific items, medical
necessity. That is cookbook medicine.

Who do we have define ‘‘medical ne-
cessity,’’ for example, in an emergency
room? Quote, page 144: ‘‘A prudent
emergency medical professional.’’ It is
the medical professional there looking
at the patient and their problem that
determines what needs to be done, not
some book drawn up by bureaucrats
that lists what is and what is not medi-
cally necessary.

It has been said that it does not say
‘‘pain.’’ What this bill says is that ‘‘a
prudent lay person who possesses an
average knowledge of health and medi-
cine would determine such examina-
tions to be necessary.’’ Not itemized;
across the board.

I heard my colleague the gentle-
woman from North Carolina (Mrs.
CLAYTON) say she cannot find the gag
rule. I will tell her page 141, section
2706, says, ‘‘patient access to unre-
stricted medical advice.’’

So please understand, it is a pre-elec-
tion season. But let me tell my col-
leagues something else. The Congres-
sional Budget Office has laid out the
numbers on the plan. Their plan in-
creases premiums. Our plan reduces
premiums.

Under the Republican plan, CBO,
‘‘lower medical malpractice costs
would reduce Federal direct spending
for Medicare and Medicaid by $1.5 bil-
lion over 10 years.’’

We have heard them say ours is a
sham and it drives prices up. It is sim-
ply not true. CBO says their plan will
drive premiums up. CBO says our plan
will drop premiums. Correct the mar-
ketplace and Federal costs. Vote ‘‘yes’’
on 4250.

Mr. DREIER. Mr. Speaker, I rise in support
of H.R. 4520, the Patient Protection Act, be-
cause it upholds a patient’s most fundamental
right—the right to choose his/her own health
care. As much as I believe that health insur-
ance bureaucrats should not be able to decide
what is best for patients, the federal govern-
ment also should not be issuing onerous man-
dates and regulations that micromanage the
care that patients receive. Instead, we should
provide consumers with additional choices that
may not be available from their employer-pro-
vided health care plan.

Many employees are frustrated because
they are forced by their employer to join a
health plan that does not offer the level of
benefits or protections that they want. This oc-
curs because the federal tax code prevents
employees from making important decisions
about their health care. Under a quirk in the
federal tax code, employers receive a tax sub-
sidy for providing health care to their employ-
ees, and since employers pay for the health
care, there is an incentive to purchase a plan
based on costs, not on level of benefits. To
give employees the option to choose coverage
with a higher level of benefits, the solution
then is not to add another layer of mandates,
but to alter the system so that employees can
choose the health plan that is best for them.

To accomplish this goal, H.R. 4520 creates
a system similar to the Federal Employees
Health Benefits program known as
HealthMarts which are private non-profit orga-
nizations that offer a variety of health benefits
to small businesses and the self-insured. Em-
ployers pay a set fee to the HealthMart, and
it provides a variety of health insurance op-
tions, including health maintenance organiza-
tions, paid provider organizations, and fee-for-
service plans, to employees. With a
HealthMart, the employee, not the employer,
has the flexibility to choose the type of plan
based on the level of benefits, protections and
costs. HealthMarts eliminate the possibility
that employees feel dissatisfied with the health
coverage and empowers them to choose the
best provider that meets their needs.

Unlike the Democrat substitute, H.R. 4520
actually addresses the 41 million Americans
lacking access to affordable health insurance.
Regrettably, many of these Americans are in
families in which one member works in a job
that does not provide health care coverage.
Because they lack the purchasing power of
large businesses, many small businesses
often find the cost of providing coverage too
prohibitive. H.R. 4520 gives small businesses
and the self-insured the ability to bank to-
gether to obtain more affordable health care
coverage. These Association Health Plans
allow employers to join together through a
trade association or their local Chamber of
Commerce to broaden their risk pool and give
them the same purchasing power as large cor-
porations.

Mr. Speaker, H.R. 4520 provides an effec-
tive means to protect patients by offering them
more choices. The Patient Protection Act re-
stores accountability to health plans without
raising premiums on the most vulnerable. It
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will also reduce the number of uninsured
through innovative reforms and the creation of
health care ‘‘supermarkets’’ so that the aver-
age American can have more available
choices. I would like to commend my col-
leagues who served on the Working Group on
Health Care Quality for their tremendous ef-
forts in bringing forth this responsible legisla-
tion, and I urge support of this measure.

Mr. KOLBE. Mr. Speaker, I rise today in
support of H.R. 4250, the Patient Protection
Act. This bill lays an excellent foundation and
contains many important pro-patient provi-
sions. This bill adapts for the changing health
care market without the unintended con-
sequences of increased costs, increased bu-
reaucracies and an explosion of lawsuits. This
bill expands access to health care for millions
of Americans, makes health care more afford-
able for working families and small busi-
nesses, and holds health insurance compa-
nies accountable for their decisions about your
care.

First, the Patient Protection Act allows indi-
vidual’s access to the best type of health care
based on their and their families’ needs.
Women would have direct access, without
having to go through a gatekeeper, to an ob/
gyn as their primary care physician. It would
also allow families to utilize a pediatrician for
the health care of their children without the in-
terference of an insurance gatekeeper.

The Patient Protection Act also makes it
easier for individuals to learn more about what
their health care plan covers and discuss op-
tions with our doctors to determine the best
form of treatment. This bill requires health
plans to cover emergency room care for con-
ditions which a prudent layperson would view
as requiring emergency treatment.

Second, the Patient Protection Act will make
health more affordable for individuals. Most
people without health insurance can not afford
to pay for health benefits. They usually work
in small businesses or are self-employed, but
cannot afford to purchase health care insur-
ance. This bill will make it affordable for small
business owners to provide their employees
with health insurance coverage.

Through the creation HealthMarts, and
Community Health Centers Organizations, As-
sociation Health Plans, and Medical Savings
Accounts, small business will have the same
access to health insurance as large business,
therefore creating a more affordable health in-
surance market for workers. Workers that cur-
rently are caught between being too poor for
Medicaid, but not cannot afford health insur-
ance.

And third, the Patient Protection Act makes
health plans accountable for the health care
services that are provided. Through the cre-
ation of an expedited review process—both in-
ternally and externally—individuals will be able
to receive the care they need first, rather than
being thrown into a long, drawn-out legal proc-
ess controlled by trial lawyers, with no resolu-
tion until long after they’ve been harmed or
killed. This is the only bill that truly relies on
getting patients treated first in hospital rooms,
rather than in the courtroom.

Mr. Speaker, I am pleased to vote in sup-
port H.R. 4250, the Patient Protection Act, and
urge my colleagues to join us in protecting pa-
tients and guaranteeing choices without the
heavy-hand of big government and provide
patients, especially the 42 million un-insured,
with access to affordable health care, when

they need it, where they need it, and with
whom they need it.

Mr. MICA. Mr. Speaker, the question before
us is whether we want to pay more and get
less or correct some of the problems we have
experienced with managed care.

It is true that the law and regulations have
not kept up with changes in health care deliv-
ery.

It is also true that increasing costs are de-
priving millions of Americans affordable health
care.

Unfortunately the Democrat plan will do
three things we know will drive up costs. Their
solution is more regulation, more bureaucracy,
and more litigation.

In hearings I conducted on the President’s
fancy titled ‘‘Patients’ Bill of Rights’’ for Fed-
eral employees, every administration official
testified that his similar Executive Order would
impose more paperwork at high cost without
any benefit in coverage.

The Democrat plan proposes over 300 new
mandates, thousands of new federal bureau-
crats, and 59 new federal regulations.

The CBO estimates the Democrat plan will
increase costs 4 percent. Add to that cost of
living and they escalate health care premiums
7 percent per year.

The Democrat plan increases lawsuits which
also increase health care costs. So what do
you get? More costly regulation. More costly
bureaucracy. More costly litigation.

I submit that’s not what the patient, con-
sumer or doctor ordered.

Mr. HILL. Mr. Speaker, recent polls show a
growing desire on the part of Americans to ad-
dress some concerns facing our health care
system, including the number of uninsured
working adults and dependents, the increased
costs being passed to employees, and the
lack of choice in health plans.

While Americans enjoy the best quality
health care in the world, our system for deliv-
ering care often frustrates patients, providers
and employers. Moreover, people are con-
cerned that their health plan may not deliver
the care they need when they are sick.

Today, we are addressing what the people
want and deserve—a patients bill of rights.
They do not want a trial lawyers right to work.
H.R. 4250, the Patient Protection Act, which I
am a cosponsor, will move ahead what I call
the three A’s—Accessibility, Affordability and
Accountability.

The Patient Protection Act promotes acces-
sibility by requiring basic protections to ensure
high-quality health care coverage, promotes
affordability by creating more choices and ac-
cess to affordable health care coverage for all
Americans, particularly the over 100,000 Mon-
tanans that are uninsured, and ensures ac-
countability by holding insurance companies
accountable so patients are guaranteed to re-
ceive high-quality care.

We achieve this by expanding the eligibility
for medical savings accounts, allowing for the
creation of new ‘health marts’ and permitting
small employers to pool their risks with others,
which will make health care become more af-
fordable as well as more available.

The vast majority of the uninsured have one
thing in common, they are either self-em-
ployed, work, or have a family member who
works in a small business that cannot afford to
pay for health benefits.

Furthermore, for those small businesses
that are able to offer their employees cov-

erage, often they can only afford to offer one
coverage option. In Montana, I constantly hear
concerns with the affordability of health care.
The Congressional Budget Office estimates
that premiums would increase and the number
of uninsured Americans will actually increase
by 1.4 million if H.R. 3605 became law.

The question is who are we trying to help—
patients, employees. We should look at who is
opposed to H.R. 3605:

NFIB, Small Business Survival Committee,
US Chamber, National Association of Whole-
salers-Distributors, National Restaurant Asso-
ciation, the Coalition for Patient Choice, Citi-
zens for a Sound Economy, NAM, National
Retail Association among others.

Who supports the H.R. 3605—Trial Law-
yers.

We address the very real concern patients
in managed care plans have that their health
plan won’t provide the benefits they are enti-
tled to if they get sick. We should do this by
empowering patients, not trial lawyers. I want
patients to get the care they are entitled to
when they need it, not allow their heirs to sue
for some large settlement after they die. The
other proposal that I touched on earlier seen
to concentrate on courtrooms over hospital
rooms and would only increase health care
costs by taking money away from care and
putting it into the pockets of attorneys.

The Patient Protection Act will build upon
what’s good about our private health care sys-
tem—without big government or more bu-
reaucracy. It will make health insurance more
accessible, affordable and accountable, while
giving patients more choices.

Mr. HOBSON. Mr. Speaker, I rise today in
strong support of the House Republican
Health Care Proposal, the Patient Protection
Act. I believe this bill strikes a good balance
between protecting patient rights without the
heavy hand of big government. I am excited
about many of the large protections in this bill,
like giving patients a better and quicker appeal
process when the HMO denies their claim, lift-
ing any gag orders on physicians to ensure
that patients are better informed, and provid-
ing greater access to specialists for women
and children. I believe this bill addresses the
frustrating problems that upset so many peo-
ple about their HMOs.

As many of you know, Representative TOM
SAWYER and I wrote the Administrative Sim-
plification language in the Health Insurance
Portability and Accountability Act—Kasse-
baum-Kennedy. Administrative Simplification
will reduce paper work, speed the processing
and payment of medical transactions, and let
physicians spend less time on paper work so
they can do what they do best: treat patients.
In putting together this legislation some esti-
mated that Medicare could save $60–90 billion
per year if individual patients’ financial records
were kept from getting confused. Because of
the confusion over individual Medicare finan-
cial records, the U.S. Department of Health
and Human Services (HHS) which runs the
Medicare program, often pays claims for bene-
ficiaries that have outside supplemental insur-
ance. After paying the claim, Medicare’s only
recourse to get its money back is to sue the
insurance company, which it seldom does.
The most obvious solution to this problem is a
unique identifier for health care beneficiaries.

In these days of increased government
scrutiny and tight federal budgets there are
tremendous pressures on HHS to recover
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these funds. Quite frankly, with these pres-
sures on HHS I was afraid that they would
rush to get in place a one-size fits all solution
that might compromise patient privacy. To en-
sure that the system was not run by the bu-
reaucrats at HHS and to guarantee public
input, Congress instructed the National Com-
mittee on Vital and Health Statistics, an inde-
pendent research organization, to hold hear-
ings to gather information from private and
public sector organizations to develop rec-
ommendations on establishing a way to keep
individual patients’ financial records from get-
ting confused with one another.

After the hearings, the Committee will write
a report that will be published in the Federal
Register. Moreover, an amendment I intro-
duced to the Patient Protection Act will guar-
antee that Congress reviews and approves
any suggestions made by the Secretary of
HHS on individual health care identifiers be-
fore they are implemented. This provides a
built-in guarantee that Congress and the pub-
lic will have a chance to comment on, partici-
pate in the development of, and ultimately ap-
prove any unique health care identifier before
it goes into effect. Once again, this process in-
sures public input and oversight to prevent an-
other ‘‘Big-Brother’’ bureaucratic solution.

However, Administrative Simplification is not
complete without the Confidentiality Standards
proposed in the Patient Protection Act. Section
264 of Kassebaum-Kennedy states that if
Congress does not pass legislation concerning
the confidentiality of patient records within 3
years after the act goes into effect, then the
Secretary of HHS will adopt her own final reg-
ulations. As a result, Congress is on a very
tight time frame to propose and pass confiden-
tiality legislation.

The Medical Record Confidentiality provi-
sions in the Patient Protection Act provide the
necessary safeguards required in Kassebaum-
Kennedy. It allows patients access to their
medical records in order to view, copy, and
amend by addition; requires providers, plans
and employers to develop safeguards to pro-
tect confidentiality of medical information; re-
quires providers, plans and employers to dis-
close their confidentiality policies to patients,
enrollees and employers; encourages health
researchers to use non-identifiable information
by preempting state laws in this defined area;
allows providers and plans to use information
within their network for certain defined pur-
poses, including outcomes evaluation, health
promotion, and utilization review.

The Medical Record Confidentiality provi-
sions in the Patient Protection Act guarantee
accurate records and prevent unlawful use of
one’s medical records.

Mr. FAZIO of California. Mr. Speaker, I rise
in opposition to this last minute Republican
sham before us today. Mr. Speaker, this is not
the first time the Republicans have buckled to
pressure from their insurance industry contrib-
utors.

It is not the first time under Speaker GING-
RICH, Republicans have tried to pull one over
on the American people by crafting something
that sounds good in a 30-second campaign
ad, but does nothing—fundamental—to fix the
problem.

But this is perhaps the most cruel farce the
Republicans have brought to this body since
they took control.

For those on the other side of the aisle who
have already written the press releases patting

yourselves on the back—and scheduled the
air time for those 30-second spots—I say look
inside your souls and admit that what you
have brought forth today will not end families’
tragedies and needless human suffering.

My colleagues, if you pass this bill today,
those managed care plans that do not operate
as honorably as others will still go on putting
profits over patients. Only now, the blood will
be on your hands.

Under this bill, a health plan could still
unhook a critically ill patient from the intensive
care monitors and transfer the patient to an
‘‘in-plan’’ hospital.

A health insurance bureaucrat could still
withhold life-saving cancer treatment until it is
too late—and face no responsibility for that
human life.

In my home state of California, state laws
protecting patients who need prenatal care,
well child care, mammography screening, cer-
vical cancer screening, and diabetic supplies
and 9 other benefits—overriden—prempted by
Fed law would be moot.

Put this bill to the test before you vote:
Does it provide adequate access to medical
specialists? No; Emergency services for se-
vere chest pain? No; Proper care for women
who have mastectomies? No; Patient recourse
when needed care is denied? No.

Right down the line, the Republican bill is a
failure and a cruel hoax.

If you pass this bill today, you will go on
hearing the stories from your constituents who
were denied care they paid for in their health
plans.

If you fail to join Dr. GANSKE and Congress-
man DINGELL—you will guarantee that life or
death decisions are made by health insurance
bureaucrats, not doctors. Instead, you will be
complicit in people’s pain.

You are playing with people’s lives here
today. Don’t choose a placebo over a real
cure.

Vote NO on this last minute farce we have
before us today. Support Dingell-Ganske
which is supported by doctors and patients.

Mr. OXLEY. Mr. Speaker, I rise today in
strong support of the Patient Protection Act.
Since Republicans took control of Congress in
1995 we have worked diligently to pass health
care reform legislation that gives Americans
greater choices, makes health care more af-
fordable, and improves the quality of the
health care they receive. I believe this legisla-
tion adds to the long list of legislative accom-
plishments that Republicans have achieved in
this arena.

Allow me to expand on some of these ac-
complishments. First, through passage of
comprehensive Food and Drug Administration
reform, the Republican Congress helped expe-
dite the development and delivery of new
healthcare technology. As a result of these re-
forms, which streamlined the FDA bureauc-
racy and cut government red tape, we will
help save the lives of millions of Americans
over the coming years.

Second, while many initially criticized our ef-
forts at passing much needed Medicare re-
form, we succeeded in passing a bipartisan
reform package designed to save this critical
program until 2007 while establishing a biparti-
san panel to consider options that will ensure
Medicare’s long-term financial health. This re-
sponsible package of reforms also included
provisions to give Medicare beneficiaries
greater choice, crack down on fraud and

abuse, and grant beneficiaries new preventa-
tive health benefits. For the 34 million seniors
that rely on Medicare for their health care
needs I was pleased to support this valuable
legislation.

Finally, any discussion of major health care
accomplishments would not be complete with-
out highlighting the 1996 Health Care Port-
ability and Accountability Act. This legislation
was a common-sense, market based solution
to one of America’s most difficult health care
problems—namely the portability of health in-
surance. By guaranteeing that people can go
from one employer to another without facing
pre-existing condition restrictions or being de-
nied coverage by a new employer’s insurance
plan this legislation ended the problem of job-
lock by allowing workers to switch jobs without
the fear of losing their insurance coverage.

Today, in our continuing efforts to strength-
en the health care American’s receive, we will
consider legislation that address many of the
concerns patients all over our country have
with the health care marketplace. This legisla-
tion focuses on making health care more af-
fordable for working families and small busi-
nesses, while holding insurance companies
accountable for their decisions, and expanding
access to health care for millions of Ameri-
cans. I commend Congressman HASTERT for
his fine work with the House Republican
Working Group on Health Care Quality in
bringing this legislation to the House floor. I
am pleased with the outcome of the working
group that I feel builds on and strengthens our
previous accomplishments.

While many have advocated reforms that
would significantly increase both costs and ex-
pand government bureaucracies, I support the
Republican Task Force legislation because it
protects patients and expands access to
health care without damaging the free market
health care system we enjoy today. Mr.
Speaker I urge my fellow colleagues to sup-
port this much needed legislation that ensures
that the health insurance Americans receive is
accessible, affordable, and accountable with-
out crippling the free market’s ability to hold
down health care prices.

Mr. GILMAN. Mr. Speaker, I rise today in
support of H.R. 4250, the Patient Protection
Act. As managed care has continued to grow
as the major system of health care delivery in
this country, we are increasingly aware of inci-
dents where patients have suffered serious in-
jury or even death because an HMO or other
managed care plans denied a treatment that
was necessary to protect the patient. An em-
phasis on cost control over the quality of care
has prevented health care professionals from
acting in the best interest of the patient. While
looking for ways to control the cost of health
care, we must also ensure that people have
access to quality health care services when
the need it.

The legislation before us today attempts to
make significant changes in the managed care
industry. H.R. 4250 guarantees access to
emergency room care by applying a ‘‘prudent
layperson’’ standard of what constitutes an
emergency, additionally, this bill will allow
women direct access to their ob/gyn and chil-
dren to their pediatrician. This access will pre-
vent patients from having to be referred to
these type of specialists by their primary pro-
vider.

This bill would also provide for an independ-
ent appeal process. If a patient is unhappy
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with the initial decision, he or she can ask for
an independent internal review within 30 days
of the decision. If that decision is unsatisfac-
tory, they can appeal for an independent ex-
ternal review by an independent contracted
physician. If after these two appeals, they are
still unhappy, the patient can take the HMO to
court and sue for damages up to $250,000.

The Patient Protection Act would require all
insurance providers to provide detailed infor-
mation to their customers including patients’
responsibilities, the number of appeals made
and granted as well as other plan information.
This provision is intended to arm the con-
sumer with all of the necessary information up
front so that future appeals and litigation be-
come unnecessary.

Although this bill provides a great number of
HMO reform provisions, there are still a few
items which need to be addressed and
amended during the House-Senate con-
ference. I urge the conferees to consider
changes to this legislation which will provide
greater patient protection and strengthen HMO
liability.

Accordingly, I am pleased to support H.R.
4250, the Patient Protection Act.

Mr. UPTON. Mr. Speaker, I rise to express
my strong support for the Patient Protection
Act. Before I review the reasons that I support
this legislation and will work hard for its enact-
ment, I want to take this opportunity to single
out two of my colleagues without whom this
bill which will do so much to ensure quality of
care would not be before us today. First, I
want to thank CHARLIE NORWOOD, who saw
early-on the need for strong patient protec-
tions. He introduced the Patient Access to Re-
sponsible Care Act and used this legislation
as a vehicle to educate all of us to the need
for reforms. Second, I want to express my
deep regard for the leadership, patience, and
effort that DENNY HASTERT has shown in the
development of the Patient Protection Act, the
legislation we are considering today. He had a
Herculean task, and he did it with skill and
grace.

I am proud to be counted as a cosponsor of
the Patient Protection Act. This legislation will
ensure that our nation’s health care system is
patient-centered, no profit-centered and that
no one, no insurance clerk or green eyeshade
worrying about a fat profit, stands between the
patient and the physician when potentially life
and death health care decisions are being
made.

There are some who continue to argue that
patient protection legislation is not needed—
that the market will work over time to ensure
patients have access to care when they need
it and receive high quality care. That has not
been my experience at all. Rarely a day goes
by that I don’t hear or read in my constituent
mail of serious problems that individuals or
their families are having with their managed
care plans. Just yesterday, for example, I re-
ceived a report of a Michigan woman who was
experiencing severe pain from an ovarian cyst.
She went to the nearest hospital, but her man-
aged care plan would not cover her care at
that facility. Instead, a plan clerk directed her
to another, more distant facility. Unfortunately,
that facility was affected by a massive power
outage in the Detroit area and could not see
her promptly. She requested permission to re-
turn to the first hospital, but was denied. By
the time she was finally treated, she had a
massive internal infection from the ruptured

cyst. Her doctor said she was lucky to be
alive.

We need to stop this rising drum-beat of
stories of patients being denied appropriate
care by their health plans, and the Patient
Protection Act will do this. Had the Patient
Protection Act been in place, for example, this
woman could have sought and received care
at the nearest emergency room rather than
having to seek prior authorization and go to
another, more distant facility.

Perhaps the single most important patient
protection in this legislation is the right it will
give patients to a timely review of plan deter-
minations with which they disagree. Patients
may seek an internal and then an independent
external review, both of which must be con-
ducted by physicians who are trained in the
provision of the treatment under review. The
patient may then go to court to enforce the rul-
ing of the external review organization that a
service should be provided or covered. If the
court upholds the finding of the independent
expert external reviewer, which is highly likely,
the plan is subject to fines of $500 per day up
to a total of $250,000.

I think the internal/external review appeal
process in this legislation is actually more like-
ly to hold plans’ feet to the fire for their deci-
sions and ensure appropriate access to care
than would be the case if patients could sim-
ply go to court and sue their plans or employ-
ers. While the penalties leveled in state torts
might be greater in some cases, such cases
can drag on for years and the outcome is
never certain for individuals. And the uncer-
tain, uncapped liability exposure to which em-
ployers could be subject under the state court
suit option could lead to employers terminating
plans and add significantly to the number of
individuals and families with no health care
coverage.

In closing, I strongly urge my colleagues to
join me in voting today for the Patient Protec-
tion Act. It ensures that our Nation’s health
care system is patient-centered, not profit-cen-
tered. It ensures that medical decisions are
made by patients and their physicians with the
well-being of the patient being the first consid-
eration.

Mr. GEJDENSON. Mr. Speaker, for the past
few months, my democratic colleagues and I
have demanded that Republicans bring HMO
reform to the floor. And now, what do we get.
Barely 2 hours to debate a bill that was intro-
duced just last week and has had no hearings,
no mark-up, no public discussion of any kind.

The Republican bill will do little to fix the
problems with the HMO system. The Repub-
lican bill does not allow direct access to spe-
cialty care. If you have heart disease, you
must still go through a primary care doctor be-
fore seeing a cardiologist. If you have cancer,
you must go through your primary care physi-
cian before you can see an oncologist. The
Patient’s Bill of Rights, which I support, guar-
antees patients access to specialists without
going through a gatekeeper.

The Republican bill will not require HMOs to
pay for emergency room visits if a patient has
severe pain, but does not have a serious med-
ical problem. Parents who take a child to the
emergency room when they complain about
pains will not know if their insurance company
will cover the visit. This bill expects parents to
be doctors and penalizes them for taking pru-
dent steps. The Republican bill will not prohibit
gag orders on doctors in group practice. It will

not prevent plans from arbitrarily limiting medi-
cally-necessary services. It will not allow pa-
tients to sue HMOs for decisions that ad-
versely affect them.

The Patient’s Bill of Rights will fully address
all of these problems. Access to medically
needed care, including access to emergency
rooms and specialists, is a fundamental ele-
ment of the Patient’s Bill of Rights. This bill
will ban all gag rules on physicians. This bill
will end the current practice of HMO’s offering
financial incentives to withhold necessary
care. This bill will guarantee timely internal ap-
peals, as well as an independent external ap-
peals when plans deny care. Finally, the Pa-
tient’s Bill of Rights holds plans legally ac-
countable for decisions that lead to serious in-
jury or death. People need real ways to hold
HMOs responsible. In too many instances,
courts are the only advocate that patients
have in their battles with multi-billion dollar
companies.

It is time for true HMO reform. We all know
people who have been injured by HMOs. Just
this week, a woman from my district got in
touch with me and relayed what is probably an
all too common occurance:

This Monday, she had a hysterectomy. On
Tuesday, 24 hours later, her HMO wanted her
out of the hospital even though she was fever-
ish and had medical staples holding her abdo-
men together. Her doctor demanded that her
HMO allow her to stay in the hospital at least
one more day. Her HMO relented because of
her fever but after the fever broke on Wednes-
day, she was forced out. She was sent home,
still weak and groggy and not even close to
recovery. How is she supposed to get well?
This is not what she paid for when she paid
her premium.

Republicans claim that their bill will stop this
type of abuse, but it won’t. Their bill has no
guarantee that doctors, not HMOs will deter-
mine what amount of time is needed to re-
cover from major surgery. The Patient’s Bill of
Rights will make sure that doctors and pa-
tients, not HMO plan administrators, decide
when it’s time to go home.

Under the Republican bill, what can patients
and their families do when they are denied
care? Other than jump through some hoops—
not much! First, patients will have to prove
during the internal appeal that their care is
medically necessary. In the Republican bill,
the definition of medically necessary is deter-
mined by the health plan—not by decades of
medical experience, not by doctors there in
the examination room with the patient. Then,
if the internal appeals process doesn’t work,
the Republican bill will force patients to pay to
have an independent review of their claim.

This is outrageous for two reasons. First,
charging a fee is designed to discourage peo-
ple from using this recourse. Second, HMOs
will only be held accountable for failing to fol-
low the provisions of their plan. As a result, as
long as the HMO follows its own rules, pa-
tients receiving nothing from the external ap-
peals provision even if their health is com-
promised.

In the Patient’s Bill of Rights, the definition
of medically necessary is uniform for all—a
definition drafted by doctors, not HMOs. The
Patient’s Bill of Rights not only has internal
and external appeals—both free of charge—
but also sets up an Ombudsman program to
assist consumers in understanding their health
insurance options and filing appeals and griev-
ances with their HMOs.
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The Republicans also seem to think that it’s

a good thing that their bill will deny patients
access to the court system when their care is
denied. Somehow, Republicans believe that
the health insurance industry, which makes
$952 billion a year, needs protection from law-
suits. When one of your family members dies
because an HMO denies access to care, the
Republican bill gives you nowhere to turn. No
other industry enjoys such a powerful, con-
gressionally-mandated shield from liability for
their actions. It’s time to remove that protec-
tion for health plans and focus on granting
more protections for patients.

If the bill in and of itself isn’t bad enough,
the proponents of this sham have added to-
tally unrelated provisions which further threat-
en the quality of health care for all Americans.
Once again, Republicans are threatening
Medicare by expanding so-called Medical Sav-
ings Accounts. Remember these? They will
allow healthy senior citizens to pull out of
Medicare leaving it with only the poorest, sick-
est older Americans. This is bad medical pol-
icy and even worse fiscal policy. Other provi-
sions preempt state laws and jeopardize pa-
tient privacy.

We must create a better system for every-
one who gives or receives health care in this
country. The Republican plan will do nothing
to help our Nation’s patients. For real reform,
we must pass the Patient’s Bill of Rights.

Mr. NUSSLE. Mr. Speaker, I rise today in
support of the Patient Protection Act. I support
this bill because it establishes Association
Health Plans and Health Marts as new ways
to provide health insurance to workers, many
of whom work for small businesses which can-
not currently afford to provide health insurance
to their employees. Individuals who work for
small businesses are the people most likely to
be without health insurance. I also applaud the
increased care options this bill provides for in-
dividuals dissatisfied with the choice of doctors
provided by their health plan.

The national debate on health care has
been focused almost exclusively on the care
provided by HMOs. Providing appeals proc-
esses and other recourses for patients in
HMOs are important and appropriate steps for
Congress to take in order to ensure quality
care. However, in all the talk over giving re-
course and options to individuals with HMO
coverage, both bills have overlooked the fact
that the Patient Protection Act and the Ken-
nedy-Dingell bill primarily address the fears
and complaints of Americans who are fortu-
nate enough to have real access to health
care and a menu of health care options.

For many Iowans, access to health care
doesn’t mean the ability to see a specialist on
demand. There are few specialists in Grundy
Center, Iowa. People in Iowa’s Second District
have to load a family member into the car and
drive miles and miles to the nearest doctor,
clinic or emergency room. A patient bill of
rights means little or nothing to people whose
only choice of a hospital or clinic is 40 or 50
miles away. And miles mean minutes, which
are crucial in the event of an emergency. Im-
proving access to health care in Iowa means
recruiting more doctors so that people will
have shorter drives, and maybe a choice of
where to go.

I am disappointed that neither proposal the
House is considering today contains any initia-
tives to address the shortage of doctors in
rural America. Twenty-five percent of the

American population lives in rural areas. By
the federal government’s own count, almost
2,500 counties in our nation lack adequate
medical care. Last year, Congress acted to
make this shortage worse by creating a pro-
gram to pay hospitals to train fewer doctors.
What we need in Iowa are more doctors. The
resources being spent to reduce the number
of physicians would be better spent providing
incentives to encourage doctors to locate in
areas with inadequate access to health care.

The Patient Protection Act provides valuable
protections and new health care options to
many individuals, and I support those goals.
However, I hope that today’s vote on the Pa-
tient Protection Act is the beginning of the de-
bate on improving access to health care and
not the end. This debate is essential for peo-
ple in Iowa’s Second District and one in which
I intend to participate vigorously.

Thank you, Mr. Speaker.
Mr. CRANE. Mr. Speaker, today, this House

has an opportunity to improve the health care
system for millions of Americans. Like every-
one, I want a health care system that is more
accessible, more affordable and more ac-
countable. With that goal in mind, I will cast
my vote for H.R. 4250, the Patient Protection
Act.

It is not a perfect piece of legislation and
while there are provisions I think could be im-
proved, there are also other provisions I have
long supported. I am particularly pleased with
the expansion of medical savings accounts,
the creation of association health plans, medi-
cal malpractice reform and improving the pa-
tient appeals process without increasing the
involvement of trial lawyers. In response to the
concerns we have heard from our constitu-
ents, the bill prohibits gag rules, allows women
direct access to gynecological and obstetrical
care and allow parents to choose a pediatri-
cian as their child’s primary care provider with-
out having to get a referral from a health plan.

This legislation will not only improve health
care for the currently insured, we expect it to
also make insurance more affordable to the 41
million uninsured Americans, including the 1.3
million uninsured in my state of Illinois.

As a member of the Ways and Means
Health Subcommittee, I have taken an active
interest in the many innovative ideas in health
care. The Patient Protection Act represents
the only choice for those of us who do not
want a heavy-handed, big-government takover
of our health care system. The American peo-
ple overwhelmingly rejected that proposal and
made it clear they want quick access to the
best medical care in the world at an affordable
price. The Patient Protection Act moves us in
that direction and I would urge my colleagues
to vote in support of it.

Ms. BROWN of Florida. Mr. Speaker, I rep-
resent the 3rd District of Florida. And, senior
citizens in my district which ranges from Jack-
sonville to Orlando have suffered at the hands
of HMO providers day-after-day. They are
urged to sign up for health coverage plans,
and these HMOs only give them cheap gifts
and inadequate health coverage.

Because I have hosted numerous town hall
meetings on health care for senior citizens, I
have been able to hear their stories and pro-
vide assistance when their insurance providers
have failed to deliver. An 81-year-old man,
who after his HMO was sold had to replace
his regular hypertension drug with a lower-cost
one. Within days his blood pressure sky-

rocketed. He switched to an HMO that cov-
ered his drug, but then the new plan changed
its coverage too. Unable to pay for the drug,
he went on TV as a cry for help and a local
physician with compassion gave him the medi-
cation for free. Health care is such a crucial
part of our lives, I believe every effort should
be made to protect senior citizens and the
working poor. It is our responsibility to protect
and pass legislation that will protect the rights
of our constituents. More importantly, we are
charged with ensuring that our nation has ac-
cess to quality health care at an affordable
cost. There is nothing more heart wrenching,
than talking with someone who desperately
needs medical care and their insurance com-
pany will not cover the life-saving medical
treatment or reimburse patients for much
needed medicine. In another case, a baby girl
was diagnosed with a hole in her heart.
Chances were good that she would need sur-
gery to fix the defect if it did not close on its
own. Her mother switched HMOs for better
coverage; however, the new insurance com-
pany would not cover the procedure because
her daughter’s heart defect was a pre-existing
condition. The HMO had a 2 year limit on pre-
existing conditions and would not pay for the
little girl’s operation. Thanks to a special state
program in Florida the little girl was able to re-
ceive care. We need to hold HMOs account-
able for their actions and how they treat peo-
ple. That is why, I urge my colleagues to op-
pose the Patient Protection Act (H.R. 4250)
and support the Patient Bill of Rights (H.R.
3605). H.R. 3605 is the right choice, it puts
patients before profits and medical decisions
are given back to doctors and nurses. This bill
also holds HMOs responsible for decisions
when they withhold or limit care to patients.

The challenges of quality health care will re-
quire our nation to overcome the barriers of
ever-increasing medical cost and recognize
the needs of our nation. In a society where
technology is progressing at the speed of light,
why is it so difficult for us to make the right
decision for the American people?

We need to treat quality health care as a
right versus a luxury for a privileged few.

Mrs. MINK of Hawaii. Mr. Speaker, I rise in
opposition to H.R. 4250, the Patient Protection
Act of 1998, because it falls short of address-
ing America’s true health care issues. The es-
sence of the health care debate is threefold:
access to health care; patient protections; and
patient rights. The Democratic substitute, the
Patients’ Bill of Rights, would address all three
of these issues. This bill, the so called Patient
Protection Act, does not.

First, Americans, despite being insured, are
tired of having to fight every step of the way
for care they are entitled to. Americans want
access to care. The Patient Protection Act
would not alleviate many of the existing bar-
riers to care identified as priorities. For exam-
ple:

The Patient Protection Act would not pro-
vide direct access to specialists. It does not
guarantee women direct access to their
OBGYN nor would it provide parents direct ac-
cess to pediatricians for their children.

The Patient Protection Act would not insure
a patient can continue to see the same doctor
through a course of a treatment or a preg-
nancy if that doctor leaves the network.

The Patient Protection Act would not insure
that a patient can get the prescription drug
chosen by the physician, not the HMO.
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The Patient Protection Act would not allow

patients with ongoing conditions to have
standing referrals to specialists.

The Patient Protection Act would not ensure
that patients are allowed to see an outside
specialist at no additional cost when special-
ists in their plan are unable to meet their
needs.

The Patients Bill of Rights will provide all of
these.

Second, patients should have the right to
hold managed care administrators accountable
for their decisions when it influences the care
that is provided.

The Patient Protection Act does not hold
managed care plans accountable when deci-
sions to deny or delay care results in injury or
death. It does not provide patients the right to
sue HMOs when they are denied needed
health care nor does it provide a true external
independent appeals process. In fact, the Pa-
tient Protection Act reduces accountability by
placing an arbitrary cap on medical mal-
practice awards.

In addition, the Patient Protection Act does
not ensure that doctors and nurses can report
quality problems without retaliation from
HMO’s, Insurance companies and hospitals.
The Patient Protection Act would not prevent
health care professionals from being finan-
cially rewarded for limiting a patient’s care.
Patients deserve care from health care profes-
sionals who are not rewarded for providing
less care.

The Patients’ Bill of Rights would provide
these protections and true accountability.

Finally, patients deserve basic health care
protections. After preaching a mantra of re-
turning power to the states since taking control
of Congress four years ago, Republicans take
a hypocritical u-turn and pre-empt carefully
constructed state health care protections. The
Patients’ Protection Act will allow
‘‘Healthmarts’’ to pick and choose the services
covered under the plan, ignoring state man-
dated minimum benefit requirements. It would
also eliminate state regulations enacted to in-
sure solvency and protect against fraud and
abuse.

The Patients’ Bill of Rights would not pre-
empt state mandated care nor would it elimi-
nate solvency and fraud and abuse protec-
tions.

In closing, Americans deserve health care
from qualified physicians who are not influ-
enced by health care plan administrators.
Americans deserve the right to take their
health plans to court if they are denied care.
America wants real managed care reform. The
Patient Protection Act is not real managed
care reform. This is a facade and a sham de-
signed to provide political cover for Republican
leadership who have argued that managed
care reform is not necessary.

Do not judge a bill by its title. The Repub-
lican Patient Protection Act is a facade. It’s
meager ‘‘protections’’ do not address the real
issues we are faced with. The Patients’ Bill of
Rights on the other hand is a comprehensive
and revolutionary bill providing substantive re-
form.

America understands the difficulties involved
with obtaining health care. The Patients’ Bill of
Rights provides solutions. The Patient Protec-
tion Act creates more problems.

Mr. TURNER. Mr. Speaker, it has been sug-
gested that the Republican bill provides better
protection for patients. I submit to my col-

leagues that the Republican bill provides fewer
protections for patients than exist in current
law in most of our States.

I come from Texas. The Texas Legislature
passed patient protection legislation in 1997,
fully intending that all HMOs be covered by
the protections of State law.

The Republicans submit a bill today that
would control patient protections at the Fed-
eral level. It would set forth a series of rules
that are far inferior to those in the Democratic
alternative.

Under the Republic proposal, if the HMO
denied coverage, the only remedy, if an indi-
vidual was enrolled in a self-insured plan,
would be to go to Federal Court. And once the
individual gets there, he or she would have no
genuine recourse.

In 1991, Phyllis Cannon was diagnosed with
leukemia. She appealed to her HMO for a
bone narrow transplant. The HMO refused.
For over 40 days the HMO refused coverage.
Due to a denial of medical treatment, about a
month after that Ms. Cannon died.

The court ruled that under ERISA, she had
no recovery. Under the Republican bill today,
her estate would be entitled to $20,000—a
small price for a life. Under the Republican
bill, the penalty would be $500 per day. This
represents a much cheaper alternative for an
HMO than providing the treatment that should
have been provided to Phyllis Cannon.

I submit to my colleagues that all Members
of this House needs to look at what their State
has done to protect patients because a vote
for the Republican bill amounts to rolling back
the protections that most of our State have al-
ready provided for patients under the law. In
every place in this country, protecting patients
enrolled in HMOs has been a bipartisan effort.
Only in Washington is patient protection par-
tisan.

AMENDMENT IN THE NATURE OF A SUBSTITUTE
OFFERED BY MR. DINGELL

Mr. DINGELL. Mr. Speaker, I offer
an amendment in the nature of a sub-
stitute.

The SPEAKER pro tempore. The
Clerk will designate the amendment.

The text of the amendment is as fol-
lows:

Amendment No. 2 in the Nature of a Sub-
stitute Offered by Mr. DINGELL:

Strike all after the enacting clause and in-
sert the following:
SECTION 1. SHORT TITLE; TABLE OF CONTENTS.

(a) SHORT TITLE.—This Act may be cited as
the ‘‘Patients’ Bill of Rights Act of 1998’’.

(b) TABLE OF CONTENTS.—The table of con-
tents of this Act is as follows:
Sec. 1. Short title; table of contents.

TITLE I—HEALTH INSURANCE BILL OF
RIGHTS

Subtitle A—Access to Care
Sec. 101. Access to emergency care.
Sec. 102. Offering of choice of coverage op-

tions under group health plans.
Sec. 103. Choice of providers.
Sec. 104. Access to specialty care.
Sec. 105. Continuity of care.
Sec. 106. Coverage for individuals participat-

ing in approved clinical trials.
Sec. 107. Access to needed prescription

drugs.
Sec. 108. Adequacy of provider network.
Sec. 109. Nondiscrimination in delivery of

services.
Subtitle B—Quality Assurance

Sec. 111. Internal quality assurance pro-
gram.

Sec. 112. Collection of standardized data.
Sec. 113. Process for selection of providers.
Sec. 114. Drug utilization program.
Sec. 115. Standards for utilization review ac-

tivities.
Sec. 116. Health Care Quality Advisory

Board.

Subtitle C—Patient Information

Sec. 121. Patient information.
Sec. 122. Protection of patient confidential-

ity.
Sec. 123. Health insurance ombudsmen.

Subtitle D—Grievance and Appeals
Procedures

Sec. 131. Establishment of grievance proc-
ess.

Sec. 132. Internal appeals of adverse deter-
minations.

Sec. 133. External appeals of adverse deter-
minations.

Subtitle E—Protecting the Doctor-Patient
Relationship

Sec. 141. Prohibition of interference with
certain medical communica-
tions.

Sec. 142. Prohibition against transfer of in-
demnification or improper in-
centive arrangements.

Sec. 143. Additional rules regarding partici-
pation of health care profes-
sionals.

Sec. 144. Protection for patient advocacy.

Subtitle F—Promoting Good Medical
Practice

Sec. 151. Promoting good medical practice.
Sec. 152. Standards relating to benefits for

certain breast cancer treat-
ment.

Sec. 153. Standards relating to benefits for
reconstructive breast surgery.

Subtitle G—Definitions

Sec. 191. Definitions.
Sec. 192. Preemption; State flexibility; con-

struction.
Sec. 193. Regulations.

TITLE II—APPLICATION OF PATIENT
PROTECTION STANDARDS TO GROUP
HEALTH PLANS AND HEALTH INSUR-
ANCE COVERAGE UNDER PUBLIC
HEALTH SERVICE ACT

Sec. 201. Application to group health plans
and group health insurance cov-
erage.

Sec. 202. Application to individual health in-
surance coverage.

TITLE III—AMENDMENTS TO THE EM-
PLOYEE RETIREMENT INCOME SECU-
RITY ACT OF 1974

Sec. 301. Application of patient protection
standards to group health plans
and group health insurance cov-
erage under the Employee Re-
tirement Income Security Act
of 1974.

Sec. 302. ERISA preemption not to apply to
certain actions involving
health insurance policyholders.

TITLE IV—APPLICATION TO GROUP
HEALTH PLANS UNDER THE INTERNAL
REVENUE CODE OF 1986

Sec. 401. Amendments to the Internal Reve-
nue Code of 1986.

TITLE V—EFFECTIVE DATES;
COORDINATION IN IMPLEMENTATION

Sec. 501. Effective dates.
Sec. 502. Coordination in implementation.

TITLE VI—REVENUE PROVISIONS

Sec. 601. Estate tax technical correction.
Sec. 602. Treatment of certain deductible

liquidating distributions of reg-
ulated investment companies
and real estate investment
trusts.
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TITLE I—HEALTH INSURANCE BILL OF

RIGHTS
Subtitle A—Access to Care

SEC. 101. ACCESS TO EMERGENCY CARE.
(a) COVERAGE OF EMERGENCY SERVICES.—
(1) IN GENERAL.—If a group health plan, or

health insurance coverage offered by a
health insurance issuer, provides any bene-
fits with respect to emergency services (as
defined in paragraph (2)(B)), the plan or
issuer shall cover emergency services fur-
nished under the plan or coverage—

(A) without the need for any prior author-
ization determination;

(B) whether or not the health care provider
furnishing such services is a participating
provider with respect to such services;

(C) in a manner so that, if such services are
provided to a participant, beneficiary, or en-
rollee by a nonparticipating health care pro-
vider—

(i) the participant, beneficiary, or enrollee
is not liable for amounts that exceed the
amounts of liability that would be incurred
if the services were provided by a participat-
ing health care provider, and

(ii) the plan or issuer pays an amount that
is not less than the amount paid to a partici-
pating health care provider for the same
services; and

(D) without regard to any other term or
condition of such coverage (other than exclu-
sion or coordination of benefits, or an affili-
ation or waiting period, permitted under sec-
tion 2701 of the Public Health Service Act,
section 701 of the Employee Retirement In-
come Security Act of 1974, or section 9801 of
the Internal Revenue Code of 1986, and other
than applicable cost-sharing).

(2) DEFINITIONS.—In this section:
(A) EMERGENCY MEDICAL CONDITION BASED

ON PRUDENT LAYPERSON STANDARD.—The term
‘‘emergency medical condition’’ means a
medical condition manifesting itself by
acute symptoms of sufficient severity (in-
cluding severe pain) such that a prudent
layperson, who possesses an average knowl-
edge of health and medicine, could reason-
ably expect the absence of immediate medi-
cal attention to result in a condition de-
scribed in clause (i), (ii), or (iii) of section
1867(e)(1)(A) of the Social Security Act.

(B) EMERGENCY SERVICES.—The term
‘‘emergency services’’ means—

(i) a medical screening examination (as re-
quired under section 1867 of the Social Secu-
rity Act) that is within the capability of the
emergency department of a hospital, includ-
ing ancillary services routinely available to
the emergency department to evaluate an
emergency medical condition (as defined in
subparagraph (A)), and

(ii) within the capabilities of the staff and
facilities available at the hospital, such fur-
ther medical examination and treatment as
are required under section 1867 of such Act to
stabilize the patient.

(b) REIMBURSEMENT FOR MAINTENANCE CARE
AND POST-STABILIZATION CARE.—In the case
of services (other than emergency services)
for which benefits are available under a
group health plan, or under health insurance
coverage offered by a health insurance
issuer, the plan or issuer shall provide for re-
imbursement with respect to such services
provided to a participant, beneficiary, or en-
rollee other than through a participating
health care provider in a manner consistent
with subsection (a)(1)(C) if the services are
maintenance care or post-stabilization care
covered under the guidelines established
under section 1852(d)(2) of the Social Secu-
rity Act (relating to promoting efficient and
timely coordination of appropriate mainte-
nance and post-stabilization care of an en-
rollee after an enrollee has been determined
to be stable), or, in the absence of guidelines

under such section, such guidelines as the
Secretary shall establish to carry out this
subsection.
SEC. 102. OFFERING OF CHOICE OF COVERAGE

OPTIONS UNDER GROUP HEALTH
PLANS.

(a) REQUIREMENT.—
(1) OFFERING OF POINT-OF-SERVICE COV-

ERAGE OPTION.—Except as provided in para-
graph (2), if a group health plan (or health
insurance coverage offered by a health insur-
ance issuer in connection with a group
health plan) provides benefits only through
participating health care providers, the plan
or issuer shall offer the participant the op-
tion to purchase point-of-service coverage
(as defined in subsection (b)) for all such ben-
efits for which coverage is otherwise so lim-
ited. Such option shall be made available to
the participant at the time of enrollment
under the plan or coverage and at such other
times as the plan or issuer offers the partici-
pant a choice of coverage options.

(2) EXCEPTION.—Paragraph (1) shall not
apply with respect to a participant in a
group health plan if the plan offers the par-
ticipant—

(A) a choice of health insurance coverage
through more than one health insurance
issuer; or

(B) two or more coverage options that dif-
fer significantly with respect to the use of
participating health care providers or the
networks of such providers that are used.

(b) POINT-OF-SERVICE COVERAGE DEFINED.—
In this section, the term ‘‘point-of-service
coverage’’ means, with respect to benefits
covered under a group health plan or health
insurance issuer, coverage of such benefits
when provided by a nonparticipating health
care provider. Such coverage need not in-
clude coverage of providers that the plan or
issuer excludes because of fraud, quality, or
similar reasons.

(c) CONSTRUCTION.—Nothing in this section
shall be construed—

(1) as requiring coverage for benefits for a
particular type of health care provider;

(2) as requiring an employer to pay any
costs as a result of this section or to make
equal contributions with respect to different
health coverage options; or

(3) as preventing a group health plan or
health insurance issuer from imposing high-
er premiums or cost-sharing on a participant
for the exercise of a point-of-service cov-
erage option.

(d) NO REQUIREMENT FOR GUARANTEED
AVAILABILITY.—If a health insurance issuer
offers health insurance coverage that in-
cludes point-of-service coverage with respect
to an employer solely in order to meet the
requirement of subsection (a), nothing in
section 2711(a)(1)(A) of the Public Health
Service Act shall be construed as requiring
the offering of such coverage with respect to
another employer.
SEC. 103. CHOICE OF PROVIDERS.

(a) PRIMARY CARE.—A group health plan,
and a health insurance issuer that offers
health insurance coverage, shall permit each
participant, beneficiary, and enrollee to re-
ceive primary care from any participating
primary care provider who is available to ac-
cept such individual.

(b) SPECIALISTS.—
(1) IN GENERAL.—Subject to paragraph (2), a

group health plan and a health insurance
issuer that offers health insurance coverage
shall permit each participant, beneficiary, or
enrollee to receive medically necessary or
appropriate specialty care, pursuant to ap-
propriate referral procedures, from any
qualified participating health care provider
who is available to accept such individual for
such care.

(2) LIMITATION.—Paragraph (1) shall not
apply to specialty care if the plan or issuer

clearly informs participants, beneficiaries,
and enrollees of the limitations on choice of
participating providers with respect to such
care.
SEC. 104. ACCESS TO SPECIALTY CARE.

(a) OBSTETRICAL AND GYNECOLOGICAL
CARE.—

(1) IN GENERAL.—If a group health plan, or
a health insurance issuer in connection with
the provision of health insurance coverage,
requires or provides for a participant, bene-
ficiary, or enrollee to designate a participat-
ing primary care provider—

(A) the plan or issuer shall permit such an
individual who is a female to designate a
participating physician who specializes in
obstetrics and gynecology as the individual’s
primary care provider; and

(B) if such an individual has not designated
such a provider as a primary care provider,
the plan or issuer—

(i) may not require authorization or a re-
ferral by the individual’s primary care pro-
vider or otherwise for coverage of routine
gynecological care (such as preventive wom-
en’s health examinations) and pregnancy-re-
lated services provided by a participating
health care professional who specializes in
obstetrics and gynecology to the extent such
care is otherwise covered, and

(ii) may treat the ordering of other gyneco-
logical care by such a participating physi-
cian as the authorization of the primary care
provider with respect to such care under the
plan or coverage.

(2) CONSTRUCTION.—Nothing in paragraph
(1)(B)(ii) shall waive any requirements of
coverage relating to medical necessity or ap-
propriateness with respect to coverage of
gynecological care so ordered.

(b) SPECIALTY CARE.—
(1) SPECIALTY CARE FOR COVERED SERV-

ICES.—
(A) IN GENERAL.—If—
(i) an individual is a participant or bene-

ficiary under a group health plan or an en-
rollee who is covered under health insurance
coverage offered by a health insurance
issuer,

(ii) the individual has a condition or dis-
ease of sufficient seriousness and complexity
to require treatment by a specialist, and

(iii) benefits for such treatment are pro-
vided under the plan or coverage,
the plan or issuer shall make or provide for
a referral to a specialist who is available and
accessible to provide the treatment for such
condition or disease.

(B) SPECIALIST DEFINED.—For purposes of
this subsection, the term ‘‘specialist’’ means,
with respect to a condition, a health care
practitioner, facility, or center (such as a
center of excellence) that has adequate ex-
pertise through appropriate training and ex-
perience (including, in the case of a child,
appropriate pediatric expertise) to provide
high quality care in treating the condition.

(C) CARE UNDER REFERRAL.—A group health
plan or health insurance issuer may require
that the care provided to an individual pur-
suant to such referral under subparagraph
(A) be—

(i) pursuant to a treatment plan, only if
the treatment plan is developed by the spe-
cialist and approved by the plan or issuer, in
consultation with the designated primary
care provider or specialist and the individual
(or the individual’s designee), and

(ii) in accordance with applicable quality
assurance and utilization review standards of
the plan or issuer.

Nothing in this subsection shall be construed
as preventing such a treatment plan for an
individual from requiring a specialist to pro-
vide the primary care provider with regular
updates on the specialty care provided, as
well as all necessary medical information.
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(D) REFERRALS TO PARTICIPATING PROVID-

ERS.—A group health plan or health insur-
ance issuer is not required under subpara-
graph (A) to provide for a referral to a spe-
cialist that is not a participating provider,
unless the plan or issuer does not have an ap-
propriate specialist that is available and ac-
cessible to treat the individual’s condition
and that is a participating provider with re-
spect to such treatment.

(E) TREATMENT OF NONPARTICIPATING PRO-
VIDERS.—If a plan or issuer refers an individ-
ual to a nonparticipating specialist pursuant
to subparagraph (A), services provided pursu-
ant to the approved treatment plan (if any)
shall be provided at no additional cost to the
individual beyond what the individual would
otherwise pay for services received by such a
specialist that is a participating provider.

(2) SPECIALISTS AS PRIMARY CARE PROVID-
ERS.—

(A) IN GENERAL.—A group health plan, or a
health insurance issuer, in connection with
the provision of health insurance coverage,
shall have a procedure by which an individ-
ual who is a participant, beneficiary, or en-
rollee and who has an ongoing special condi-
tion (as defined in subparagraph (C)) may re-
ceive a referral to a specialist for such condi-
tion who shall be responsible for and capable
of providing and coordinating the individ-
ual’s primary and specialty care. If such an
individual’s care would most appropriately
be coordinated by such a specialist, such
plan or issuer shall refer the individual to
such specialist.

(B) TREATMENT AS PRIMARY CARE PRO-
VIDER.—Such specialist shall be permitted to
treat the individual without a referral from
the individual’s primary care provider and
may authorize such referrals, procedures,
tests, and other medical services as the indi-
vidual’s primary care provider would other-
wise be permitted to provide or authorize,
subject to the terms of the treatment plan
(referred to in paragraph (1)(C)(i)).

(C) ONGOING SPECIAL CONDITION DEFINED.—
In this paragraph, the term ‘‘special condi-
tion’’ means a condition or disease that—

(i) is life-threatening, degenerative, or dis-
abling, and

(ii) requires specialized medical care over a
prolonged period of time.

(D) TERMS OF REFERRAL.—The provisions of
subparagraphs (C) through (E) of paragraph
(1) apply with respect to referrals under sub-
paragraph (A) of this paragraph in the same
manner as they apply to referrals under
paragraph (1)(A).

(3) STANDING REFERRALS.—
(A) IN GENERAL.—A group health plan, and

a health insurance issuer in connection with
the provision of health insurance coverage,
shall have a procedure by which an individ-
ual who is a participant, beneficiary, or en-
rollee and who has a condition that requires
ongoing care from a specialist may receive a
standing referral to such specialist for treat-
ment of such condition. If the plan or issuer,
or if the primary care provider in consulta-
tion with the medical director of the plan or
issuer and the specialist (if any), determines
that such a standing referral is appropriate,
the plan or issuer shall make such a referral
to such a specialist.

(B) TERMS OF REFERRAL.—The provisions of
subparagraphs (C) through (E) of paragraph
(1) apply with respect to referrals under sub-
paragraph (A) of this paragraph in the same
manner as they apply to referrals under
paragraph (1)(A).
SEC. 105. CONTINUITY OF CARE.

(a) IN GENERAL.—
(1) TERMINATION OF PROVIDER.—If a con-

tract between a group health plan, or a
health insurance issuer in connection with
the provision of health insurance coverage,

and a health care provider is terminated (as
defined in paragraph (3)), or benefits or cov-
erage provided by a health care provider are
terminated because of a change in the terms
of provider participation in a group health
plan, and an individual who is a participant,
beneficiary, or enrollee in the plan or cov-
erage is undergoing a course of treatment
from the provider at the time of such termi-
nation, the plan or issuer shall—

(A) notify the individual on a timely basis
of such termination, and

(B) subject to subsection (c), permit the in-
dividual to continue or be covered with re-
spect to the course of treatment with the
provider during a transitional period (pro-
vided under subsection (b)).

(2) TREATMENT OF TERMINATION OF CON-
TRACT WITH HEALTH INSURANCE ISSUER.—If a
contract for the provision of health insur-
ance coverage between a group health plan
and a health insurance issuer is terminated
and, as a result of such termination, cov-
erage of services of a health care provider is
terminated with respect to an individual, the
provisions of paragraph (1) (and the succeed-
ing provisions of this section) shall apply
under the plan in the same manner as if
there had been a contract between the plan
and the provider that had been terminated,
but only with respect to benefits that are
covered under the plan after the contract
termination.

(3) TERMINATION.—In this section, the term
‘‘terminated’’ includes, with respect to a
contract, the expiration or nonrenewal of the
contract, but does not include a termination
of the contract by the plan or issuer for fail-
ure to meet applicable quality standards or
for fraud.

(b) TRANSITIONAL PERIOD.—
(1) IN GENERAL.—Except as provided in

paragraphs (2) through (4), the transitional
period under this subsection shall extend for
at least 90 days from the date of the notice
described in subsection (a)(1)(A) of the pro-
vider’s termination.

(2) INSTITUTIONAL CARE.—The transitional
period under this subsection for institutional
or inpatient care from a provider shall ex-
tend until the discharge or termination of
the period of institutionalization and also
shall include institutional care provided
within a reasonable time of the date of ter-
mination of the provider status if the care
was scheduled before the date of the an-
nouncement of the termination of the pro-
vider status under subsection (a)(1)(A) or if
the individual on such date was on an estab-
lished waiting list or otherwise scheduled to
have such care.

(3) PREGNANCY.—If—
(A) a participant, beneficiary, or enrollee

has entered the second trimester of preg-
nancy at the time of a provider’s termi-
nation of participation, and

(B) the provider was treating the preg-
nancy before date of the termination,

the transitional period under this subsection
with respect to provider’s treatment of the
pregnancy shall extend through the provi-
sion of post-partum care directly related to
the delivery.

(4) TERMINAL ILLNESS.—If—
(A) a participant, beneficiary, or enrollee

was determined to be terminally ill (as de-
termined under section 1861(dd)(3)(A) of the
Social Security Act) at the time of a provid-
er’s termination of participation, and

(B) the provider was treating the terminal
illness before the date of termination,

the transitional period under this subsection
shall extend for the remainder of the individ-
ual’s life for care directly related to the
treatment of the terminal illness.

(c) PERMISSIBLE TERMS AND CONDITIONS.—A
group health plan or health insurance issuer

may condition coverage of continued treat-
ment by a provider under subsection (a)(1)(B)
upon the provider agreeing to the following
terms and conditions:

(1) The provider agrees to accept reim-
bursement from the plan or issuer and indi-
vidual involved (with respect to cost-shar-
ing) at the rates applicable prior to the start
of the transitional period as payment in full
(or, in the case described in subsection (a)(2),
at the rates applicable under the replace-
ment plan or issuer after the date of the ter-
mination of the contract with the health in-
surance issuer) and not to impose cost-shar-
ing with respect to the individual in an
amount that would exceed the cost-sharing
that could have been imposed if the contract
referred to in subsection (a)(1) had not been
terminated.

(2) The provider agrees to adhere to the
quality assurance standards of the plan or
issuer responsible for payment under para-
graph (1) and to provide to such plan or
issuer necessary medical information related
to the care provided.

(3) The provider agrees otherwise to adhere
to such plan’s or issuer’s policies and proce-
dures, including procedures regarding refer-
rals and obtaining prior authorization and
providing services pursuant to a treatment
plan (if any) approved by the plan or issuer.

(d) CONSTRUCTION.—Nothing in this section
shall be construed to require the coverage of
benefits which would not have been covered
if the provider involved remained a partici-
pating provider.
SEC. 106. COVERAGE FOR INDIVIDUALS PARTICI-

PATING IN APPROVED CLINICAL
TRIALS.

(a) COVERAGE.—
(1) IN GENERAL.—If a group health plan, or

health insurance issuer that is providing
health insurance coverage, provides coverage
to a qualified individual (as defined in sub-
section (b)), the plan or issuer—

(A) may not deny the individual participa-
tion in the clinical trial referred to in sub-
section (b)(2);

(B) subject to subsection (c), may not deny
(or limit or impose additional conditions on)
the coverage of routine patient costs for
items and services furnished in connection
with participation in the trial; and

(C) may not discriminate against the indi-
vidual on the basis of the enrollee’s partici-
pation in such trial.

(2) EXCLUSION OF CERTAIN COSTS.—For pur-
poses of paragraph (1)(B), routine patient
costs do not include the cost of the tests or
measurements conducted primarily for the
purpose of the clinical trial involved.

(3) USE OF IN-NETWORK PROVIDERS.—If one
or more participating providers is participat-
ing in a clinical trial, nothing in paragraph
(1) shall be construed as preventing a plan or
issuer from requiring that a qualified indi-
vidual participate in the trial through such a
participating provider if the provider will ac-
cept the individual as a participant in the
trial.

(b) QUALIFIED INDIVIDUAL DEFINED.—For
purposes of subsection (a), the term ‘‘quali-
fied individual’’ means an individual who is a
participant or beneficiary in a group health
plan, or who is an enrollee under health in-
surance coverage, and who meets the follow-
ing conditions:

(1)(A) The individual has a life-threatening
or serious illness for which no standard
treatment is effective.

(B) The individual is eligible to participate
in an approved clinical trial according to the
trial protocol with respect to treatment of
such illness.

(C) The individual’s participation in the
trial offers meaningful potential for signifi-
cant clinical benefit for the individual.

(2) Either—
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(A) the referring physician is a participat-

ing health care professional and has con-
cluded that the individual’s participation in
such trial would be appropriate based upon
the individual meeting the conditions de-
scribed in paragraph (1); or

(B) the participant, beneficiary, or enrollee
provides medical and scientific information
establishing that the individual’s participa-
tion in such trial would be appropriate based
upon the individual meeting the conditions
described in paragraph (1).

(c) PAYMENT.—
(1) IN GENERAL.—Under this section a group

health plan or health insurance issuer shall
provide for payment for routine patient costs
described in subsection (a)(2) but is not re-
quired to pay for costs of items and services
that are reasonably expected (as determined
by the Secretary) to be paid for by the spon-
sors of an approved clinical trial.

(2) PAYMENT RATE.—In the case of covered
items and services provided by—

(A) a participating provider, the payment
rate shall be at the agreed upon rate, or

(B) a nonparticipating provider, the pay-
ment rate shall be at the rate the plan or
issuer would normally pay for comparable
services under subparagraph (A).

(d) APPROVED CLINICAL TRIAL DEFINED.—
(1) IN GENERAL.—In this section, the term

‘‘approved clinical trial’’ means a clinical re-
search study or clinical investigation ap-
proved and funded (which may include fund-
ing through in-kind contributions) by one or
more of the following:

(A) The National Institutes of Health.
(B) A cooperative group or center of the

National Institutes of Health.
(C) Either of the following if the conditions

described in paragraph (2) are met:
(i) The Department of Veterans Affairs.
(ii) The Department of Defense.
(2) CONDITIONS FOR DEPARTMENTS.—The

conditions described in this paragraph, for a
study or investigation conducted by a De-
partment, are that the study or investiga-
tion has been reviewed and approved through
a system of peer review that the Secretary
determines—

(A) to be comparable to the system of peer
review of studies and investigations used by
the National Institutes of Health, and

(B) assures unbiased review of the highest
scientific standards by qualified individuals
who have no interest in the outcome of the
review.

(e) CONSTRUCTION.—Nothing in this section
shall be construed to limit a plan’s or
issuer’s coverage with respect to clinical
trials.
SEC. 107. ACCESS TO NEEDED PRESCRIPTION

DRUGS.
(a) IN GENERAL.—If a group health plan, or

health insurance issuer that offers health in-
surance coverage, provides benefits with re-
spect to prescription drugs but the coverage
limits such benefits to drugs included in a
formulary, the plan or issuer shall—

(1) ensure participation of participating
physicians and pharmacists in the develop-
ment of the formulary;

(2) disclose to providers and, disclose upon
request under section 121(c)(6) to partici-
pants, beneficiaries, and enrollees, the na-
ture of the formulary restrictions; and

(3) consistent with the standards for a uti-
lization review program under section 115,
provide for exceptions from the formulary
limitation when a non-formulary alternative
is medically indicated.

(b) COVERAGE OF APPROVED DRUGS AND
MEDICAL DEVICES.—

(1) IN GENERAL.—A group health plan (or
health insurance coverage offered in connec-
tion with such a plan) that provides any cov-
erage of prescription drugs or medical de-
vices shall not deny coverage of such a drug

or device on the basis that the use is inves-
tigational, if the use—

(A) in the case of a prescription drug—
(i) is included in the labeling authorized by

the application in effect for the drug pursu-
ant to subsection (b) or (j) of section 505 of
the Federal Food, Drug, and Cosmetic Act,
without regard to any postmarketing re-
quirements that may apply under such Act;
or

(ii) is included in the labeling authorized
by the application in effect for the drug
under section 351 of the Public Health Serv-
ice Act, without regard to any post-
marketing requirements that may apply pur-
suant to such section; or

(B) in the case of a medical device, is in-
cluded in the labeling authorized by a regu-
lation under subsection (d) or (3) of section
513 of the Federal Food, Drug, and Cosmetic
Act, an order under subsection (f) of such
section, or an application approved under
section 515 of such Act, without regard to
any postmarketing requirements that may
apply under such Act.

(2) CONSTRUCTION.—Nothing in this sub-
section shall be construed as requiring a
group health plan (or health insurance cov-
erage offered in connection with such a plan)
to provide any coverage of prescription drugs
or medical devices.
SEC. 108. ADEQUACY OF PROVIDER NETWORK.

(a) IN GENERAL.—Each group health plan,
and each health insurance issuer offering
health insurance coverage, that provides
benefits, in whole or in part, through partici-
pating health care providers shall have (in
relation to the coverage) a sufficient num-
ber, distribution, and variety of qualified
participating health care providers to ensure
that all covered health care services, includ-
ing specialty services, will be available and
accessible in a timely manner to all partici-
pants, beneficiaries, and enrollees under the
plan or coverage.

(b) TREATMENT OF CERTAIN PROVIDERS.—
The qualified health care providers under
subsection (a) may include Federally quali-
fied health centers, rural health clinics, mi-
grant health centers, and other essential
community providers located in the service
area of the plan or issuer and shall include
such providers if necessary to meet the
standards established to carry out such sub-
section.
SEC. 109. NONDISCRIMINATION IN DELIVERY OF

SERVICES.
(a) APPLICATION TO DELIVERY OF SERV-

ICES.—Subject to subsection (b), a group
health plan, and health insurance issuer in
relation to health insurance coverage, may
not discriminate against a participant, bene-
ficiary, or enrollee in the delivery of health
care services consistent with the benefits
covered under the plan or coverage or as re-
quired by law based on race, color, ethnicity,
national origin, religion, sex, age, mental or
physical disability, sexual orientation, ge-
netic information, or source of payment.

(b) CONSTRUCTION.—Nothing in subsection
(a) shall be construed as relating to the eligi-
bility to be covered, or the offering (or guar-
anteeing the offer) of coverage, under a plan
or health insurance coverage, the application
of any pre-existing condition exclusion con-
sistent with applicable law, or premiums
charged under such plan or coverage.

Subtitle B—Quality Assurance
SEC. 111. INTERNAL QUALITY ASSURANCE PRO-

GRAM.
(a) REQUIREMENT.—A group health plan,

and a health insurance issuer that offers
health insurance coverage, shall establish
and maintain an ongoing, internal quality
assurance and continuous quality improve-
ment program that meets the requirements
of subsection (b).

(b) PROGRAM REQUIREMENTS.—The require-
ments of this subsection for a quality im-
provement program of a plan or issuer are as
follows:

(1) ADMINISTRATION.—The plan or issuer
has a separate identifiable unit with respon-
sibility for administration of the program.

(2) WRITTEN PLAN.—The plan or issuer has
a written plan for the program that is up-
dated annually and that specifies at least the
following:

(A) The activities to be conducted.
(B) The organizational structure.
(C) The duties of the medical director.
(D) Criteria and procedures for the assess-

ment of quality.
(3) SYSTEMATIC REVIEW.—The program pro-

vides for systematic review of the type of
health services provided, consistency of serv-
ices provided with good medical practice,
and patient outcomes.

(4) QUALITY CRITERIA.—The program—
(A) uses criteria that are based on perform-

ance and patient outcomes where feasible
and appropriate;

(B) includes criteria that are directed spe-
cifically at meeting the needs of at-risk pop-
ulations and covered individuals with chron-
ic conditions or severe illnesses, including
gender-specific criteria and pediatric-specific
criteria where available and appropriate;

(C) includes methods for informing covered
individuals of the benefit of preventive care
and what specific benefits with respect to
preventive care are covered under the plan or
coverage; and

(D) makes available to the public a de-
scription of the criteria used under subpara-
graph (A).

(5) SYSTEM FOR REPORTING.—The program
has procedures for reporting of possible qual-
ity concerns by providers and enrollees and
for remedial actions to correct quality prob-
lems, including written procedures for re-
sponding to concerns and taking appropriate
corrective action.

(6) DATA ANALYSIS.—The program provides,
using data that include the data collected
under section 112, for an analysis of the
plan’s or issuer’s performance on quality
measures.

(7) DRUG UTILIZATION REVIEW.—The pro-
gram provides for a drug utilization review
program in accordance with section 114.

(c) DEEMING.—For purposes of subsection
(a), the requirements of—

(1) subsection (b) (other than paragraph (5))
are deemed to be met with respect to a
health insurance issuer that is a qualified
health maintenance organization (as defined
in section 1310(c) of the Public Health Serv-
ice Act); or

(2) subsection (b) are deemed to be met
with respect to a health insurance issuer
that is accredited by a national accredita-
tion organization that the Secretary cer-
tifies as applying, as a condition of certifi-
cation, standards at least as stringent as
those required for a quality improvement
program under subsection (b).

(d) VARIATION PERMITTED.—The Secretary
may provide for variations in the application
of the requirements of this section to group
health plans and health insurance issuers
based upon differences in the delivery sys-
tem among such plans and issuers as the
Secretary deems appropriate.

SEC. 112. COLLECTION OF STANDARDIZED DATA.

(a) IN GENERAL.—A group health plan and a
health insurance issuer that offers health in-
surance coverage shall collect uniform qual-
ity data that include a minimum uniform
data set described in subsection (b).

(b) MINIMUM UNIFORM DATA SET.—The Sec-
retary shall specify (and may from time to
time update) the data required to be included
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in the minimum uniform data set under sub-
section (a) and the standard format for such
data. Such data shall include at least—

(1) aggregate utilization data;
(2) data on the demographic characteristics

of participants, beneficiaries, and enrollees;
(3) data on disease-specific and age-specific

mortality rates and (to the extent feasible)
morbidity rates of such individuals;

(4) data on satisfaction of such individuals,
including data on voluntary disenrollment
and grievances; and

(5) data on quality indicators and health
outcomes, including, to the extent feasible
and appropriate, data on pediatric cases and
on a gender-specific basis.

(c) AVAILABILITY.—A summary of the data
collected under subsection (a) shall be dis-
closed under section 121(b)(9). The Secretary
shall be provided access to all the data so
collected.

(d) VARIATION PERMITTED.—The Secretary
may provide for variations in the application
of the requirements of this section to group
health plans and health insurance issuers
based upon differences in the delivery sys-
tem among such plans and issuers as the
Secretary deems appropriate.
SEC. 113. PROCESS FOR SELECTION OF PROVID-

ERS.
(a) IN GENERAL.—A group health plan and a

health insurance issuer that offers health in-
surance coverage shall, if it provides benefits
through participating health care profes-
sionals, have a written process for the selec-
tion of participating health care profes-
sionals, including minimum professional re-
quirements.

(b) VERIFICATION OF BACKGROUND.—Such
process shall include verification of a health
care provider’s license and a history of sus-
pension or revocation.

(c) RESTRICTION.—Such process shall not
use a high-risk patient base or location of a
provider in an area with residents with poor-
er health status as a basis for excluding pro-
viders from participation.

(d) NONDISCRIMINATION BASED ON LICEN-
SURE.—

(1) IN GENERAL.—Such process shall not dis-
criminate with respect to participation or
indemnification as to any provider who is
acting within the scope of the provider’s li-
cense or certification under applicable State
law, solely on the basis of such license or
certification.

(2) CONSTRUCTION.—Paragraph (1) shall not
be construed—

(A) as requiring the coverage under a plan
or coverage of particular benefits or services
or to prohibit a plan or issuer from including
providers only to the extent necessary to
meet the needs of the plan’s or issuer’s par-
ticipants, beneficiaries, or enrollees or from
establishing any measure designed to main-
tain quality and control costs consistent
with the responsibilities of the plan or
issuer; or

(B) to override any State licensure or
scope-of-practice law.

(e) GENERAL NONDISCRIMINATION.—
(1) IN GENERAL.—Subject to paragraph (2),

such process shall not discriminate with re-
spect to selection of a health care profes-
sional to be a participating health care pro-
vider, or with respect to the terms and con-
ditions of such participation, based on the
professional’s race, color, religion, sex, na-
tional origin, age, sexual orientation, or dis-
ability (consistent with the Americans with
Disabilities Act of 1990).

(2) RULES.—The appropriate Secretary may
establish such definitions, rules, and excep-
tions as may be appropriate to carry out
paragraph (1), taking into account com-
parable definitions, rules, and exceptions in
effect under employment-based non-
discrimination laws and regulations that re-

late to each of the particular bases for dis-
crimination described in such paragraph.
SEC. 114. DRUG UTILIZATION PROGRAM.

A group health plan, and a health insur-
ance issuer that provides health insurance
coverage, that includes benefits for prescrip-
tion drugs shall establish and maintain, as
part of its internal quality assurance and
continuous quality improvement program
under section 111, a drug utilization program
which—

(1) encourages appropriate use of prescrip-
tion drugs by participants, beneficiaries, and
enrollees and providers, and

(2) takes appropriate action to reduce the
incidence of improper drug use and adverse
drug reactions and interactions.
SEC. 115. STANDARDS FOR UTILIZATION REVIEW

ACTIVITIES.
(a) COMPLIANCE WITH REQUIREMENTS.—
(1) IN GENERAL.—A group health plan, and

a health insurance issuer that provides
health insurance coverage, shall conduct uti-
lization review activities in connection with
the provision of benefits under such plan or
coverage only in accordance with a utiliza-
tion review program that meets the require-
ments of this section.

(2) USE OF OUTSIDE AGENTS.—Nothing in
this section shall be construed as preventing
a group health plan or health insurance
issuer from arranging through a contract or
otherwise for persons or entities to conduct
utilization review activities on behalf of the
plan or issuer, so long as such activities are
conducted in accordance with a utilization
review program that meets the requirements
of this section.

(3) UTILIZATION REVIEW DEFINED.—For pur-
poses of this section, the terms ‘‘utilization
review’’ and ‘‘utilization review activities’’
mean procedures used to monitor or evaluate
the clinical necessity, appropriateness, effi-
cacy, or efficiency of health care services,
procedures or settings, and includes prospec-
tive review, concurrent review, second opin-
ions, case management, discharge planning,
or retrospective review.

(b) WRITTEN POLICIES AND CRITERIA.—
(1) WRITTEN POLICIES.—A utilization review

program shall be conducted consistent with
written policies and procedures that govern
all aspects of the program.

(2) USE OF WRITTEN CRITERIA.—
(A) IN GENERAL.—Such a program shall uti-

lize written clinical review criteria devel-
oped pursuant to the program with the input
of appropriate physicians. Such criteria shall
include written clinical review criteria de-
scribed in section 111(b)(4)(B).

(B) CONTINUING USE OF STANDARDS IN RET-
ROSPECTIVE REVIEW.—If a health care service
has been specifically pre-authorized or ap-
proved for an enrollee under such a program,
the program shall not, pursuant to retro-
spective review, revise or modify the specific
standards, criteria, or procedures used for
the utilization review for procedures, treat-
ment, and services delivered to the enrollee
during the same course of treatment.

(c) CONDUCT OF PROGRAM ACTIVITIES.—
(1) ADMINISTRATION BY HEALTH CARE PRO-

FESSIONALS.—A utilization review program
shall be administered by qualified health
care professionals who shall oversee review
decisions. In this subsection, the term
‘‘health care professional’’ means a physi-
cian or other health care practitioner li-
censed, accredited, or certified to perform
specified health services consistent with
State law.

(2) USE OF QUALIFIED, INDEPENDENT PERSON-
NEL.—

(A) IN GENERAL.—A utilization review pro-
gram shall provide for the conduct of utiliza-
tion review activities only through personnel
who are qualified and, to the extent required,

who have received appropriate training in
the conduct of such activities under the pro-
gram.

(B) PEER REVIEW OF SAMPLE OF ADVERSE
CLINICAL DETERMINATIONS.—Such a program
shall provide that clinical peers (as defined
in section 191(c)(2)) shall evaluate the clini-
cal appropriateness of at least a sample of
adverse clinical determinations.

(C) PROHIBITION OF CONTINGENT COMPENSA-
TION ARRANGEMENTS.—Such a program shall
not, with respect to utilization review activi-
ties, permit or provide compensation or any-
thing of value to its employees, agents, or
contractors in a manner that—

(i) provides incentives, direct or indirect,
for such persons to make inappropriate re-
view decisions, or

(ii) is based, directly or indirectly, on the
quantity or type of adverse determinations
rendered.

(D) PROHIBITION OF CONFLICTS.—Such a pro-
gram shall not permit a health care profes-
sional who provides health care services to
an individual to perform utilization review
activities in connection with the health care
services being provided to the individual.

(3) ACCESSIBILITY OF REVIEW.—Such a pro-
gram shall provide that appropriate person-
nel performing utilization review activities
under the program are reasonably accessible
by toll-free telephone during normal busi-
ness hours to discuss patient care and allow
response to telephone requests, and that ap-
propriate provision is made to receive and
respond promptly to calls received during
other hours.

(4) LIMITS ON FREQUENCY.—Such a program
shall not provide for the performance of uti-
lization review activities with respect to a
class of services furnished to an individual
more frequently than is reasonably required
to assess whether the services under review
are medically necessary or appropriate.

(5) LIMITATION ON INFORMATION REQUESTS.—
Under such a program, information shall be
required to be provided by health care pro-
viders only to the extent it is necessary to
perform the utilization review activity in-
volved.

(6) REVIEW OF PRELIMINARY UTILIZATION RE-
VIEW DECISION.—Under such program a par-
ticipant, beneficiary, or enrollee or any pro-
vider acting on behalf of such an individual
with the individual’s consent, who is dissat-
isfied with a preliminary utilization review
decision has the opportunity to discuss the
decision with, and have such decision re-
viewed by, the medical director of the plan
or issuer involved (or the director’s designee)
who has the authority to reverse the deci-
sion.

(d) DEADLINE FOR DETERMINATIONS.—
(1) PRIOR AUTHORIZATION SERVICES.—Except

as provided in paragraph (2), in the case of a
utilization review activity involving the
prior authorization of health care items and
services for an individual, the utilization re-
view program shall make a determination
concerning such authorization, and provide
notice of the determination to the individual
or the individual’s designee and the individ-
ual’s health care provider by telephone and
in printed form, as soon as possible in ac-
cordance with the medical exigencies of the
cases, and in no event later than 3 business
days after the date of receipt of information
that is reasonably necessary to make such
determination.

(2) CONTINUED CARE.—In the case of a utili-
zation review activity involving authoriza-
tion for continued or extended health care
services for an individual, or additional serv-
ices for an individual undergoing a course of
continued treatment prescribed by a health
care provider, the utilization review program
shall make a determination concerning such
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authorization, and provide notice of the de-
termination to the individual or the individ-
ual’s designee and the individual’s health
care provider by telephone and in printed
form, as soon as possible in accordance with
the medical exigencies of the cases, and in no
event later than 1 business day after the date
of receipt of information that is reasonably
necessary to make such determination. Such
notice shall include, with respect to contin-
ued or extended health care services, the
number of extended services approved, the
new total of approved services, the date of
onset of services, and the next review date, if
any.

(3) PREVIOUSLY PROVIDED SERVICES.—In the
case of a utilization review activity involv-
ing retrospective review of health care serv-
ices previously provided for an individual,
the utilization review program shall make a
determination concerning such services, and
provide notice of the determination to the
individual or the individual’s designee and
the individual’s health care provider by tele-
phone and in printed form, within 30 days of
the date of receipt of information that is rea-
sonably necessary to make such determina-
tion.

(4) REFERENCE TO SPECIAL RULES FOR EMER-
GENCY SERVICES, MAINTENANCE CARE, AND
POST-STABILIZATION CARE.—For waiver of
prior authorization requirements in certain
cases involving emergency services and
maintenance care and post-stabilization
care, see subsections (a)(1) and (b) of section
101, respectively.

(e) NOTICE OF ADVERSE DETERMINATIONS.—
(1) IN GENERAL.—Notice of an adverse de-

termination under a utilization review pro-
gram shall be provided in printed form and
shall include—

(A) the reasons for the determination (in-
cluding the clinical rationale);

(B) instructions on how to initiate an ap-
peal under section 132; and

(C) notice of the availability, upon request
of the individual (or the individual’s des-
ignee) of the clinical review criteria relied
upon to make such determination.

(2) SPECIFICATION OF ANY ADDITIONAL INFOR-
MATION.—Such a notice shall also specify
what (if any) additional necessary informa-
tion must be provided to, or obtained by, the
person making the determination in order to
make a decision on such an appeal.
SEC. 116. HEALTH CARE QUALITY ADVISORY

BOARD.
(a) ESTABLISHMENT.—The President shall

establish an advisory board to provide infor-
mation to Congress and the administration
on issues relating to quality monitoring and
improvement in the health care provided
under group health plans and health insur-
ance coverage.

(b) NUMBER AND APPOINTMENT.—The advi-
sory board shall be composed of the Sec-
retary of Health and Human Services (or the
Secretary’s designee), the Secretary of Labor
(or the Secretary’s designee), and 20 addi-
tional members appointed by the President,
in consultation with the Majority and Mi-
nority Leaders of the Senate and House of
Representatives. The members so appointed
shall include individuals with expertise in—

(1) consumer needs;
(2) education and training of health profes-

sionals;
(3) health care services;
(4) health plan management;
(5) health care accreditation, quality as-

surance, improvement, measurement, and
oversight;

(6) medical practice, including practicing
physicians;

(7) prevention and public health; and
(8) public and private group purchasing for

small and large employers or groups.
(c) DUTIES.—The advisory board shall—

(1) identify, update, and disseminate meas-
ures of health care quality for group health
plans and health insurance issuers, including
network and non-network plans;

(2) advise the Secretary on the develop-
ment and maintenance of the minimum data
set in section 112(b); and

(3) advise the Secretary on standardized
formats for information on group health
plans and health insurance coverage.
The measures identified under paragraph (1)
may be used on a voluntary basis by such
plans and issuers. In carrying out paragraph
(1), the advisory board shall consult and co-
operate with national health care standard
setting bodies which define quality indica-
tors, the Agency for Health Care Policy and
Research, the Institute of Medicine, and
other public and private entities that have
expertise in health care quality.

(d) REPORT.—The advisory board shall pro-
vide an annual report to Congress and the
President on the quality of the health care
in the United States and national and re-
gional trends in health care quality. Such re-
port shall include a description of deter-
minants of health care quality and measure-
ments of practice and quality variability
within the United States.

(e) SECRETARIAL CONSULTATION.—In serving
on the advisory board, the Secretaries of
Health and Human Services and Labor (or
their designees) shall consult with the Sec-
retaries responsible for other Federal health
insurance and health care programs.

(f) VACANCIES.—Any vacancy on the board
shall be filled in such manner as the original
appointment. Members of the board shall
serve without compensation but shall be re-
imbursed for travel, subsistence, and other
necessary expenses incurred by them in the
performance of their duties. Administrative
support, scientific support, and technical as-
sistance for the advisory board shall be pro-
vided by the Secretary of Health and Human
Services.

(g) CONTINUATION.—Section 14(a)(2)(B) of
the Federal Advisory Committee Act (5
U.S.C. App.; relating to the termination of
advisory committees) shall not apply to the
advisory board.

Subtitle C—Patient Information
SEC. 121. PATIENT INFORMATION.

(a) DISCLOSURE REQUIREMENT.—
(1) GROUP HEALTH PLANS.—A group health

plan shall—
(A) provide to participants and bene-

ficiaries at the time of initial coverage under
the plan (or the effective date of this section,
in the case of individuals who are partici-
pants or beneficiaries as of such date), and at
least annually thereafter, the information
described in subsection (b) in printed form;

(B) provide to participants and bene-
ficiaries, within a reasonable period (as spec-
ified by the appropriate Secretary) before or
after the date of significant changes in the
information described in subsection (b), in-
formation in printed form on such signifi-
cant changes; and

(C) upon request, make available to par-
ticipants and beneficiaries, the applicable
authority, and prospective participants and
beneficiaries, the information described in
subsection (b) or (c) in printed form.

(2) HEALTH INSURANCE ISSUERS.—A health
insurance issuer in connection with the pro-
vision of health insurance coverage shall—

(A) provide to individuals enrolled under
such coverage at the time of enrollment, and
at least annually thereafter, the information
described in subsection (b) in printed form;

(B) provide to enrollees, within a reason-
able period (as specified by the appropriate
Secretary) before or after the date of signifi-
cant changes in the information described in
subsection (b), information in printed form
on such significant changes; and

(C) upon request, make available to the ap-
plicable authority, to individuals who are
prospective enrollees, and to the public the
information described in subsection (b) or (c)
in printed form.

(b) INFORMATION PROVIDED.—The informa-
tion described in this subsection with respect
to a group health plan or health insurance
coverage offered by a health insurance issuer
includes the following:

(1) SERVICE AREA.—The service area of the
plan or issuer.

(2) BENEFITS.—Benefits offered under the
plan or coverage, including—

(A) covered benefits, including benefit lim-
its and coverage exclusions;

(B) cost sharing, such as deductibles, coin-
surance, and copayment amounts, including
any liability for balance billing, any maxi-
mum limitations on out of pocket expenses,
and the maximum out of pocket costs for
services that are provided by non participat-
ing providers or that are furnished without
meeting the applicable utilization review re-
quirements;

(C) the extent to which benefits may be ob-
tained from nonparticipating providers;

(D) the extent to which a participant, ben-
eficiary, or enrollee may select from among
participating providers and the types of pro-
viders participating in the plan or issuer net-
work;

(E) process for determining experimental
coverage; and

(F) use of a prescription drug formulary.
(3) ACCESS.—A description of the following:
(A) The number, mix, and distribution of

providers under the plan or coverage.
(B) Out-of-network coverage (if any) pro-

vided by the plan or coverage.
(C) Any point-of-service option (including

any supplemental premium or cost-sharing
for such option).

(D) The procedures for participants, bene-
ficiaries, and enrollees to select, access, and
change participating primary and specialty
providers.

(E) The rights and procedures for obtaining
referrals (including standing referrals) to
participating and nonparticipating provid-
ers.

(F) The name, address, and telephone num-
ber of participating health care providers
and an indication of whether each such pro-
vider is available to accept new patients.

(G) Any limitations imposed on the selec-
tion of qualifying participating health care
providers, including any limitations imposed
under section 103(b)(2).

(H) How the plan or issuer addresses the
needs of participants, beneficiaries, and en-
rollees and others who do not speak English
or who have other special communications
needs in accessing providers under the plan
or coverage, including the provision of infor-
mation described in this subsection and sub-
section (c) to such individuals and including
the provision of information in a language
other than English if 5 percent of the number
of participants, beneficiaries, and enrollees
communicate in that language instead of
English.

(4) OUT-OF-AREA COVERAGE.—Out-of-area
coverage provided by the plan or issuer.

(5) EMERGENCY COVERAGE.—Coverage of
emergency services, including—

(A) the appropriate use of emergency serv-
ices, including use of the 911 telephone sys-
tem or its local equivalent in emergency sit-
uations and an explanation of what con-
stitutes an emergency situation;

(B) the process and procedures of the plan
or issuer for obtaining emergency services;
and

(C) the locations of (i) emergency depart-
ments, and (ii) other settings, in which plan
physicians and hospitals provide emergency
services and post-stabilization care.



CONGRESSIONAL RECORD — HOUSEH6388 July 24, 1998
(6) PERCENTAGE OF PREMIUMS USED FOR BEN-

EFITS (LOSS-RATIOS).—In the case of health
insurance coverage only (and not with re-
spect to group health plans that do not pro-
vide coverage through health insurance cov-
erage), a description of the overall loss-ratio
for the coverage (as defined in accordance
with rules established or recognized by the
Secretary of Health and Human Services).

(7) PRIOR AUTHORIZATION RULES.—Rules re-
garding prior authorization or other review
requirements that could result in noncov-
erage or nonpayment.

(8) GRIEVANCE AND APPEALS PROCEDURES.—
All appeal or grievance rights and procedures
under the plan or coverage, including the
method for filing grievances and the time
frames and circumstances for acting on
grievances and appeals, who is the applicable
authority with respect to the plan or issuer,
and the availability of assistance through an
ombudsman to individuals in relation to
group health plans and health insurance cov-
erage.

(9) QUALITY ASSURANCE.—A summary de-
scription of the data on quality collected
under section 112(a), including a summary
description of the data on satisfaction of par-
ticipants, beneficiaries, and enrollees (in-
cluding data on individual voluntary
disenrollment and grievances and appeals)
described in section 112(b)(4).

(10) SUMMARY OF PROVIDER FINANCIAL IN-
CENTIVES.—A summary description of the in-
formation on the types of financial payment
incentives (described in section 1852(j)(4) of
the Social Security Act) provided by the
plan or issuer under the coverage.

(11) INFORMATION ON ISSUER.—Notice of ap-
propriate mailing addresses and telephone
numbers to be used by participants, bene-
ficiaries, and enrollees in seeking informa-
tion or authorization for treatment.

(12) AVAILABILITY OF INFORMATION ON RE-
QUEST.—Notice that the information de-
scribed in subsection (c) is available upon re-
quest.

(c) INFORMATION MADE AVAILABLE UPON
REQUEST.—The information described in this
subsection is the following:

(1) UTILIZATION REVIEW ACTIVITIES.—A de-
scription of procedures used and require-
ments (including circumstances, time
frames, and appeal rights) under any utiliza-
tion review program under section 115, in-
cluding under any drug formulary program
under section 107.

(2) GRIEVANCE AND APPEALS INFORMATION.—
Information on the number of grievances and
appeals and on the disposition in the aggre-
gate of such matters.

(3) METHOD OF PHYSICIAN COMPENSATION.—
An overall summary description as to the
method of compensation of participating
physicians, including information on the
types of financial payment incentives (de-
scribed in section 1852(j)(4) of the Social Se-
curity Act) provided by the plan or issuer
under the coverage.

(4) SPECIFIC INFORMATION ON CREDENTIALS
OF PARTICIPATING PROVIDERS.—In the case of
each participating provider, a description of
the credentials of the provider.

(5) CONFIDENTIALITY POLICIES AND PROCE-
DURES.—A description of the policies and
procedures established to carry out section
122.

(6) FORMULARY RESTRICTIONS.—A descrip-
tion of the nature of any drug formula re-
strictions.

(7) PARTICIPATING PROVIDER LIST.—A list of
current participating health care providers.

(d) FORM OF DISCLOSURE.—
(1) UNIFORMITY.—Information required to

be disclosed under this section shall be pro-
vided in accordance with uniform, national
reporting standards specified by the Sec-
retary, after consultation with applicable

State authorities, so that prospective enroll-
ees may compare the attributes of different
issuers and coverage offered within an area.

(2) INFORMATION INTO HANDBOOK.—Nothing
in this section shall be construed as prevent-
ing a group health plan or health insurance
issuer from making the information under
subsections (b) and (c) available to partici-
pants, beneficiaries, and enrollees through
an enrollee handbook or similar publication.

(3) UPDATING PARTICIPATING PROVIDER IN-
FORMATION.—The information on participat-
ing health care providers described in sub-
section (b)(3)(C) shall be updated within such
reasonable period as determined appropriate
by the Secretary. Nothing in this section
shall prevent an issuer from changing or up-
dating other information made available
under this section.

(e) CONSTRUCTION.—Nothing in this section
shall be construed as requiring public disclo-
sure of individual contracts or financial ar-
rangements between a group health plan or
health insurance issuer and any provider.
SEC. 122. PROTECTION OF PATIENT CONFIDEN-

TIALITY.
Insofar as a group health plan, or a health

insurance issuer that offers health insurance
coverage, maintains medical records or other
health information regarding participants,
beneficiaries, and enrollees, the plan or
issuer shall establish procedures—

(1) to safeguard the privacy of any individ-
ually identifiable enrollee information;

(2) to maintain such records and informa-
tion in a manner that is accurate and time-
ly, and

(3) to assure timely access of such individ-
uals to such records and information.
SEC. 123. HEALTH INSURANCE OMBUDSMEN.

(a) IN GENERAL.—Each State that obtains a
grant under subsection (c) shall provide for
creation and operation of a Health Insurance
Ombudsman through a contract with a not-
for-profit organization that operates inde-
pendent of group health plans and health in-
surance issuers. Such Ombudsman shall be
responsible for at least the following:

(1) To assist consumers in the State in
choosing among health insurance coverage
or among coverage options offered within
group health plans.

(2) To provide counseling and assistance to
enrollees dissatisfied with their treatment
by health insurance issuers and group health
plans in regard to such coverage or plans and
with respect to grievances and appeals re-
garding determinations under such coverage
or plans.

(b) FEDERAL ROLE.—In the case of any
State that does not provide for such an Om-
budsman under subsection (a), the Secretary
shall provide for the creation and operation
of a Health Insurance Ombudsman through a
contract with a not-for-profit organization
that operates independent of group health
plans and health insurance issuers and that
is responsible for carrying out with respect
to that State the functions otherwise pro-
vided under subsection (a) by a Health Insur-
ance Ombudsman.

(c) AUTHORIZATION OF APPROPRIATIONS.—
There are authorized to be appropriated to
the Secretary of Health and Human Services
such amounts as may be necessary to pro-
vide for grants to States for contracts for
Health Insurance Ombudsmen under sub-
section (a) or contracts for such Ombudsmen
under subsection (b).

(d) CONSTRUCTION.—Nothing in this section
shall be construed to prevent the use of
other forms of enrollee assistance.

Subtitle D—Grievance and Appeals
Procedures

SEC. 131. ESTABLISHMENT OF GRIEVANCE PROC-
ESS.

(a) ESTABLISHMENT OF GRIEVANCE SYS-
TEM.—

(1) IN GENERAL.—A group health plan, and
a health insurance issuer in connection with
the provision of health insurance coverage,
shall establish and maintain a system to pro-
vide for the presentation and resolution of
oral and written grievances brought by indi-
viduals who are participants, beneficiaries,
or enrollees, or health care providers or
other individuals acting on behalf of an indi-
vidual and with the individual’s consent, re-
garding any aspect of the plan’s or issuer’s
services.

(2) SCOPE.—The system shall include griev-
ances regarding access to and availability of
services, quality of care, choice and acces-
sibility of providers, network adequacy, and
compliance with the requirements of this
title.

(b) GRIEVANCE SYSTEM.—Such system shall
include the following components with re-
spect to individuals who are participants,
beneficiaries, or enrollees:

(1) Written notification to all such individ-
uals and providers of the telephone numbers
and business addresses of the plan or issuer
personnel responsible for resolution of griev-
ances and appeals.

(2) A system to record and document, over
a period of at least 3 previous years, all
grievances and appeals made and their sta-
tus.

(3) A process providing for timely process-
ing and resolution of grievances.

(4) Procedures for follow-up action, includ-
ing the methods to inform the person mak-
ing the grievance of the resolution of the
grievance.

(5) Notification to the continuous quality
improvement program under section 111(a) of
all grievances and appeals relating to qual-
ity of care.
SEC. 132. INTERNAL APPEALS OF ADVERSE DE-

TERMINATIONS.

(a) RIGHT OF APPEAL.—
(1) IN GENERAL.—A participant or bene-

ficiary in a group health plan, and an en-
rollee in health insurance coverage offered
by a health insurance issuer, and any pro-
vider or other person acting on behalf of
such an individual with the individual’s con-
sent, may appeal any appealable decision (as
defined in paragraph (2)) under the proce-
dures described in this section and (to the
extent applicable) section 133. Such individ-
uals and providers shall be provided with a
written explanation of the appeal process
and the determination upon the conclusion
of the appeals process and as provided in sec-
tion 121(b)(8).

(2) APPEALABLE DECISION DEFINED.—In this
section, the term ‘‘appealable decision’’
means any of the following:

(A) Denial, reduction, or termination of, or
failure to provide or make payment (in
whole or in part) for, a benefit, including a
failure to cover an item or service for which
benefits are otherwise provided because it is
determined to be experimental or investiga-
tional or not medically necessary or appro-
priate.

(B) Failure to provide coverage of emer-
gency services or reimbursement of mainte-
nance care or post-stabilization care under
section 101.

(C) Failure to provide a choice of provider
under section 103.

(D) Failure to provide qualified health care
providers under section 103.

(E) Failure to provide access to specialty
and other care under section 104.

(F) Failure to provide continuation of care
under section 105.

(G) Failure to provide coverage of routine
patient costs in connection with an approval
clinical trial under section 106.

(H) Failure to provide access to needed
drugs under section 107(a)(3) or 107(b).
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(I) Discrimination in delivery of services in

violation of section 109.
(J) An adverse determination under a utili-

zation review program under section 115.
(K) The imposition of a limitation that is

prohibited under section 151.
(b) INTERNAL APPEAL PROCESS.—
(1) IN GENERAL.—Each group health plan

and health insurance issuer shall establish
and maintain an internal appeal process
under which any participant, beneficiary, en-
rollee, or provider acting on behalf of such
an individual with the individual’s consent,
who is dissatisfied with any appealable deci-
sion has the opportunity to appeal the deci-
sion through an internal appeal process. The
appeal may be communicated orally.

(2) CONDUCT OF REVIEW.—
(A) IN GENERAL.—The process shall include

a review of the decision by a physician or
other health care professional (or profes-
sionals) who has been selected by the plan or
issuer and who has not been involved in the
appealable decision at issue in the appeal.

(B) AVAILABILITY AND PARTICIPATION OF
CLINICAL PEERS.—The individuals conducting
such review shall include one or more clini-
cal peers (as defined in section 191(c)(2)) who
have not been involved in the appealable de-
cision at issue in the appeal.

(3) DEADLINE.—
(A) IN GENERAL.—Subject to subsection (c),

the plan or issuer shall conclude each appeal
as soon as possible after the time of the re-
ceipt of the appeal in accordance with medi-
cal exigencies of the case involved, but in no
event later than—

(i) 72 hours after the time of receipt of an
expedited appeal, and

(ii) except as provided in subparagraph (B),
30 business days after such time (or, if the
participant, beneficiary, or enrollee supplies
additional information that was not avail-
able to the plan or issuer at the time of the
receipt of the appeal, after the date of sup-
plying such additional information) in the
case of all other appeals.

(B) EXTENSION.—In the case of an appeal
that does not relate to a decision regarding
an expedited appeal and that does not in-
volve medical exigencies, if a group health
plan or health insurance issuer is unable to
conclude the appeal within the time period
provided under subparagraph (A)(ii) due to
circumstances beyond the control of the plan
or issuer, the deadline shall be extended for
up to an additional 10 business days if the
plan or issuer provides, on or before 10 days
before the deadline otherwise applicable,
written notice to the participant, bene-
ficiary, or enrollee and the provider involved
of the extension and the reasons for the ex-
tension.

(4) NOTICE.—If a plan or issuer denies an
appeal, the plan or issuer shall provide the
participant, beneficiary, or enrollee and pro-
vider involved with notice in printed form of
the denial and the reasons therefore, to-
gether with a notice in printed form of rights
to any further appeal.

(c) EXPEDITED REVIEW PROCESS.—
(1) IN GENERAL.—A group health plan, and

a health insurance issuer, shall establish
procedures in writing for the expedited con-
sideration of appeals under subsection (b) in
situations in which the application of the
normal timeframe for making a determina-
tion could seriously jeopardize the life or
health of the participant, beneficiary, or en-
rollee or such an individual’s ability to re-
gain maximum function.

(2) PROCESS.—Under such procedures—
(A) the request for expedited appeal may be

submitted orally or in writing by an individ-
ual or provider who is otherwise entitled to
request the appeal;

(B) all necessary information, including
the plan’s or issuer’s decision, shall be trans-

mitted between the plan or issuer and the re-
quester by telephone, facsimile, or other
similarly expeditious available method; and

(C) the plan or issuer shall expedite the ap-
peal if the request for an expedited appeal is
submitted under subparagraph (A) by a phy-
sician and the request indicates that the sit-
uation described in paragraph (1) exists.

(d) DIRECT USE OF FURTHER APPEALS.—In
the event that the plan or issuer fails to
comply with any of the deadlines for comple-
tion of appeals under this section or in the
event that the plan or issuer for any reason
expressly waives its rights to an internal re-
view of an appeal under subsection (b), the
participant, beneficiary, or enrollee involved
and the provider involved shall be relieved of
any obligation to complete the appeal in-
volved and may, at such an individual’s or
provider’s option, proceed directly to seek
further appeal through any applicable exter-
nal appeals process.
SEC. 133. EXTERNAL APPEALS OF ADVERSE DE-

TERMINATIONS.
(a) RIGHT TO EXTERNAL APPEAL.—
(1) IN GENERAL.—A group health plan, and

a health insurance issuer offering group
health insurance coverage, shall provide for
an external appeals process that meets the
requirements of this section in the case of an
externally appealable decision described in
paragraph (2). The appropriate Secretary
shall establish standards to carry out such
requirements.

(2) EXTERNALLY APPEALABLE DECISION DE-
FINED.—For purposes of this section, the
term ‘‘externally appealable decision’’ means
an appealable decision (as defined in section
132(a)(2)) if—

(A) the amount involved exceeds a signifi-
cant threshold; or

(B) the patient’s life or health is jeopard-
ized as a consequence of the decision.
Such term does not include a denial of cov-
erage for services that are specifically listed
in plan or coverage documents as excluded
from coverage.

(3) EXHAUSTION OF INTERNAL APPEALS PROC-
ESS.—A plan or issuer may condition the use
of an external appeal process in the case of
an externally appealable decision upon com-
pletion of the internal review process pro-
vided under section 132, but only if the deci-
sion is made in a timely basis consistent
with the deadlines provided under this sub-
title.

(b) GENERAL ELEMENTS OF EXTERNAL AP-
PEALS PROCESS.—

(1) CONTRACT WITH QUALIFIED EXTERNAL AP-
PEAL ENTITY.—

(A) CONTRACT REQUIREMENT.—Subject to
subparagraph (B), the external appeal proc-
ess under this section of a plan or issuer
shall be conducted under a contract between
the plan or issuer and one or more qualified
external appeal entities (as defined in sub-
section (c)).

(B) RESTRICTIONS ON QUALIFIED EXTERNAL
APPEAL ENTITY.—

(i) BY STATE FOR HEALTH INSURANCE
ISSUERS.—With respect to health insurance
issuers in a State, the State may provide for
external review activities to be conducted by
a qualified external appeal entity that is des-
ignated by the State or that is selected by
the State in such a manner as to assure an
unbiased determination.

(ii) BY FEDERAL GOVERNMENT FOR GROUP
HEALTH PLANS.—With respect to group health
plans, the appropriate Secretary may exer-
cise the same authority as a State may exer-
cise with respect to health insurance issuers
under clause (i). Such authority may include
requiring the use of the qualified external
appeal entity designated or selected under
such clause.

(iii) LIMITATION ON PLAN OR ISSUER SELEC-
TION.—If an applicable authority permits

more than one entity to qualify as a quali-
fied external appeal entity with respect to a
group health plan or health insurance issuer
and the plan or issuer may select among
such qualified entities, the applicable au-
thority—

(I) shall assure that the selection process
will not create any incentives for external
appeal entities to make a decision in a bi-
ased manner, and

(II) shall implement procedures for audit-
ing a sample of decisions by such entities to
assure that no such decisions are made in a
biased manner.

(C) OTHER TERMS AND CONDITIONS.—The
terms and conditions of a contract under
this paragraph shall be consistent with the
standards the appropriate Secretary shall es-
tablish to assure there is no real or apparent
conflict of interest in the conduct of external
appeal activities. Such contract shall pro-
vide that the direct costs of the process (not
including costs of representation of a partic-
ipant, beneficiary, or enrollee) shall be paid
by the plan or issuer, and not by the partici-
pant, beneficiary, or enrollee.

(2) ELEMENTS OF PROCESS.—An external ap-
peal process shall be conducted consistent
with standards established by the appro-
priate Secretary that include at least the
following:

(A) FAIR PROCESS; DE NOVO DETERMINA-
TION.—The process shall provide for a fair, de
novo determination.

(B) DETERMINATION CONCERNING EXTER-
NALLY APPEALABLE DECISIONS.—A qualified
external appeal entity shall determine
whether a decision is an externally appeal-
able decision and related decisions, includ-
ing—

(i) whether such a decision involves an ex-
pedited appeal;

(ii) the appropriate deadlines for internal
review process required due to medical ex-
igencies in a case; and

(iii) whether such a process has been com-
pleted.

(C) OPPORTUNITY TO SUBMIT EVIDENCE, HAVE
REPRESENTATION, AND MAKE ORAL PRESEN-
TATION.—Each party to an externally appeal-
able decision—

(i) may submit and review evidence related
to the issues in dispute,

(ii) may use the assistance or representa-
tion of one or more individuals (any of whom
may be an attorney), and

(iii) may make an oral presentation.
(D) PROVISION OF INFORMATION.—The plan

or issuer involved shall provide timely ac-
cess to all its records relating to the matter
of the externally appealable decision and to
all provisions of the plan or health insurance
coverage (including any coverage manual)
relating to the matter.

(E) TIMELY DECISIONS.—A determination by
the external appeal entity on the decision
shall—

(i) be made orally or in writing and, if it is
made orally, shall be supplied to the parties
in writing as soon as possible;

(ii) be binding on the plan or issuer;
(iii) be made in accordance with the medi-

cal exigencies of the case involved, but in no
event later than 60 days (or 72 hours in the
case of an expedited appeal) from the date of
completion of the filing of notice of external
appeal of the decision;

(iv) state, in layperson’s language, the
basis for the determination, including, if rel-
evant, any basis in the terms or conditions
of the plan or coverage; and

(v) inform the participant, beneficiary, or
enrollee of the individual’s rights to seek
further review by the courts (or other proc-
ess) of the external appeal determination.

(c) QUALIFICATIONS OF EXTERNAL APPEAL
ENTITIES.—
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(1) IN GENERAL.—For purposes of this sec-

tion, the term ‘‘qualified external appeal en-
tity’’ means, in relation to a plan or issuer,
an entity (which may be a governmental en-
tity) that is certified under paragraph (2) as
meeting the following requirements:

(A) There is no real or apparent conflict of
interest that would impede the entity con-
ducting external appeal activities independ-
ent of the plan or issuer.

(B) The entity conducts external appeal ac-
tivities through clinical peers.

(C) The entity has sufficient medical,
legal, and other expertise and sufficient
staffing to conduct external appeal activities
for the plan or issuer on a timely basis con-
sistent with subsection (b)(3)(E).

(D) The entity meets such other require-
ments as the appropriate Secretary may im-
pose.

(2) CERTIFICATION OF EXTERNAL APPEAL EN-
TITIES.—

(A) IN GENERAL.—In order to be treated as
a qualified external appeal entity with re-
spect to—

(i) a group health plan, the entity must be
certified (and, in accordance with subpara-
graph (B), periodically recertified) as meet-
ing the requirements of paragraph (1) by the
Secretary of Labor (or under a process recog-
nized or approved by the Secretary of Labor);
or

(ii) a health insurance issuer operating in a
State, the entity must be certified (and, in
accordance with subparagraph (B), periodi-
cally recertified) as meeting such require-
ments by the applicable State authority (or,
if the States has not established an adequate
certification and recertification process, by
the Secretary of Health and Human Services,
or under a process recognized or approved by
such Secretary).

(B) RECERTIFICATION PROCESS.—The appro-
priate Secretary shall develop standards for
the recertification of external appeal enti-
ties. Such standards shall include a speci-
fication of—

(i) the information required to be submit-
ted as a condition of recertification on the
entity’s performance of external appeal ac-
tivities, which information shall include the
number of cases reviewed, a summary of the
disposition of those cases, the length of time
in making determinations on those cases,
and such information as may be necessary to
assure the independence of the entity from
the plans or issuers for which external ap-
peal activities are being conducted; and

(ii) the periodicity which recertification
will be required.

(d) CONTINUING LEGAL RIGHTS OF ENROLL-
EES.—Nothing in this title shall be construed
as removing any legal rights of participants,
beneficiaries, enrollees, and others under
State or Federal law, including the right to
file judicial actions to enforce rights.

Subtitle E—Protecting the Doctor-Patient
Relationship

SEC. 141. PROHIBITION OF INTERFERENCE WITH
CERTAIN MEDICAL COMMUNICA-
TIONS.

(a) PROHIBITION.—
(1) GENERAL RULE.—The provisions of any

contract or agreement, or the operation of
any contract or agreement, between a group
health plan or health insurance issuer in re-
lation to health insurance coverage (includ-
ing any partnership, association, or other or-
ganization that enters into or administers
such a contract or agreement) and a health
care provider (or group of health care provid-
ers) shall not prohibit or restrict the pro-
vider from engaging in medical communica-
tions with the provider’s patient.

(2) NULLIFICATION.—Any contract provision
or agreement described in paragraph (1) shall
be null and void.

(b) RULES OF CONSTRUCTION.—Nothing in
this section shall be construed—

(1) to prohibit the enforcement, as part of
a contract or agreement to which a health
care provider is a party, of any mutually
agreed upon terms and conditions, including
terms and conditions requiring a health care
provider to participate in, and cooperate
with, all programs, policies, and procedures
developed or operated by a group health plan
or health insurance issuer to assure, review,
or improve the quality and effective utiliza-
tion of health care services (if such utiliza-
tion is according to guidelines or protocols
that are based on clinical or scientific evi-
dence and the professional judgment of the
provider) but only if the guidelines or proto-
cols under such utilization do not prohibit or
restrict medical communications between
providers and their patients; or

(2) to permit a health care provider to mis-
represent the scope of benefits covered under
the group health plan or health insurance
coverage or to otherwise require a group
health plan health insurance issuer to reim-
burse providers for benefits not covered
under the plan or coverage.

(c) MEDICAL COMMUNICATION DEFINED.—In
this section:

(1) IN GENERAL.—The term ‘‘medical com-
munication’’ means any communication
made by a health care provider with a pa-
tient of the health care provider (or the
guardian or legal representative of such pa-
tient) with respect to—

(A) the patient’s health status, medical
care, or treatment options;

(B) any utilization review requirements
that may affect treatment options for the
patient; or

(C) any financial incentives that may af-
fect the treatment of the patient.

(2) MISREPRESENTATION.—The term ‘‘medi-
cal communication’’ does not include a com-
munication by a health care provider with a
patient of the health care provider (or the
guardian or legal representative of such pa-
tient) if the communication involves a
knowing or willful misrepresentation by
such provider.
SEC. 142. PROHIBITION AGAINST TRANSFER OF

INDEMNIFICATION OR IMPROPER
INCENTIVE ARRANGEMENTS.

(a) PROHIBITION OF TRANSFER OF INDEM-
NIFICATION.—

(1) IN GENERAL.—No contract or agreement
between a group health plan or health insur-
ance issuer (or any agent acting on behalf of
such a plan or issuer) and a health care pro-
vider shall contain any provision purporting
to transfer to the health care provider by in-
demnification or otherwise any liability re-
lating to activities, actions, or omissions of
the plan, issuer, or agent (as opposed to the
provider).

(2) NULLIFICATION.—Any contract or agree-
ment provision described in paragraph (1)
shall be null and void.

(b) PROHIBITION OF IMPROPER PHYSICIAN IN-
CENTIVE PLANS.—

(1) IN GENERAL.—A group health plan and a
health insurance issuer offering health insur-
ance coverage may not operate any physi-
cian incentive plan (as defined in subpara-
graph (B) of section 1876(i)(8) of the Social
Security Act) unless the requirements de-
scribed in subparagraph (A) of such section
are met with respect to such a plan.

(2) APPLICATION.—For purposes of carrying
out paragraph (1), any reference in section
1876(i)(8) of the Social Security Act to the
Secretary, an eligible organization, or an in-
dividual enrolled with the organization shall
be treated as a reference to the applicable
authority, a group health plan or health in-
surance issuer, respectively, and a partici-
pant, beneficiary, or enrollee with the plan
or organization, respectively.

SEC. 143. ADDITIONAL RULES REGARDING PAR-
TICIPATION OF HEALTH CARE PRO-
FESSIONALS.

(a) PROCEDURES.—Insofar as a group health
plan, or health insurance issuer that offers
health insurance coverage, provides benefits
through participating health care profes-
sionals, the plan or issuer shall establish rea-
sonable procedures relating to the participa-
tion (under an agreement between a profes-
sional and the plan or issuer) of such profes-
sionals under the plan or coverage. Such pro-
cedures shall include—

(1) providing notice of the rules regarding
participation;

(2) providing written notice of participa-
tion decisions that are adverse to profes-
sionals; and

(3) providing a process within the plan or
issuer for appealing such adverse decisions,
including the presentation of information
and views of the professional regarding such
decision.

(b) CONSULTATION IN MEDICAL POLICIES.—A
group health plan, and health insurance
issuer that offers health insurance coverage,
shall consult with participating physicians
(if any) regarding the plan’s or issuer’s medi-
cal policy, quality, and medical management
procedures.
SEC. 144. PROTECTION FOR PATIENT ADVOCACY.

(a) PROTECTION FOR USE OF UTILIZATION RE-
VIEW AND GRIEVANCE PROCESS.—A group
health plan, and a health insurance issuer
with respect to the provision of health insur-
ance coverage, may not retaliate against a
participant, beneficiary, enrollee, or health
care provider based on the participant’s,
beneficiary’s, enrollee’s or provider’s use of,
or participation in, a utilization review proc-
ess or a grievance process of the plan or
issuer (including an internal or external re-
view or appeal process) under this title.

(b) PROTECTION FOR QUALITY ADVOCACY BY
HEALTH CARE PROFESSIONALS.—

(1) IN GENERAL.—A group health plan or
health insurance issuer may not retaliate or
discriminate against a protected health care
professional because the professional in good
faith—

(A) discloses information relating to the
care, services, or conditions affecting one or
more participants, beneficiaries, or enrollees
of the plan or issuer to an appropriate public
regulatory agency, an appropriate private
accreditation body, or appropriate manage-
ment personnel of the plan or issuer; or

(B) initiates, cooperates, or otherwise par-
ticipates in an investigation or proceeding
by such an agency with respect to such care,
services, or conditions.

If an institutional health care provider is a
participating provider with such a plan or
issuer or otherwise receives payments for
benefits provided by such a plan or issuer,
the provisions of the previous sentence shall
apply to the provider in relation to care,
services, or conditions affecting one or more
patients within an institutional health care
provider in the same manner as they apply
to the plan or issuer in relation to care, serv-
ices, or conditions provided to one or more
participants, beneficiaries, or enrollees; and
for purposes of applying this sentence, any
reference to a plan or issuer is deemed a ref-
erence to the institutional health care pro-
vider.

(2) GOOD FAITH ACTION.—For purposes of
paragraph (1), a protected health care profes-
sional is considered to be acting in good
faith with respect to disclosure of informa-
tion or participation if, with respect to the
information disclosed as part of the action—

(A) the disclosure is made on the basis of
personal knowledge and is consistent with
that degree of learning and skill ordinarily
possessed by health care professionals with
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the same licensure or certification and the
same experience;

(B) the professional reasonably believes
the information to be true;

(C) the information evidences either a vio-
lation of a law, rule, or regulation, of an ap-
plicable accreditation standard, or of a gen-
erally recognized professional or clinical
standard or that a patient is in imminent
hazard of loss of life or serious injury; and

(D) subject to subparagraphs (B) and (C) of
paragraph (3), the professional has followed
reasonable internal procedures of the plan,
issuer, or institutional health care provider
established or the purpose of addressing
quality concerns before making the disclo-
sure.

(3) EXCEPTION AND SPECIAL RULE.—
(A) GENERAL EXCEPTION.—Paragraph (1)

does not protect disclosures that would vio-
late Federal or State law or diminish or im-
pair the rights of any person to the contin-
ued protection of confidentiality of commu-
nications provided by such law.

(B) NOTICE OF INTERNAL PROCEDURES.—Sub-
paragraph (D) of paragraph (2) shall not
apply unless the internal procedures in-
volved are reasonably expected to be known
to the health care professional involved. For
purposes of this subparagraph, a health care
professional is reasonably expected to know
of internal procedures if those procedures
have been made available to the professional
through distribution or posting.

(C) INTERNAL PROCEDURE EXCEPTION.—Sub-
paragraph (D) of paragraph (2) also shall not
apply if—

(i) the disclosure relates to an imminent
hazard of loss of life or serious injury to a
patient;

(ii) the disclosure is made to an appro-
priate private accreditation body pursuant
to disclosure procedures established by the
body; or

(iii) the disclosure is in response to an in-
quiry made in an investigation or proceeding
of an appropriate public regulatory agency
and the information disclosed is limited to
the scope of the investigation or proceeding.

(4) ADDITIONAL CONSIDERATIONS.—It shall
not be a violation of paragraph (1) to take an
adverse action against a protected health
care professional if the plan, issuer, or pro-
vider taking the adverse action involved
demonstrates that it would have taken the
same adverse action even in the absence of
the activities protected under such para-
graph.

(5) NOTICE.—A group health plan, health in-
surance issuer, and institutional health care
provider shall post a notice, to be provided
or approved by the Secretary of Labor, set-
ting forth excerpts from, or summaries of,
the pertinent provisions of this subsection
and information pertaining to enforcement
of such provisions.

(6) CONSTRUCTIONS.—
(A) DETERMINATIONS OF COVERAGE.—Noth-

ing in this subsection shall be construed to
prohibit a plan or issuer from making a de-
termination not to pay for a particular medi-
cal treatment or service or the services of a
type of health care professional.

(B) ENFORCEMENT OF PEER REVIEW PROTO-
COLS AND INTERNAL PROCEDURES.—Nothing in
this subsection shall be construed to prohibit
a plan, issuer, or provider from establishing
and enforcing reasonable peer review or uti-
lization review protocols or determining
whether a protected health care professional
has complied with those protocols or from
establishing and enforcing internal proce-
dures for the purpose of addressing quality
concerns.

(C) RELATION TO OTHER RIGHTS.—Nothing in
this subsection shall be construed to abridge
rights of participants, beneficiaries, enroll-

ees, and protected health care professionals
under other applicable Federal or State laws.

(7) PROTECTED HEALTH CARE PROFESSIONAL
DEFINED.—For purposes of this subsection,
the term ‘‘protected health care profes-
sional’’ means an individual who is a li-
censed or certified health care professional
and who—

(A) with respect to a group health plan or
health insurance issuer, is an employee of
the plan or issuer or has a contract with the
plan or issuer for provision of services for
which benefits are available under the plan
or issuer; or

(B) with respect to an institutional health
care provider, is an employee of the provider
or has a contract or other arrangement with
the provider respecting the provision of
health care services.
Subtitle F—Promoting Good Medical Practice
SEC. 151. PROMOTING GOOD MEDICAL PRACTICE.

(a) PROHIBITING ARBITRARY LIMITATIONS OR
CONDITIONS FOR THE PROVISION OF SERV-
ICES.—

(1) IN GENERAL.—A group health plan, and
a health insurance issuer in connection with
the provision of health insurance coverage,
may not arbitrarily interfere with or alter
the decision of the treating physician regard-
ing the manner or setting in which particu-
lar services are delivered if the services are
medically necessary or appropriate for treat-
ment or diagnosis to the extent that such
treatment or diagnosis is otherwise a cov-
ered benefit.

(2) CONSTRUCTION.—Paragraph (1) shall not
be construed as prohibiting a plan or issuer
from limiting the delivery of services to one
or more health care providers within a net-
work of such providers.

(3) MANNER OR SETTING DEFINED.—In para-
graph (1), the term ‘‘manner or setting’’
means the location of treatment, such as
whether treatment is provided on an inpa-
tient or outpatient basis, and the duration of
treatment, such as the number of days in a
hospital, Such term does not include the cov-
erage of a particular service or treatment.

(b) NO CHANGE IN COVERAGE.—Subsection
(a) shall not be construed as requiring cov-
erage of particular services the coverage of
which is otherwise not covered under the
terms of the plan or coverage or from con-
ducting utilization review activities consist-
ent with this subsection.

(c) MEDICAL NECESSITY OR APPROPRIATE-
NESS DEFINED.—In subsection (a), the term
‘‘medically necessary or appropriate’’ means,
with respect to a service or benefit, a service
or benefit which is consistent with generally
accepted principles of professional medical
practice.
SEC. 152. STANDARDS RELATING TO BENEFITS

FOR CERTAIN BREAST CANCER
TREATMENT.

(a) REQUIREMENTS FOR MINIMUM HOSPITAL
STAY FOLLOWING MASTECTOMY OR LYMPH
NODE DISSECTION.—

(1) IN GENERAL.—A group health plan, and
a health insurance issuer offering group
health insurance coverage, may not—

(A) except as provided in paragraph (2)—
(i) restrict benefits for any hospital length

of stay in connection with a mastectomy for
the treatment of breast cancer to less than
48 hours, or

(ii) restrict benefits for any hospital length
of stay in connection with a lymph node dis-
section for the treatment of breast cancer to
less than 24 hours, or

(B) require that a provider obtain author-
ization from the plan or the issuer for pre-
scribing any length of stay required under
subparagraph (A) (without regard to para-
graph (2)).

(2) EXCEPTION.—Paragraph (1)(A) shall not
apply in connection with any group health

plan or health insurance issuer in any case
in which the decision to discharge the
woman involved prior to the expiration of
the minimum length of stay otherwise re-
quired under paragraph (1)(A) is made by the
attending provider in consultation with the
woman or in a case involving a partial mas-
tectomy without lymph node dissection.

(b) PROHIBITIONS.—A group health plan,
and a health insurance issuer offering group
health insurance coverage in connection
with a group health plan, may not—

(1) deny to a woman eligibility, or contin-
ued eligibility, to enroll or to renew cov-
erage under the terms of the plan, solely for
the purpose of avoiding the requirements of
this section;

(2) provide monetary payments or rebates
to women to encourage such women to ac-
cept less than the minimum protections
available under this section;

(3) penalize or otherwise reduce or limit
the reimbursement of an attending provider
because such provider provided care to an in-
dividual participant or beneficiary in accord-
ance with this section;

(4) provide incentives (monetary or other-
wise) to an attending provider to induce such
provider to provide care to an individual par-
ticipant or beneficiary in a manner incon-
sistent with this section; or

(5) subject to subsection (c)(3), restrict
benefits for any portion of a period within a
hospital length of stay required under sub-
section (a) in a manner which is less favor-
able than the benefits provided for any pre-
ceding portion of such stay.

(c) RULES OF CONSTRUCTION.—
(1) Nothing in this section shall be con-

strued to require a woman who is a partici-
pant or beneficiary—

(A) to undergo a mastectomy or lymph
node dissection in a hospital; or

(B) to stay in the hospital for a fixed pe-
riod of time following a mastectomy or
lymph node dissection.

(2) This section shall not apply with re-
spect to any group health plan, or any group
health insurance coverage offered by a
health insurance issuer, which does not pro-
vide benefits for hospital lengths of stay in
connection with a mastectomy or lymph
node dissection for the treatment of breast
cancer.

(3) Nothing in this section shall be con-
strued as preventing a group health plan or
issuer from imposing deductibles, coinsur-
ance, or other cost-sharing in relation to
benefits for hospital lengths of stay in con-
nection with a mastectomy or lymph node
dissection for the treatment of breast cancer
under the plan (or under health insurance
coverage offered in connection with a group
health plan), except that such coinsurance or
other cost-sharing for any portion of a period
within a hospital length of stay required
under subsection (a) may not be greater than
such coinsurance or cost-sharing for any pre-
ceding portion of such stay.

(d) LEVEL AND TYPE OF REIMBURSEMENTS.—
Nothing in this section shall be construed to
prevent a group health plan or a health in-
surance issuer offering group health insur-
ance coverage from negotiating the level and
type of reimbursement with a provider for
care provided in accordance with this sec-
tion.

(e) EXCEPTION FOR HEALTH INSURANCE COV-
ERAGE IN CERTAIN STATES.—

(1) IN GENERAL.—The requirements of this
section shall not apply with respect to
health insurance coverage if there is a State
law (as defined in section 2723(d)(1) of the
Public Health Service Act) for a State that
regulates such coverage that is described in
any of the following subparagraphs:

(A) Such State law requires such coverage
to provide for at least a 48-hour hospital
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length of stay following a mastectomy per-
formed for treatment of breast cancer and at
least a 24-hour hospital length of stay follow-
ing a lymph node dissection for treatment of
breast cancer.

(B) Such State law requires, in connection
with such coverage for surgical treatment of
breast cancer, that the hospital length of
stay for such care is left to the decision of
(or required to be made by) the attending
provider in consultation with the woman in-
volved.

(2) CONSTRUCTION.—Section 2723(a)(1) of the
Public Health Service Act and section
731(a)(1) of the Employee Retirement Income
Security Act of 1974 shall not be construed as
superseding a State law described in para-
graph (1).
SEC. 153. STANDARDS RELATING TO BENEFITS

FOR RECONSTRUCTIVE BREAST
SURGERY.

(a) REQUIREMENTS FOR RECONSTRUCTIVE
BREAST SURGERY.—

(1) IN GENERAL.—A group health plan, and
a health insurance issuer offering group
health insurance coverage, that provides
coverage for breast surgery in connection
with a mastectomy shall provide coverage
for reconstructive breast surgery resulting
from the mastectomy. Such coverage shall
include coverage for all stages of reconstruc-
tive breast surgery performed on a nondis-
eased breast to establish symmetry with the
diseased when reconstruction on the diseased
breast is performed and coverage of pros-
theses and complications of mastectomy in-
cluding lymphedema.

(2) RECONSTRUCTIVE BREAST SURGERY DE-
FINED.—In this section, the term ‘‘recon-
structive breast surgery’’ means surgery per-
formed as a result of a mastectomy to rees-
tablish symmetry between two breasts, and
includes augmentation mammoplasty, reduc-
tion mammoplasty, and mastopexy.

(3) MASTECTOMY DEFINED.—In this section,
the term ‘‘mastectomy’’ means the surgical
removal of all or part of a breast.

(b) PROHIBITIONS.—
(1) DENIAL OF COVERAGE BASED ON COSMETIC

SURGERY.—A group health plan, and a health
insurance issuer offering group health insur-
ance coverage in connection with a group
health plan, may not deny coverage de-
scribed in subsection (a)(1) on the basis that
the coverage is for cosmetic surgery.

(2) APPLICATION OF SIMILAR PROHIBITIONS.—
Paragraphs (2) through (5) of section 152
shall apply under this section in the same
manner as they apply with respect to section
152.

(c) RULES OF CONSTRUCTION.—
(1) Nothing in this section shall be con-

strued to require a woman who is a partici-
pant or beneficiary to undergo reconstruc-
tive breast surgery.

(2) This section shall not apply with re-
spect to any group health plan, or any group
health insurance coverage offered by a
health insurance issuer, which does not pro-
vide benefits for mastectomies.

(3) Nothing in this section shall be con-
strued as preventing a group health plan or
issuer from imposing deductibles, coinsur-
ance, or other cost-sharing in relation to
benefits for reconstructive breast surgery
under the plan (or under health insurance
coverage offered in connection with a group
health plan), except that such coinsurance or
other cost-sharing for any portion may not
be greater than such coinsurance or cost-
sharing that is otherwise applicable with re-
spect to benefits for mastectomies.

(e) LEVEL AND TYPE OF REIMBURSEMENTS.—
Nothing in this section shall be construed to
prevent a group health plan or a health in-
surance issuer offering group health insur-
ance coverage from negotiating the level and
type of reimbursement with a provider for

care provided in accordance with this sec-
tion.

(f) EXCEPTION FOR HEALTH INSURANCE COV-
ERAGE IN CERTAIN STATES.—

(1) IN GENERAL.—The requirements of this
section shall not apply with respect to
health insurance coverage if there is a State
law (as defined in section 2723(d)(1) of the
Public Health Service Act) for a State that
regulates such coverage and that requires
coverage of at least the coverage of recon-
structive breast surgery otherwise required
under this section.

(2) CONSTRUCTION.—Section 2723(a)(1) of the
Public Health Service Act and section
731(a)(1) of the Employee Retirement Income
Security Act of 1974 shall not be construed as
superseding a State law described in para-
graph (1).

Subtitle G—Definitions
SEC. 191. DEFINITIONS.

(a) INCORPORATION OF GENERAL DEFINI-
TIONS.—The provisions of section 2971 of the
Public Health Service Act shall apply for
purposes of this title in the same manner as
they apply for purposes of title XXVII of
such Act.

(b) SECRETARY.—Except as otherwise pro-
vided, the term ‘‘Secretary’’ means the Sec-
retary of Health and Human Services, in con-
sultation with the Secretary of Labor and
the Secretary of the Treasury and the term
‘‘appropriate Secretary’’ means the Sec-
retary of Health and Human Services in rela-
tion to carrying out this title under sections
2706 and 2751 of the Public Health Service
Act, the Secretary of Labor in relation to
carrying out this title under section 713 of
the Employee Retirement Income Security
Act of 1974, and the Secretary of the Treas-
ury in relation to carrying out this title
under chapter 100 and section 4980D of the In-
ternal Revenue Code of 1986.

(c) ADDITIONAL DEFINITIONS.—For purposes
of this title:

(1) APPLICABLE AUTHORITY.—The term ‘‘ap-
plicable authority’’ means—

(A) in the case of a group health plan, the
Secretary of Health and Human Services and
the Secretary of Labor; and

(B) in the case of a health insurance issuer
with respect to a specific provision of this
title, the applicable State authority (as de-
fined in section 2791(d) of the Public Health
Service Act), or the Secretary of Health and
Human Services, if such Secretary is enforc-
ing such provision under section 2722(a)(2) or
2761(a)(2) of the Public Health Service Act.

(2) CLINICAL PEER.—The term ‘‘clinical
peer’’ means, with respect to a review or ap-
peal, a physician (allopathic or osteopathic)
or other health care professional who holds a
non-restricted license in a State and who is
appropriately credentialed in the same or
similar specialty as typically manages the
medical condition, procedure, or treatment
under review or appeal and includes a pedi-
atric specialist where appropriate; except
that only a physician may be a clinical peer
with respect to the review or appeal of treat-
ment rendered by a physician.

(3) HEALTH CARE PROVIDER.—The term
‘‘health care provider’’ includes a physician
or other health care professional, as well as
an institutional provider of health care serv-
ices.

(4) NONPARTICIPATING.—The term ‘‘non-
participating’’ means, with respect to a
health care provider that provides health
care items and services to a participant, ben-
eficiary, or enrollee under group health plan
or health insurance coverage, a health care
provider that is not a participating health
care provider with respect to such items and
services.

(5) PARTICIPATING.—The term ‘‘participat-
ing’’ mean, with respect to a health care pro-

vider that provides health care items and
services to a participant, beneficiary, or en-
rollee under group health plan or health in-
surance coverage offered by a health insur-
ance issuer, a health care provider that fur-
nishes such items and services under a con-
tract or other arrangement with the plan or
issuer.
SEC. 192. PREEMPTION; STATE FLEXIBILITY; CON-

STRUCTION.
(a) CONTINUED APPLICABILITY OF STATE

LAW WITH RESPECT TO HEALTH INSURANCE
ISSUERS.—

(1) IN GENERAL.—Subject to paragraph (2),
this title shall not be construed to supersede
any provision of State law which establishes,
implements, or continues in effect any
standard or requirement solely relating to
health insurance issuers in connection with
group health insurance coverage except to
the extent that such standard or require-
ment prevents the application of a require-
ment of this title.

(2) CONTINUED PREEMPTION WITH RESPECT TO
GROUP HEALTH PLANS.—Nothing in this title
shall be construed to affect or modify the
provisions of section 514 of the Employee Re-
tirement Income Security Act of 1974 with
respect to group health plans.

(b) RULES OF CONSTRUCTION.—Except as
provided in sections 152 and 153, nothing in
this title shall be construed as requiring a
group health plan or health insurance cov-
erage to provide specific benefits under the
terms of such plan or coverage.

(c) DEFINITIONS.—For purposes of this sec-
tion:

(1) STATE LAW.—The term ‘‘State law’’ in-
cludes all laws, decisions, rules, regulations,
or other State action having the effect of
law, of any State. A law of the United States
applicable only to the District of Columbia
shall be treated as a State law rather than a
law of the United States.

(2) STATE.—The term ‘‘State’’ includes a
State, the Northern Mariana Islands, any po-
litical subdivisions of a State or such Is-
lands, or any agency or instrumentality of
either.
SEC. 193. REGULATIONS.

The Secretaries of Health and Human
Services, Labor, and the Treasury shall issue
such regulations as may be necessary or ap-
propriate to carry out this title. Such regu-
lations shall be issued consistent with sec-
tion 104 of Health Insurance Portability and
Accountability Act of 1996. Such Secretaries
may promulgate any interim final rules as
the Secretaries determine are appropriate to
carry out this title.
TITLE II—APPLICATION OF PATIENT PRO-

TECTION STANDARDS TO GROUP
HEALTH PLANS AND HEALTH INSUR-
ANCE COVERAGE UNDER PUBLIC
HEALTH SERVICE ACT

SEC. 201. APPLICATION TO GROUP HEALTH
PLANS AND GROUP HEALTH INSUR-
ANCE COVERAGE.

(a) IN GENERAL.—Subpart 2 of part A of
title XXVII of the Public Health Service Act
is amended by adding at the end the follow-
ing new section:
‘‘SEC. 2706. PATIENT PROTECTION STANDARDS.

‘‘(a) IN GENERAL.—Each group health plan
shall comply with patient protection re-
quirements under title I of the Patients’ Bill
of Rights Act of 1998, and each health insur-
ance issuer shall comply with patient protec-
tion requirements under such title with re-
spect to group health insurance coverage it
offers, and such requirements shall be
deemed to be incorporated into this sub-
section.

‘‘(b) NOTICE.—A group health plan shall
comply with the notice requirement under
section 711(d) of the Employee Retirement
Income Security Act of 1974 with respect to
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the requirements referred to in subsection
(a) and a health insurance issuer shall com-
ply with such notice requirement as if such
section applied to such issuer and such issuer
were a group health plan.’’.

(b) CONFORMING AMENDMENT.—Section
2721(b)(2)(A) of such Act (42 U.S.C. 300gg–
21(b)(2)(A)) is amended by inserting ‘‘(other
than section 2706)’’ after ‘‘requirements of
such subparts’’.
SEC. 202. APPLICATION TO INDIVIDUAL HEALTH

INSURANCE COVERAGE.
Part B of title XXVII of the Public Health

Service Act is amended by inserting after
section 2751 the following new section:
‘‘SEC. 2752. PATIENT PROTECTION STANDARDS.

‘‘(a) IN GENERAL.—Each health insurance
issuer shall comply with patient protection
requirements under title I of the Patients’
Bill of Rights Act of 1998 with respect to in-
dividual health insurance coverage it offers,
and such requirements shall be deemed to be
incorporated into this subsection.

‘‘(b) NOTICE.—A health insurance issuer
under this part shall comply with the notice
requirement under section 711(d) of the Em-
ployee Retirement Income Security Act of
1974 with respect to the requirements of such
title as if such section applied to such issuer
and such issuer were a group health plan.’’.
TITLE III—AMENDMENTS TO THE EM-

PLOYEE RETIREMENT INCOME SECU-
RITY ACT OF 1974

SEC. 301. APPLICATION OF PATIENT PROTECTION
STANDARDS TO GROUP HEALTH
PLANS AND GROUP HEALTH INSUR-
ANCE COVERAGE UNDER THE EM-
PLOYEE RETIREMENT INCOME SE-
CURITY ACT OF 1974.

(a) IN GENERAL.—Subpart B of part 7 of
subtitle B of title I of the Employee Retire-
ment Income Security Act of 1974 is amended
by adding at the end the following new sec-
tion:
‘‘SEC. 713. PATIENT PROTECTION STANDARDS.

‘‘(a) IN GENERAL.—Subject to subsection
(b), a group health plan (and a health insur-
ance issuer offering group health insurance
coverage in connection with such a plan)
shall comply with the requirements of title I
of the Patients’ Bill of Rights Act of 1998 (as
in effect as of the date of the enactment of
such Act), and such requirements shall be
deemed to be incorporated into this sub-
section.

‘‘(b) PLAN SATISFACTION OF CERTAIN RE-
QUIREMENTS.—

‘‘(1) SATISFACTION OF CERTAIN REQUIRE-
MENTS THROUGH INSURANCE.—For purposes of
subsection (a), insofar as a group health plan
provides benefits in the form of health insur-
ance coverage through a health insurance
issuer, the plan shall be treated as meeting
the following requirements of title I of the
Patients’ Bill of Rights Act of 1998 with re-
spect to such benefits and not be considered
as failing to meet such requirements because
of a failure of the issuer to meet such re-
quirements so long as the plan sponsor or its
representatives did not cause such failure by
the issuer:

‘‘(A) Section 101 (relating to access to
emergency care).

‘‘(B) Section 102(a)(1) (relating to offering
option to purchase point-of-service cov-
erage), but only insofar as the plan is meet-
ing such requirement through an agreement
with the issuer to offer the option to pur-
chase point-of-service coverage under such
section.

‘‘(C) Section 103 (relating to choice of pro-
viders).

‘‘(D) Section 104 (relating to access to spe-
cialty care).

‘‘(E) Section 105(a)(1) (relating to continu-
ity in case of termination of provider con-
tract) and section 105(a)(2) (relating to con-

tinuity in case of termination of issuer con-
tract), but only insofar as a replacement
issuer assumes the obligation for continuity
of care.

‘‘(F) Section 106 (relating to coverage for
individuals participating in approved clinical
trials.)

‘‘(G) Section 107 (relating to access to
needed prescription drugs).

‘‘(H) Section 108 (relating to adequacy of
provider network).

‘‘(I) Subtitle B (relating to quality assur-
ance).

‘‘(J) Section 143 (relating to additional
rules regarding participation of health care
professionals).

‘‘(K) Section 152 (relating to standards re-
lating to benefits for certain breast cancer
treatment).

‘‘(L) Section 153 (relating to standards re-
lating to benefits for reconstructive breast
surgery).

‘‘(2) INFORMATION.—With respect to infor-
mation required to be provided or made
available under section 121, in the case of a
group health plan that provides benefits in
the form of health insurance coverage
through a health insurance issuer, the Sec-
retary shall determine the circumstances
under which the plan is not required to pro-
vide or make available the information (and
is not liable for the issuer’s failure to pro-
vide or make available the information), if
the issuer is obligated to provide and make
available (or provides and makes available)
such information.

‘‘(3) GRIEVANCE AND INTERNAL APPEALS.—
With respect to the grievance system and in-
ternal appeals process required to be estab-
lished under sections 131 and 132, in the case
of a group health plan that provides benefits
in the form of health insurance coverage
through a health insurance issuer, the Sec-
retary shall determine the circumstances
under which the plan is not required to pro-
vide for such system and process (and is not
liable for the issuer’s failure to provide for
such system and process), if the issuer is ob-
ligated to provide for (and provides for) such
system and process.

‘‘(4) EXTERNAL APPEALS.—Pursuant to rules
of the Secretary, insofar as a group health
plan enters into a contract with a qualified
external appeal entity for the conduct of ex-
ternal appeal activities in accordance with
section 133, the plan shall be treated as
meeting the requirement of such section and
is not liable for the entity’s failure to meet
any requirements under such section.

‘‘(5) APPLICATION TO PROHIBITIONS.—Pursu-
ant to rules of the Secretary, if a health in-
surance issuer offers health insurance cov-
erage in connection with a group health plan
and takes an action in violation of any of the
following sections, the group health plan
shall not be liable for such violation unless
the plan caused such violation:

‘‘(A) Section 109 (relating to non-
discrimination in delivery of services).

‘‘(B) Section 141 (relating to prohibition of
interference with certain medical commu-
nications).

‘‘(C) Section 142 (relating to prohibition
against transfer of indemnification or im-
proper incentive arrangements).

‘‘(D) Section 144 (relating to prohibition on
retaliation).

‘‘(E) Section 151 (relating to promoting
good medical practice).

‘‘(6) CONSTRUCTION.—Nothing in this sub-
section shall be construed to affect or modify
the responsibilities of the fiduciaries of a
group health plan under part 4 of subtitle B.

‘‘(7) APPLICATION TO CERTAIN PROHIBITIONS
AGAINST RETALIATION.—With respect to com-
pliance with the requirements of section
144(b)(1) of the Patients’ Bill of Rights Act of
1998, for purposes of this subtitle the term

‘group health plan’ is deemed to include a
reference to an institutional health care pro-
vider.

‘‘(c) ENFORCEMENT OF CERTAIN REQUIRE-
MENTS.—

‘‘(1) COMPLAINTS.—Any protected health
care professional who believes that the pro-
fessional has been retaliated or discrimi-
nated against in violation of section 144(b)(1)
of the Patients’ Bill of Rights Act of 1998
may file with the Secretary a complaint
within 180 days of the date of the alleged re-
taliation or discrimination.

‘‘(2) INVESTIGATION.—The Secretary shall
investigate such complaints and shall deter-
mine if a violation of such section has oc-
curred and, if so, shall issue an order to en-
sure that the protected health care profes-
sional does not suffer any loss of position,
pay, or benefits in relation to the plan,
issuer, or provider involved, as a result of
the violation found by the Secretary.

‘‘(d) CONFORMING REGULATIONS.—The Sec-
retary may issue regulations to coordinate
the requirements on group health plans
under this section with the requirements im-
posed under the other provisions of this
title.’’.

(b) SATISFACTION OF ERISA CLAIMS PROCE-
DURE REQUIREMENT.—Section 503 of such Act
(29 U.S.C. 1133) is amended by inserting ‘‘(a)’’
after ‘‘SEC. 503.’’ and by adding at the end
the following new subsection:

‘‘(b) In the case of a group health plan (as
defined in section 733) compliance with the
requirements of subtitle D (and section 115)
of title I of the Patients’ Bill of Rights Act
of 1998 in the case of a claims denial shall be
deemed compliance with subsection (a) with
respect to such claims denial.’’.

(c) CONFORMING AMENDMENTS.—(1) Section
732(a) of such Act (29 U.S.C. 1185(a)) is
amended by striking ‘‘section 711’’ and in-
serting ‘‘sections 711 and 713’’.

(2) The table of contents in section 1 of
such Act is amended by inserting after the
item relating to section 712 the following
new item:
‘‘Sec. 713. Patient protection standards.’’.

(3) Section 502(b)(3) of such Act (29 U.S.C.
1132(b)(3)) is amended by inserting ‘‘(other
than section 144(b))’’ after ‘‘part 7’’.
SEC. 302. ERISA PREEMPTION NOT TO APPLY TO

CERTAIN ACTIONS INVOLVING
HEALTH INSURANCE POLICY-
HOLDERS.

(a) IN GENERAL.—Section 514 of the Em-
ployee Retirement Income Security Act of
1974 (29 U.S.C. 1144) is amended by adding at
the end the following subsection:

‘‘(e) PREEMPTION NOT TO APPLY TO CERTAIN
ACTIONS ARISING OUT OF PROVISION OF
HEALTH BENEFITS.—

‘‘(1) IN GENERAL.—Except as provided in
this subsection, nothing in this title shall be
construed to invalidate, impair, or supersede
any cause of action brought by a plan partic-
ipant or beneficiary (or the estate of a plan
participant or beneficiary) under State law
to recover damages resulting from personal
injury or for wrongful death against any per-
son—

‘‘(A) in connection with the provision of in-
surance, administrative services, or medical
services by such person to or for a group
health plan (as defined in section 733), or

‘‘(B) that arises out of the arrangement by
such person for the provision of such insur-
ance, administrative services, or medical
services by other persons.

For purposes of this subsection, the term
‘personal injury’ means a physical injury and
includes an injury arising out of the treat-
ment (or failure to treat) a mental illness or
disease.

‘‘(2) EXCEPTION FOR EMPLOYERS AND OTHER
PLAN SPONSORS.—
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‘‘(A) IN GENERAL.—Subject to subparagraph

(B), paragraph (1) does not authorize—
‘‘(i) any cause of action against an em-

ployer or other plan sponsor maintaining the
group health plan (or against an employee of
such an employer or sponsor acting within
the scope of employment), or

‘‘(ii) a right of recovery or indemnity by a
person against an employer or other plan
sponsor (or such an employee) for damages
assessed against the person pursuant to a
cause of action under paragraph (1).

‘‘(B) SPECIAL RULE.—Subparagraph (A)
shall not preclude any cause of action de-
scribed in paragraph (1) against an employer
or other plan sponsor (or against an em-
ployee of such an employer or sponsor acting
within the scope of employment) if—

‘‘(i) such action is based on the employer’s
or other plan sponsor’s (or employee’s) exer-
cise of discretionary authority to make a de-
cision on a claim for benefits covered under
the plan or health insurance coverage in the
case at issue; and

‘‘(ii) the exercise by such employer or
other plan sponsor (or employee) of such au-
thority resulted in personal injury or wrong-
ful death.

‘‘(3) CONSTRUCTION.—Nothing in this sub-
section shall be construed as permitting a
cause of action under State law for the fail-
ure to provide an item or service which is
not covered under the group health plan in-
volved.’’.

(b) EFFECTIVE DATE.—The amendment
made by subsection (a) shall apply to acts
and omissions occurring on or after the date
of the enactment of this Act from which a
cause of action arises.
TITLE IV—APPLICATION TO GROUP

HEALTH PLANS UNDER THE INTERNAL
REVENUE CODE OF 1986.

SEC. 401. AMENDMENTS TO THE INTERNAL REVE-
NUE CODE OF 1986.

Subchapter B of chapter 100 of the Internal
Revenue Code of 1986 (as amended by section
1531(a) of the Taxpayer Relief Act of 1997) is
amended—

(1) in the table of sections, by inserting
after the item relating to section 9812 the
following new item:

‘‘Sec. 9813. Standard relating to patient free-
dom of choice.’’; and

(2) by inserting after section 9812 the fol-
lowing:
‘‘SEC. 9813. STANDARD RELATING TO PATIENTS’

BILL OF RIGHTS.
‘‘A group health plan shall comply with

the requirements of title I of the Patients’
Bill of Rights Act of 1998 (as in effect as of
the date of the enactment of such Act), and
such requirements shall be deemed to be in-
corporated into this section.’’.

TITLE V—EFFECTIVE DATES;
COORDINATION IN IMPLEMENTATION

SEC. 501. EFFECTIVE DATES.
(a) GROUP HEALTH COVERAGE.—
(1) IN GENERAL.—Subject to paragraph (2),

the amendments made by sections 201(a), 301,
and 401 (and title I insofar as it relates to
such sections) shall apply with respect to
group health plans, and health insurance
coverage offered in connection with group
health plans, for plan years beginning on or
after October 1, 1999 (in this section referred
to as the ‘‘general effective date’’).

(2) TREATMENT OF COLLECTIVE BARGAINING
AGREEMENTS.—In the case of a group health
plan maintained pursuant to 1 or more col-
lective bargaining agreements between em-
ployee representatives and 1 or more em-
ployers ratified before the date of enactment
of this Act, the amendments made by sec-
tions 201(a), 301, and 401 (and title I insofar as
it relates to such sections) shall not apply to
plan years beginning before the later of—

(A) the date on which the last collective
bargaining agreements relating to the plan
terminates (determined without regard to
any extension thereof agreed to after the
date of enactment of this Act), or

(B) the general effective date.

For purposes of subparagraph (A), any plan
amendment made pursuant to a collective
bargaining agreement relating to the plan
which amends the plan solely to conform to
any requirement added by this Act shall not
be treated as a termination of such collec-
tive bargaining agreement.

(b) INDIVIDUAL HEALTH INSURANCE COV-
ERAGE.—The amendments made by section
202 shall apply with respect to individual
health insurance coverage offered, sold,
issued, renewed, in effect, or operated in the
individual market on or after the general ef-
fective date.
SEC. 502. COORDINATION IN IMPLEMENTATION.

Section 104(1) of Health Insurance Port-
ability and Accountability Act of 1996 is
amended by striking ‘‘this subtitle (and the
amendments made by this subtitle and sec-
tion 401)’’ and inserting ‘‘the provisions of
part 7 of subtitle B of title I of the Employee
Retirement Income Security Act of 1974, the
provisions of parts A and C of title XXVII of
the Public Health Service Act, chapter 100 of
the Internal Revenue Code of 1986, and title
I of the Patients’ Bill of Rights Act of 1998’’.

TITLE VI—REVENUE PROVISIONS
SEC. 601. ESTATE TAX TECHNICAL CORRECTION.

(a) IN GENERAL.—Paragraph (2) of section
2001(c) of the Internal Revenue Code of 1986 is
amended by striking ‘‘$10,000,000’’ and all
that follows and inserting ‘‘$10,000,000. The
amount of the increase under the preceding
sentence shall not exceed the sum of the ap-
plicable credit amount under section 2010(c)
(determined without regard to section
2057(a)(3)) and $359,200.’’

(b) EFFECTIVE DATE.—The amendment
made by subsection (a) shall take effect as if
included in the amendments made by section
501 of the Taxpayer Relief Act of 1997.
SEC. 602. TREATMENT OF CERTAIN DEDUCTIBLE

LIQUIDATING DISTRIBUTIONS OF
REGULATED INVESTMENT COMPA-
NIES AND REAL ESTATE INVEST-
MENT TRUSTS.

(a) IN GENERAL.—Section 332 of the Inter-
nal Revenue Code of 1986 (relating to com-
plete liquidations of subsidiaries) is amended
by adding at the end the following new sub-
section:

‘‘(c) DEDUCTIBLE LIQUIDATING DISTRIBU-
TIONS OF REGULATED INVESTMENT COMPANIES
AND REAL ESTATE INVESTMENT TRUSTS.—If a
corporation receives a distribution from a
regulated investment company or a real es-
tate investment trust which is considered
under subsection (b) as being in complete liq-
uidation of such company or trust, then, not-
withstanding any other provision of this
chapter, such corporation shall recognize
and treat as a dividend from such company
or trust an amount equal to the deduction
for dividends paid allowable to such com-
pany or trust by reason of such distribu-
tion.’’.

(b) CONFORMING AMENDMENTS.—
(1) The material preceding paragraph (1) of

section 332(b) of such Code is amended by
striking ‘‘subsection (a)’’ and inserting ‘‘this
section’’.

(2) Paragraph (1) of section 334(b) of such
Code is amended by striking ‘‘section 332(a)’’
and inserting ‘‘section 332’’.

(c) EFFECTIVE DATE.—The amendments
made by this section shall apply to distribu-
tions after May 21, 1998.

The SPEAKER pro tempore. Pursu-
ant to House Resolution 509, the gen-
tleman from Michigan (Mr. DINGELL)

and the gentleman from Illinois (Mr.
HASTERT) each will control 30 minutes.

The Chair recognizes the gentleman
from Michigan (Mr. DINGELL).

Mr. DINGELL. Mr. Speaker, I yield 3
minutes to the gentleman from Iowa
(Mr. GANSKE), my distinguished friend,
for purposes of offering the amend-
ment.

Mr. GANSKE. Mr. Speaker, I rise in
support of the Ganske-Dingell sub-
stitute. This substitute is supported by
Consumers Union, other consumer
groups, about 170 health groups, both
consumer groups and provider groups.
It is supported by the AARP, it is sup-
ported by the AMA, the Nurses Asso-
ciation, and by the AFL–CIO. It has
broad, widespread support, for a good
reason.

Let me specifically address my friend
LINDSEY GRAHAM’s comments about the
underlying Republican bill and how it
relates to the substitute on liability.
My friend LINDSEY GRAHAM is trying to
improve the GOP bill.

Consider the family of Joyce Chiang.
Her complaints of severe abdominal
pain and requests for a referral to a
specialist went unheeded. The delay
prevented the timely discovery of a
colon cancer that might have been
cured. Instead, by the time she got the
additional tests she requested, the can-
cer had perforated her bowel and no
amount of surgery could save her.

Under the Hastert bill, Joyce
Chiang’s family could only collect $500
for every day the care was denied. But
I would say that is hardly an effective
remedy or deterrent, when it can cost
health plans more to provide the need-
ed care than it would potentially cost
them in a subsequent legal action.

Mr. Speaker, I am not interested in
granting tobacco companies legal pro-
tections for their conduct; and I cannot
see how it serves our constituents to
allow health plans who are making
life-and-death decisions to hide from
their consequences.

Republicans believe in personal re-
sponsibility, and this immunity that is
preserved in the Hastert bill flies in the
face of that. Health plans should be
treated like any other industry and
held accountable for their negligent ac-
tions.

Furthermore, the GOP bill does not
get at a fundamental underlying prob-
lem, and that is that the HMOs can de-
fine what is medically necessary. Be-
fore our Committee on Commerce we
had a medical reviewer describe how
she had made decisions that resulted in
the loss of life because she could ma-
nipulate the way the HMO defined
‘‘medically necessary.’’ Under the
Ganske-Dingell bill, we address that
problem. Their bill does not.

I strongly urge my Republican col-
leagues to vote for the best bill, the
one that addresses the smart bomb of
HMOs, the issue of what is defined as
‘‘medically necessary.’’

Mr. HASTERT. Mr. Speaker, I yield 3
minutes to the gentleman from Florida
(Mr. WELDON).
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Mr. WELDON of Florida. Mr. Speak-

er, I thank the gentleman for yielding.
I am a practicing physician. And I do

not plan on staying in this body. I plan
on returning in a few short years to my
practice. And I think it is a wonderful
thing that we are having this debate
today. We both want to do what we can
to restore the doctor-patient relation-
ship. We both want to do what we can
to return quality as number one in
health care in the United States. They
have their plan. We have ours.

Now, I believe that there is an impor-
tant feature in our bill that makes our
bill the better bill over their bill. But
I want to address a few points made by
my colleague the gentleman from Iowa
(Mr. GANSKE).

I served on the task force that pro-
duced this bill, and one of the most im-
portant things that I was going after
was timely access to specialists. And
contrary to the claims that were made
by him and the claims by others, we
have important language in our bill
that will require people in managed
care entities to have timely access to
specialists.

Here is the difference between their
bill and our bill, and I will tell my col-
leagues about it. I was on a radio talk
show last week where a lady called in
and she was saying some bad things
about her HMO and she said, ‘‘The
other HMO I was in was just as bad. I
had switched.’’ I said, ‘‘What do you
mean, you switched from one HMO to
another HMO? Are you in the FEHBP
plan?’’ And she said, ‘‘Yes.’’ And I said,
‘‘Well, you know, I am in that, too; and
there are some better plans that you
could select. Why didn’t you select one
of those better coverage plans?’’ And
do you know what she said to me?
‘‘Well, we cannot afford it. That is why
I am in an HMO.’’

Now, we are to be led to believe by
our colleagues on the other side of the
aisle that their bill which is going to
place all these government mandates is
not going to drive up costs for that
lady?

Let me tell my colleagues something.
Every month in my practice a clerk
from my billing office brought a stack
of charts of working people who were
not able to pay their bills and I did
what thousands of other physicians all
across America do; I wrote off those
bills, thousands of dollars every year.
Why? Because those people had no
health insurance.

Now we are led to believe by these
folks that they here in Washington are
going to make all these HMOs do all
these wonderful things that are man-
dated in their bill and it is not going to
drive up costs, it is not going to in-
crease the number of uninsured?

Let me tell my colleagues something.
We have a good bill here that is going
to work very hard to restore quality
and it is not going to drive up costs. In-
deed, we believe the provisions in this
bill, which allow small employers to
pool, which has malpractice reform, is
actually going to drive down costs. It

is going to allow more people to get in-
surance.

We have, in my opinion, the better
bill. And I can say that as somebody
who is going to go back in a few short
years to be working in the system.

f

PERMISSION TO FILE CON-
FERENCE REPORT ON H.R. 4059,
MILITARY CONSTRUCTION AP-
PROPRIATIONS ACT, 1999

Mr. LIVINGSTON. Mr. Speaker, I ask
unanimous consent that the managers
on the part of the House may have
until midnight tonight, Friday, July
24, 1998, to file a conference report on
the bill (H.R. 4059) making appropria-
tions for military construction, family
housing, and base realignment and clo-
sure for the Department of Defense for
the fiscal year ending September 30,
1999, and for other purposes.

The SPEAKER pro tempore. Is there
objection to the request of the gen-
tleman from Louisiana?

There was no objection.
f

PERMISSION FOR COMMITTEE ON
APPROPRIATIONS TO FILE PRIV-
ILEGED REPORT ON DEPART-
MENT OF TRANSPORTATION AND
RELATED AGENCIES APPROPRIA-
TION BILL, 1999

Mr. LIVINGSTON. Mr. Speaker, I ask
unanimous consent that the Commit-
tee on Appropriations may have until
midnight tonight, July 24, 1998, to file
a privileged report on a bill making ap-
propriations for the Department of
Transportation and related agencies
for the fiscal year ending September 30,
1999, and for other purposes.

The SPEAKER pro tempore. Is there
objection to the request of the gen-
tleman from Louisiana?

There was no objection.
The SPEAKER pro tempore. Pursu-

ant to the provisions of clause 8 of rule
XXI, the Chair reserves all points of
order on the bill.

f

b 1215

PATIENT PROTECTION ACT OF 1998

Mr. DINGELL. Mr. Speaker, I yield 2
minutes to the gentleman from Ohio
(Mr. LATOURETTE).

(Mr. LATOURETTE asked and was
given permission to revise and extend
his remarks.)

Mr. LATOURETTE. Mr. Speaker, I
want to thank the dean of the House
the gentleman from Michigan (Mr. DIN-
GELL) and my classmate the gentleman
from Iowa (Mr. GANSKE) for the oppor-
tunity to address my support for the
Patient Bill of Rights. I also want to
thank the gentleman from Illinois (Mr.
HASTERT) for doing what he thinks is
the right thing.

Obviously there is a slight concern
when you endorse a proposal that is la-
beled the Democratic bill when you are
a Republican and vice versa. While I
am saddened that this issue has a par-

tisan spin to it, today I am driven to
support the initiative that I believe
gives the greatest protection and possi-
bility of care for the people that I rep-
resent. That bill is Ganske-Dingell.

I want to direct my remarks to the
liability provisions, however, relating
to employer-provided health care
plans. Being a lawyer, I like that pro-
fession as well as any other, but I am
sensitive to the concerns of small busi-
ness owners, many of whom administer
their own plans, about the liability
problem. Some of the calls our office
has received have been driven from K
Street, but many others have come
from business owners who are operat-
ing on small margins and who want to
do the right thing by their employees.

Last night, therefore, I read and I
reread page 66 of the Ganske bill con-
cerning liability, and it only reinforced
my belief that employers have been
needlessly frightened, similar, I am sad
to say, to the shameful way seniors
were frightened during the Medicare
debates.

The only time that an employer is
exposed to liability is when the em-
ployer makes discretionary medical de-
cisions. Not a doctor, not a hospital,
not a nurse, not an HMO. I cannot even
think of one situation where an em-
ployer would want to make a medical
decision, good, bad or otherwise.

Nevertheless, I would ask the spon-
sors of the bill to tighten the language
of the employers’ exception in con-
ference. The one thing that I do know
about my profession is that they have
a unique ability to take words that
seem to say one thing and then get a
judge somewhere, usually an appointed
one, to interpret them in another.

I urge passage of the substitute and
would ask both parties to work dili-
gently in conference to create a prod-
uct that represents the best of both
bills. I would ask that we not be about
the business of creating campaign com-
mercials here on the floor today but we
be about the business of helping Ameri-
cans of all ages receive the care that
they need.

Mr. HASTERT. Mr. Speaker, I yield 1
minute to the gentleman from Arkan-
sas (Mr. DICKEY).

Mr. DICKEY. Mr. Speaker, I come
here as a former small business owner
and as a lawyer. When I first looked at
this situation, I looked at it from the
doctor’s standpoint and I saw a tre-
mendous need, dire circumstances that
doctors are facing, even to the extent
that we were going to lose doctors
presently existing and applicants were
not going to apply. And I rushed in
with my philosophical approach to this
and said, ‘‘We’ve got to help the doc-
tors at all costs.’’ What I found out was
that ‘‘at all costs’’ meant the cure was
going to be worse than the disease,
that the small business owners were
going to be killed by being put into
courtrooms without any type of protec-
tion and in greater numbers.

So what I wanted to do was to try to
look at the patients and say we need to
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get them in the treatment room and
not in the courtroom. I have looked
carefully at this and I can see that the
Hastert bill is a perfect solution for
this, or maybe not perfect but it is a
perfect start. It is something we need
to look at. If we do not do this, we are
going to have patients who will not
have choices because they won’t have
doctors, and that is serious.

Mr. DINGELL. Mr. Speaker, I yield 2
minutes to the gentlewoman from Cali-
fornia (Mrs. CAPPS).

(Mrs. Capps asked and was given per-
mission to revise and extend her re-
marks.)

Mrs. CAPPS. Mr. Speaker, on behalf
of the patients of the central coast of
California and all across America, I
rise to say that enough is enough. I
have been an elected official for only
four months but I have been a nurse for
over 30 years. As a nurse I know first-
hand the importance of accessible,
quality, patient-centered care.

We must pass a bill which is more
than a band-aid, which will ensure pa-
tients’ rights and consumer protection
against the abuses of HMOs. For com-
mon sense, comprehensive managed
care reform, we must guarantee that
critical decisions will remain in the
hands of doctors and nurses, not insur-
ance companies. We must guarantee
access to specialists, so that people can
really choose their own doctors. We
must guarantee an end to financial in-
centives to limit medical care. We
must guarantee emergency room care
so people are not turned away from the
hospital door. We must guarantee
tough enforcement to hold insurance
company bureaucrats responsible for
their cost-cutting actions.

The American people deserve a bill
with these guarantees, not a Repub-
lican bill, not a Democrat bill but a
people’s bill. The Ganske-Dingell pro-
posal protects patients with the force
of law. This bipartisan bill will allow
people to choose their own doctor, end
oppressive gag rules so patients can
have access to all critical treatment
options, and perhaps most importantly
give patients legal recourse when in-
surance companies deny important
medical coverage.

Basic patients’ rights can mean the
difference between life and death. If pa-
tients can sue their doctors for poor
care, they should be able to sue the in-
surance bureaucrats who pull the
strings and are behind these cost-cut-
ting decisions.

As one of three nurses in Congress, it
is my duty to speak out. The leader-
ship bill has huge loopholes which do
nothing to prohibit HMOs from deny-
ing care. Our health care system needs
serious medicine, not a political pla-
cebo.

Mr. Speaker, we still have time to
act. With 32 days left in Congress, if we
do nothing else, we must guarantee
real patients’ rights for the American
people. Let us pass comprehensive, bi-
partisan managed care reform today.

Mr. HASTERT. Mr. Speaker, I yield 3
minutes to the gentleman from Geor-

gia (Mr. NORWOOD) who worked on the
task force and certainly was the cre-
ator of a lot of the thoughtful positions
that are included in our plan.

Mr. NORWOOD. Mr. Speaker, it
seems to me that it has been years in
my life till we get to this day. I have
wanted this to happen a long time. I
am saddened deeply by what I hear and
see happening in this room today. I had
hoped that all of us would recognize
the importance of protecting human
beings’ lives, the importance of cor-
recting the malfunctioned ERISA laws
of 1974 and could come together and ac-
tually offer good patient protections
that the people of this country so de-
serve. But I hear over and over again
demagoguery, politicization, misrepre-
sentation, total untruths, just simply
getting it wrong and not telling it
right, and I am saddened by that.

The Dingell-Ganske bill has good pa-
tient protections in it. I do not ques-
tion that. I know that it does. It is im-
perfect, however. The Republican bill
has excellent patient protections in it,
though it, too, is also imperfect.

I want to speak to my friend from
Texas who says, oh, all of a sudden the
Democrats have realized we need to
protect patients. We bring this up
today because we are Democrats.

I would remind my friend from Texas
that you are the same group that tried
to put everybody in the country in
managed care 4 years ago, with no
thought to any particular patient pro-
tections. I have for at least two terms
of Congress as a Republican tried to
protect patients, and I am delighted
that you have joined with us at this
late date.

Mr. Speaker, I have spent the last
year and a half calling for support to
end the ERISA preemption of State
medical malpractice law. I pled with
the President to add ERISA liability to
his advisory committee report in No-
vember 1997. He did not. I requested
that the President call for ERISA li-
ability reform in his State of the Union
address in January of 1998. He did not.
I argued day after day with the Repub-
lican Working Group to add ERISA li-
ability reform to this bill. They would
not. There is a reason for that. It is a
big enough reason that we can end up
this year with no law, no patient pro-
tections over this subject. As much as
I am for it, I am for a law this year
that will get as many patient protec-
tions as we possibly can meet. The task
force met me more than halfway with a
new proposal that I frankly like very
much. It is about liability and it is
about suing an HMO. If I could only
have one of the two liability provi-
sions, I believe today that I would take
our own. I ask you to stop this
politicization of this bill and let us
work together and pass patient protec-
tions.

Mr. DINGELL. Mr. Speaker, I yield 2
minutes to the distinguished gentle-
woman from Colorado (Ms. DEGETTE).

Ms. DEGETTE. Mr. Speaker, I rise
today in strong support of the Ganske-

Dingell Patients’ Bill of Rights, and in
equally strong opposition to the
Hastert bill. Nothing in the Republican
bill would have protected the rights of
young Brice Randa from Colorado.
Here is a picture of the Randa family,
Allen and Jodi with their children Tay-
lor on the left and Brice on the right.
Brice died just two months after this
picture was taken.

Brice was diagnosed with
Lissencephaly, a terrible disease that
made Brice’s short life limited to
breathing tubes, stomach wraps and
motor seizures, a disease which eventu-
ally killed him. Although it was inevi-
table, Brice’s death is heartbreaking
for more than one reason. The tragedy
lies in the fact that this family spent
the few precious months they had with
their son negotiating with the HMOs
instead of taking care of their precious
little boy. The 16 months the Randas
had with Brice were consumed with
lawyers filing paperwork and appealing
decisions made by their HMO.

The Randas’ doctor wrote the HMO
begging, ‘‘The family is overwhelmed.
We petition for 4 hours per day extra
assistance,’’ and the HMO denied this.

Under the Republican bill, a health
plan can define medical necessity any
way it wants, giving families like the
Randas no protection from insurance
company bureaucrats deciding what
medical care is appropriate. Moreover,
under the GOP’s rules, if the Randas
did want an external review of the deci-
sion denying the 4 hours a day of care
for Brice, they would have to pony up
$100 from their pocket just to have the
case heard by somebody who would
have to follow guidelines set by the
very HMO that denied the care in the
first place. And if Brice had needed
emergency care, the HMO would have
had 72 hours to consider an appeal of
an emergency care decision. Frankly,
this GOP scheme is worse than the sta-
tus quo. It stabs at the heart of what
the debate over HMO reform is really
about. On the other hand, the Ganske-
Dingell bill ensures that the medical
profession will define medically nec-
essary care.

Vote for our alternative. Vote ‘‘no’’
on the Hastert bill.

Mr. HASTERT. Mr. Speaker, I yield
myself 10 seconds. I just want to re-
mind the gentlewoman from Colorado
that if it is emergency care, our pa-
tients are in the emergency room im-
mediately, not 72 hours. She is wrong
and she misrepresented the facts.

Mr. Speaker, I yield 1 minute to the
gentleman from Arizona (Mr.
HAYWORTH).

Mr. HAYWORTH. I thank my col-
league from Illinois and I thank the
gentlewoman from Colorado, because
she unintentionally demonstrates why
we should oppose the Dingell bill and
support the reasonable, rational, com-
passionate Patient Protection Act.

You see, Mr. Speaker, we are faced
with a choice today. Do we support a
true patient bill of rights, or do we sup-
port a lawyer’s right to bill? I rise with
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colleagues from both sides of the aisle
who say they do not want decisions
made by bureaucrats, whether they are
Washington bureaucrats or insurance
company bureaucrats. Health care de-
cisions should be made by physicians
and health care professionals consult-
ing with their patients. That is the ele-
ment that we preserve, uphold and am-
plify in the Patient Protection Act.
Sadly, endless litigation and lawsuit
after lawsuit is provided for in the Din-
gell substitute. That is what we have
to remember; true compassion, not
courtroom drama.

b 1230

Mr. DINGELL. Mr. Speaker, I yield 2
minutes to the distinguished gen-
tleman from Wisconsin (Mr. KLECZKA).

Mr. KLECZKA. Mr. Speaker, I rise
today in opposition to H.R. 2450, what
the Republicans have called the Pa-
tient Protection Act, but is better
termed the Republican Patient Elec-
tion Year Posturing Act.

H.R. 4250 is full of hollow promises
and empty protections. Republicans
call this a managed care reform bill,
but in reality it is far from it.

For starters, the Election Year Pos-
turing Act does little to address the se-
rious problems of our current health
delivery system and does a lot to main-
tain the status quo.

Let me detail what the Republican
bill does not provide. It does not put
medical decisions back in the hands of
doctors and, instead, keeps it in the
hands of insurance company account-
ants and their executives, people who
we call the bean counters.

It does not give patients access to
specialty care where they need it. We
heard from our Republican colleague
the gentleman from Florida (Mr.
WELDON), a doctor, previously indicat-
ing he was on a talk show, and a
woman indicated she was in the same
Federal health plan as all of us. He
asked, ‘‘why did you not choose a dif-
ferent one to get the doctor of your
choice?’’ She said to him, and hopefully
I am quoting this right, she could not
afford it.

So the bottom line is we cannot af-
ford it. We get substandard care. I
think that is wrong on the part of the
Republicans. It does not give patients
access to specialty care. It does not
provide women undergoing a mastec-
tomy from being pushed out of the hos-
pitals just hours after surgery and does
not require insurers to cover recon-
struction surgery after mastectomy. It
does not allow a woman to choose a
gynecologist or other specialist as a
primary care doctor.

Let me also indicate that we heard
from a trial attorney Republican sup-
porting the Republican bill. He indi-
cated that if one is misdiagnosed and
does not get subsequent needed treat-
ment, we are going to give them $500 a
day. Oh, well, we will give you $1,000 a
day.

But if that is one’s mother, and that
misdiagnosis or lack of coverage and

treatment, like a bone marrow trans-
plant, or needed chemotherapy, is de-
nied, it might be to the insurance com-
pany’s advantage to give them the
$1,000 a day versus having the right to
sue the provider and the health care
bean counter.

Mr. Speaker, I ask the Members to
support the Dingell-Ganske bill.

Mr. HASTERT. Mr. Speaker, I yield 2
minutes to the gentleman from South
Carolina (Mr. GRAHAM).

Mr. GRAHAM. Mr. Speaker, I thank
the gentleman for yielding to me.

For any lawyer out there, listen up
close. The $500 a day is to ensure
prompt payment. The bill ensures
treatment. That is the whole point of
this bill. If one has a medically urgent
situation, one can go to court within
minutes of being said no to and get a
temporary restraining order ordering
the treatment to be given.

Also, the physician and hospital can
provide one the treatment and sub-
rogate to one’s interest and have an ex-
ternal review of the HMO decision
within 6 days. That is when the $500 per
day kicks in, to get them to pay.

During the initial waiting period, one
is getting the treatment. That is the
point. The $500 a day is to ensure pay-
ment. Under our bill, one gets treat-
ment from day one, from minute one,
because one has avenues to compel
them to treat them.

But what about the $500 claim? As a
lawyer, one comes in to my office with
a $500 claim, no matter how meritori-
ous it is, I am going to say that is very
nice, but I have got to make a living
and feed my family. I cannot chase
$500.

Under the Democratic bill, if we have
a small claim, we are not entitled to
external review until the significant
threshold is passed. Under the Repub-
lican bill, if they nickel and dime us
for $100, $200, $500, and that is what
happens every day. They nickel and
dime us out there. We allow people to
go to external appeal no matter how
small the claim is if they put up from
$25 to $100. The filing fee in South
Carolina for tort actions is $35.

So they get an external appeals proc-
ess and a small claim, then the $500 a
day kicks in plus attorneys’ fees, plus
the benefit. I will take the case then,
because I can get paid, and there is a
$500 clock running for the small claims.

So HMOs will not nickel and dime
people. That is where the abuse is at.
And my colleagues do nothing about
that. This really makes them honest.
We get the treatment up front. The
penalties are significant. We get people
what they need, which is health care,
not a jury award 4 years later when
they are dead.

Mr. DINGELL. Mr. Speaker, I yield 1
minute to the distinguished gentle-
woman from Connecticut (Ms.
DELAURO).

Ms. DELAURO. Mr. Speaker, I rise in
support of the Ganske-Dingell bill and
in opposition of the Republican bill.

For the last 2 years, I have been
working on legislation to end the prac-

tice of drive-through mastectomies.
The bill simply ensures that breast
cancer patients are allowed 48 hours in
the hospital to recover from this phys-
ically and emotionally devastating sur-
gery. It does not seem like much to
ask, and yet the Republican leadership
has refused to schedule hearings on
this important legislation.

The Democratic Patients’ Bill of
Rights ends the practice of drive-
through mastectomies. The House Re-
publican leadership bill ignores this
problem. What is worse, their legisla-
tion will actually strip away existing
State protections.

My State of Connecticut has led the
fight to end outpatient mastectomies.
The Connecticut legislature has al-
ready acted to outlaw this outrageous
practice. But the Republican bill would
repeal those hard-fought patient pro-
tections.

The Republican bill will not put med-
ical decisions back in the hands of doc-
tors and patients. It makes current
problems worse. It eliminates con-
sumer safeguards. In the case of breast
cancer patients, this bill is a slap in
the face.

Mr. HASTERT. Mr. Speaker, I yield 1
minute to the gentleman from Nevada
(Mr. ENSIGN).

(Mr. ENSIGN asked and was given
permission to revise and extend his re-
marks.)

Mr. ENSIGN. Mr. Speaker, I rise in
support of the Republican bill today for
several reasons. First of all, we have to
listen to the other side. These are the
people who are now saying that they
want the doctors to choose their health
care and the type of choices in those
health care plans. But these are the
same people who 4 years ago or 5 years
ago were saying, ‘‘Do you know what?
We want everybody to be in national-
ized health care, and we want bureau-
crats to make those decisions.’’ Look
beneath the surface.

The Republican plan contains medi-
cal malpractice and medical savings
accounts, two things that I strongly
support. In the final bill, they probably
will not be able to be included because
the President has said he would veto
the bill over those two provisions, un-
fortunately, because they would help
bring costs down. But we could still
have good patient protections in this
bill if it is enacted even if we have to
drop those provisions.

In the State of Nevada, we got to-
gether, Republicans and Democrats
alike, and enacted patient protections
similar to what are in the Patients’
Bill of Rights that we have on the floor
today. This was authored, by the way,
by a Nevada Democrat State legislator.
We ought to do the same thing here.
Put common sense together; put party
politics aside.

Mr. DINGELL. Mr. Chairman, I yield
2 minutes to the distinguished gentle-
woman from Connecticut (Mrs. KEN-
NELLY).

Mrs. KENNELLY of Connecticut. Mr.
Speaker, the 161 million Americans in
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managed care today deserve to know
that their health care comes first.

For 18 years, I have represented Hart-
ford, Connecticut, the insurance cap-
ital of the world. So I know how man-
aged care came into being. Health in-
surance premiums were rising at dou-
ble-digit rates, 17 percent in 1988, 21
percent the following year, 17 percent
again in 1990.

The industry responded to rein in the
costs, and it worked. But it so often
happens in reform, once a balance is
reached, some people do not know
when to stop. So now profits became
the prize.

Yes, we have stable prices, but they
have come at a terrible cost. That is
what we are addressing today, the cost
of our confidence that we will get the
health care that we need, that we de-
serve, and that we pay for.

Specialist treatment, continuity of
care, emergency room treatments are
not options. They are not frills, as
some managed care companies seem to
believe. When patients are denied ade-
quate care by arbitrary decision-mak-
ers, they must have recourse.

Mr. Speaker, we must put patients
first again in this bill. H.R. 3605 offers
real relief at modest cost, and I urge
my colleagues to do this today.

Mr. HASTERT. Mr. Speaker, I yield 1
minute to the gentlewoman from Ken-
tucky (Mrs. NORTHUP).

Mrs. NORTHUP. Mr. Speaker, we all
know that, in this fast-emerging
change in health care that there have
been abuses by HMOs, and we are proud
to be here today to deal with those and
to address those and make sure that
there is the important level of care
that every American deserves. We are
going to deal with that today.

But we should not let this be an ex-
cuse for huge new Federal controls of
the delivery of health care. That is
what people that believe in a big bu-
reaucracy dealing with health care sup-
port. We should not also make this an
excuse to give the trial attorneys a
huge new cut of our medical premiums.
Medical money needs to go to medical
care and not to trial attorneys.

I am proud that I am not on the trial
attorneys’ side and not on their team.
It is no wonder that the team that is
on their side is supporting this sub-
stitute here today.

The SPEAKER pro tempore (Mr.
FOLEY). The gentleman from Michigan
(Mr. DINGELL) has 161⁄2 minutes remain-
ing. The gentleman from Illinois (Mr.
HASTERT) has 173⁄4 minutes remaining.

Mr. DINGELL. Mr. Speaker, I yield 1
minute to the distinguished gentleman
from Rhode Island (Mr. KENNEDY).

Mr. KENNEDY of Rhode Island. Mr.
Speaker, today I stand on behalf of
Kathryn Carberry in my State of
Rhode Island. She was released too
quickly from the hospital because her
insurance company denied her treat-
ment for a breast operation that she
had and continued treatment for that.

I also stand on behalf of Deborah
Kushner’s little boy who was nearly

killed because her HMO denied treat-
ment in an emergency room.

The Republican leadership have re-
fused any committee debate with full
and free testimony because they are
afraid of these stories. Now they come
up with a bill that is a product of the
HMO industry itself.

We have waited for managed care re-
form, so why should we settle for the
HMO’s own plan. This bill leaves out so
many crucial provisions, it is almost
laughable. Where is the provision
against drive-through mastectomies
that could have saved Ms. Carberry’s
life. It is not in there. Where is the pru-
dent layperson for Mrs. Kushner’s son?
It is not in there. Where is the provi-
sion to hold accountable these HMOs?
It is not in there.

Every other product in this country
can be held liable but managed care or-
ganizations. It is time we put a stop to
managed care organizations who are
practicing medicine without a medical
license.

Mr. HASTERT. Mr. Speaker, I yield
myself 5 seconds. I would just like to
recommend to the gentleman from
Rhode Island that he read the right
bill.

Mr. Speaker, I yield 1 minute to the
gentleman from North Carolina (Mr.
BALLENGER).

Mr. BALLENGER. Mr. Speaker, I
support the Patient Protection Act.
While the bill is not perfect, it is an
important step in ensuring access to
health care insurance for many people
who are currently without it.

As a small business officer of a com-
pany which self-insures its 200 employ-
ees, the unlimited liability of the Din-
gell bill is frightening. We insure all of
our employees currently, but if big
government Dingell bill were to be-
come law, we would be forced to give
our employees the money and let them
buy their own insurance at, obviously,
a higher cost. Many businesses would
have to do the same.

The Dingell bill encourages patients
to sue after a denial of coverage occurs
rather than bringing a quick appeals
process that would help the patient get
coverage for care in a timely fashion.

Also, the Congressional Budget Office
has estimated that the Dingell bill will
increase the cost of health care and not
make it more affordable. On behalf of
the American people who need afford-
able care, oppose this substitute.

In the United States today, there are more
than 42 million Americans without health insur-
ance—many of whom are employed, or have
a family member employed, by a small busi-
ness that cannot afford to offer health care
coverage for its employees.

The Patient Protection Act addresses the
lack of coverage of these individuals in several
ways, including the creation of association
health plans which will be governed by uni-
form standards. These plans would allow
small businesses, trade associations, labor
unions and professional associations to pool
together to obtain the same economies of
scale, purchasing clout and administrative effi-
ciencies, that employees of large employers

benefit from. Association health plans will
have the freedom and flexibility to design
more affordable benefit options. This will allow
small businesses to offer their workers access
to the same benefit choices regardless of
where they live. At the same time, these plans
must meet strict new solvency standards to
protect patients’ interests and ensure that their
benefits are paid.

I want to mention just very briefly that I ap-
preciate that authors of this bill attempt to deal
with the issue of confidentiality of medical in-
formation. It’s a complicated issue, and one
that has to be dealt with carefully. I do have
some concerns with what is in the bill, in
terms of its potential risk to employers and the
lack of clarity, particularly with regard to two
areas in my committee’s jurisdiction, workers
compensation and occupational safety and
health. I hope that these are issues that we
can address during the conference to ensure
that the medical confidentiality provisions work
well, and do not inadvertently create problems
in these areas.

Accessible, affordable, quality health care is
very important to all Americans. I have been
contacted by many constituents who are de-
manding that we act in their interest. So, with
their letters and concerns in mind, I support
this important piece of legislation and urge my
colleagues to do the same.

Mr. DINGELL. Mr. Speaker, I yield 1
minute to the distinguished gentleman
from Texas (Mr. GREEN).

(Mr. GREEN asked and was given
permission to revise and extend his re-
marks.)

Mr. GREEN. Mr. Speaker, for many
months, a lot of Members have been
working for this debate today. What is
frustrating is the debate we have now.

I rise in support of the Dingell-
Ganske amendment. But instead of a
real debate and a committee process
we have, the Republican leadership is
forcing this weak fig leaf bill through
which will do little to give the Amer-
ican people what they really need for
their health insurance.

In fact, it will hurt State laws now in
effect. In my home State of Texas, this
Republican bill would override State
law on mammogram screening, Alz-
heimer’s treatment, and prostate can-
cer screening, and many more.

On page 187 of their bill, because
some of us had a chance to skim their
bill that was released last night, line 19
exempts these State protections. So
maybe they ought to read their bill be-
fore they defend it.

I think it is ironic they talk about
this being a trial lawyer bill, Mr.
Speaker, and I ask unanimous consent
to place in the RECORD a letter from
the American Medical Association, who
typically does not support the trial
lawyers. It was sent to me yesterday,
talking about the reasons that the Re-
publican bill is so bad and the Dingell-
Ganske amendment is so good.

The letter referred to is as follows:
AMERICAN MEDICAL ASSOCIATION,

Chicago, IL, July 23, 1998.
Hon. GENE GREEN,
House of Representatives, Rayburn House Office

Building, Washington, DC.
DEAR CONGRESSMAN GREEN: The American

Medical Association (AMA) recognizes that
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changes may be offered to H.R. 4250, the
House Republican ‘‘Patient Protection Act
of 1998,’’ when it is brought to the House
floor, to begin to address some of the serious
concerns with the legislation as introduced.
We urge Members of Congress to take the
time to fully explore whether any such
amendments correct the problems outlined
below. As you may know the AMA has care-
fully reviewed and lent its full support to
H.R. 3605, the ‘‘Patients’ Bill of Rights Act of
1998.’’ We believe that H.R. 3605 provides
comprehensive and meaningful patient pro-
tections that should be enacted before Con-
gress adjourns this fall.

On behalf of the 300,000 physician members
of the AMA and the millions of patients we
serve, we strongly urge you to oppose H.R.
4250, as introduced, and to vote in favor of
the Ganske-Dingell substitute (text of H.R.
3605). In our view, only H.R. 3605 would pro-
vide meaningful patient protections to ad-
dress existing abuses in managed health
care.

There are ten reasons to vote against H.R.
4250 and to vote for H.R. 3605.

Reason #10: ‘‘The Devil is in the Details’’—
Here are the facts.

H.R. 4250 claims to offer ‘‘similar’’ protec-
tions to those extended in H.R. 3605, but the
legislative language of H.R. 4250, at nearly
every turn, clearly favors health plans and
insurance companies at the expense of pa-
tients. These problems are much more than
just ‘‘technical drafting matters.’’ In fact,
Members of Congress have not had time to
fully understand critical differences in the
two bills since last Friday’s introduction of
the House Republican bill. By contrast, H.R.
3605 was drafted and introduced earlier this
year, with ample time for public examina-
tion; its provisions ensure that patients
would receive medically necessary covered
services. H.R. 4250 would continue to allow
insurance companies and health plans to put
their financial bottom-line ahead of patient
care.

Reason #9: H.R. 4250 would allow health in-
surance companies to decide what is medi-
cally necessary; H.R. 3605 would restore phy-
sician medical decision-making.

By retaining the power to define what is
and what is not medically necessary, under
H.R. 4250, health plans—not physicians—
would continue to decide all patient health
care decisions, Linda Peeno, MD, a former
HMO medical director, described this re-
tained control ‘‘as a health plan’s smart
bomb capability’’ in testimony before the
House Commerce Committee. Consequently,
the external appeals process proposed by
H.R. 4250 would be of little or no value if the
health plan were always allowed to define
what is medically necessary or appropriate.
By contrast, H.R. 3605, promotes good medi-
cal practice by specifically prohibiting
health plans from practicing medicine by
substituting their decisions for the patient-
specific medical judgments of the treating
physician.

Reason #8: The internal and external re-
view process in H.R. 4250 does not require
health plans to use physicians with the ap-
propriate medical specialty training to re-
view treatment denials. H.R. 3605 is clear
that only ‘‘clinical peers’’—physicians with
similar specialty training will review other
physicians’ medical decisions.

As an example, only cancer specialists
should review cancer treatment. Reviewers
must have the right specialty training to de-
cide life and death issues. Only H.R. 3605
would provide this critical patient protec-
tion.

Reason #7: H.R. 4250 would require patients
to pay for the privilege of an external review
of treatment denial; H.R. 3605 imposes no
such fees on patients seeking to exercise
their rights.

Patients should not have to pay to have a
treatment denial reviewed.

Reason #6: H.R. 4250 does not contain sev-
eral key physician choice provisions that are
included in H.R. 3605.

H.R. 4250 does not include a provision
found in H.R. 3605 that would allow a patient
in the midst of serious illness or pregnancy
to continue a relationship with a physician
who leaves or is forced to leave a health plan
network. The House Republican bill also
does not provide patients with critical ongo-
ing access to specialists for chronic condi-
tions (such as asthma, diabetes, etc). H.R.
4250 also does not require plans to disclose to
prospective enrollees the adequacy of the
physician network to serve a given patient
population. H.R. 2605 provides both access to
necessary specialty care and disclosure of
the plan’s physician mix to patients.

Reason #5: H. R. 4250 would provide a huge
loophole for plans to circumvent the point of
service provisions.

Under the terms of H.R. 4250, employers
would not have to offer employees point of
service coverage if they could prove that the
plan’s premiums would increase by 1%. The
AMA has always said that patients may
choose to bear reasonable additional costs to
obtain a point of service option that would
ensure greater choice of physicians. This
opt-out provision of H.R. 4250 could effec-
tively ‘‘gut’’ the concept of a point of service
option for many plan participants.

Reason #4: H.R. 4250 would delay the effec-
tive date of patient protections for up to two
years after the date of enactment. H.R. 3605
would provide for nearly immediate imple-
mentation of most patient protections.

The evidence is overwhelming that pa-
tients need and are demanding protections
now. The delayed effective date in H.R. 4250
is an opportunity for more legislative mis-
chief by health plans seeking passage of
‘‘gutting’’ amendments before patient pro-
tections are actually offered to patients.
H.R. 3605 would generally extend all patient
protections soon after enactment.

Reason #3: H.R. 4250 does not adequately
protect the broadest possible range of ‘‘medi-
cal communications,’’ nor would it ensure all
necessary emergency care. It even cuts back
on the Balanced Budget Act’s antigag clause/
practices and prudent layperson provisions
that cover Medicare patients.

On anti-gag practices, H.R. 4250 does not
include the words ‘‘otherwise restrict’’ medi-
cal communications. The omission of these
key words would allow health plans to con-
tinue to gag physicians. The ‘‘prudent
layperson’’ provision for emergency services
in H.R. 4250 does not include ‘‘severe pain’’ in
the definition of what a reasonable person
would think requires immediate treatment.

Reason #2: H.R. 4250 creates a new federal
preemption of state patient protections laws
for association health plans and would over-
ride many of the patient protections laws al-
ready enacted by some 43 states.

Association health plans would be exempt
from state patient protection requirements.
H.R. 4250 also lacks express language rec-
ognizing the authority of state legislators to
regulate the health care delivery practices of
such entities for state residents.

Reason #1: H.R. 4250 does not hold health
plans properly accountable for making medi-
cal treatment decisions that result in pa-
tient injury or death.

The managed care liability issue is about
basic fairness and holding health plans ac-
countable for their conduct. No other indus-
try in America enjoys the special legal pro-
tections currently extended to health plans.
Members of Congress have spoken out
against special legal protections for tobacco
companies. Why should health plans con-
tinue to be given special liability protec-

tions? The AMA continues to lobby for tort
reforms, but we have never advocated that
patients should be denied adequate com-
pensation for true medical negligence. The
damages and penalties in H.R. 4250 fall far
short of providing patients with proper com-
pensation for preventable injuries and death.

Again, we urge you to vote for a House
floor procedure rule that will allow a vote on
H.R. 3605, and to vote for passage of H.R.
3605.

Respectfully,
E. RATCLIFFE ANDERSON, JR., MD.

b 1245

PARLIAMENTARY INQUIRY

Mr. DINGELL. Mr. Speaker, I have a
parliamentary inquiry.

The SPEAKER pro tempore (Mr.
FOLEY). The gentleman will state it.

Mr. DINGELL. Mr. Speaker, who has
the right to close debate on this bill?

The SPEAKER. As stated on page 567
of the House Rules and Manual, the
Chair will assume that the manager of
a measure is representing the commit-
tee of jurisdiction, even where the
measure called up is unreported.

House Resolution 509 specifically
named Mr. HASTERT as the manager of
this bill; Mr. HASTERT called up the
measure; and Mr. HASTERT is a member
of the committee having primary juris-
diction over the bill. As such, the gen-
tleman from Illinois has the right to
close.

Mr. HASTERT. Mr. Speaker, I yield
three minutes to the gentleman from
California (Mr. THOMAS), Chairman of
the Subcommittee on Health Care of
the Committee on Ways and Means.

(Mr. THOMAS asked and was given
permission to revise and extend his re-
marks.)

Mr. THOMAS. Mr. Speaker, I thank
the gentleman for yielding me time.

Mr. Speaker, one of the things we
have to make sure we do not do is re-
vise history. I think it might be useful
just to remember where the prudent
layperson language in the Republican
provision and in the Democrat provi-
sion came from. It came from the
changes that were made in the Medi-
care program.

I think when you examine the gag
rule provision, it is in the Democratic
bill, it is in the Republican bill, it
came from the Medicare revisions. If
you recall, I said, prior to the election,
the Democrats were accusing the Re-
publicans of trying to destroy Medi-
care. After the election we sat down
and put together a prudent package to
preserve and protect Medicare. We in-
cluded a number of provisions that
were applicable only to Medicare be-
cause it was a bill dealing with Medi-
care. That was in 1997.

We then began in the Subcommittee
on Health a series of hearings about
the problems that were out in the cur-
rent marketplace because of the distor-
tion of the rapid movement to managed
care. We began examining the Medicare
changes to find what we could include
in the package.

You have heard repeatedly that
somehow the Republican plan was
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thrown together in a couple of days.
That is pre-election rhetoric. It simply
is not the truth.

We include significant patient pro-
tections; they include some patient
protections.

We include the opportunity to get
health care, make it more affordable,
make it more accessible. Do not be-
lieve me, believe the Congressional
Budget Office. They looked at their
bill. They evaluated it. They priced it
out. They said if the Democrat’s bill
were law, premiums would cost more.
Health care costs would go up.

The Congressional Budget Office
looked at our bill, they examined it,
they priced it. The nonpartisan fiscal
analyst said if the Republican bill be-
came law, health care costs, premiums,
would go down.

In addition to that, a provision that
they had said is a poison pill, it would
kill the bill, the medical malpractice
provision that is in the Republican bill,
it is not in the Democratic bill, that
that measure alone, reforming medical
malpractice, would save, directly save
the Federal Government and the Medi-
care and Medicaid program, $1.5 billion
a year over a 10 year period; $1.5 bil-
lion.

Where is that money going to come
from? It is going to come from money
that does not go to trial lawyers. Why
do they call it a poison pill? Frankly,
given the way their bill is structured,
it is the trial lawyers who are going to
be the main beneficiaries of those pre-
miums going up. CBO says their plan
increases premiums. CBO says our plan
reduces premiums.

Yes, it is important to address the
changes in the health care market
today about patient protections. It is
also important to make sure that
health care is affordable for more
Americans. Our plan does it; their’s
does not.

Mr. DINGELL. Mr. Speaker, I yield
one minute to the distinguished gen-
tleman from Michigan (Mr. LEVIN).

(Mr. LEVIN asked and was given per-
mission to revise and extend his re-
marks.)

Mr. LEVIN. Mr. Chairman, let me
give you a real live example of the
major differences between these two
bills. Twenty-five years ago one of my
constituents was diagnosed with mul-
tiple sclerosis. A battery of medica-
tions have been developed in recent
years that can often slow the course
this disease, but it is expensive. His
doctor prescribed the medication, but
then the HMO said, ‘‘You need another
opinion.’’

The day after he went to that second
doctor, he received a letter from the
HMO stating no way would they pay
for the drug. So my constituent called
that second neurologist and he said he
had not even spoken to the HMO.

Then the HMO said the reason my
constituent was denied access to the
drug was that he was at stage seven of
MS, and there was no published re-
search about the use of this drug on

stage seven MS. So even though two
doctors believed that he would benefit
from the medication, they were over-
ruled by the HMO.

Ganske-Dingell, the Patients’ Bill of
Rights Act, would help avoid situations
like this. Vote for Ganske-Dingell.

Mr. HASTERT. Mr. Speaker, I yield
three minutes to the gentlewoman
from Connecticut (Mrs. JOHNSON) a
member of the Subcommittee on
Health of the Committee on Ways and
Means, and distinguished for her work
on health care for many, many years.

Mrs. JOHNSON of Connecticut. Mr.
Speaker, I thank the gentleman from
Illinois for yielding me time, who has
done such an outstanding job in lead-
ing this task force and developing this
bill.

This is indeed an historic day for the
U.S. House of Representatives. We are
going to pass legislation that forcefully
protects patients’ needs, puts physi-
cians back in charge of medical deci-
sions, holds insurance companies ac-
countable for quality care and gives
millions of uninsured Americans access
to affordable health coverage. We have
heard the many concerns of the Amer-
ican people and are acting to address
them directly and realistically.

Key to the reforms in this bill is the
strong internal and external appeals
mechanism that guarantees physicians
will control medical decisions. Both
the internal and external appeals proc-
ess, in both of those processes, the phy-
sician must review the decision. It is
physician-controlled and physician-di-
rected, both within the plan and in the
independent external review process.
This guarantees that physicians, not
HMO bureaucrats, will control medical
decisions.

Both the internal and external appeal
decisions are governed by strict time
frames within which decisions must be
made. Patients will no longer be kept
in limbo while bureaucrats delay.
Rather, physicians will make timely
decisions about lifesaving medical
treatments. This will inject fairness
and objectivity into our medical sys-
tem.

Accountability is key to this legisla-
tion. I have worked with the bill’s
sponsors to insert an important provi-
sion that will force public accountabil-
ity of the insurance companies on this
very issue, because we will now report
publicly the results of these appeals
processes. In other words, if the plan
denies a patient care and that decision
is overturned on external appeal, peo-
ple will know it. They can change
plans. They will not buy that plan. The
market will deliver a far more dev-
astating verdict to that plan than the
courts could over many years.

The external and internal appeals,
because they are physician-controlled,
they are patient-oriented, will bring
timely decisions and access to spe-
cialty care, in the right way, to the
people without raising costs, but im-
proving quality of care.

Coupled together, the provisions in
this bill are what we need to restore

fairness and quality to our health care
system. This is a good bill that not
only provides the consumer protections
the American people have been looking
for, but it expands access to all those
that are too often ignored, the unin-
sured in America, and prevents an in-
crease in costs that would merely drive
people out of the system.

I urge support of this legislation.
Mr. DINGELL. Mr. Speaker, I yield

one minute to the distinguished gen-
tleman from Maryland (Mr. CARDIN).

Mr. CARDIN. Mr. Speaker, let me
thank my friend from Michigan for
yielding me this time and congratulate
him on his leadership.

Mr. Speaker, we have a clear choice.
If you want to provide protection for
your constituents for full access to
emergency care with symptoms with
severe pain; if you want to provide
your constituents with a choice of doc-
tors within their HMOs, access to spe-
cialists like cancer specialists, women
adequate care for mastectomies and
the right for reconstructive surgery,
that will provide continuing care if the
HMO drops a doctor so you can con-
tinue to see that doctor until you get
to a new doctor; if you want to provide
your constituents with clinical trials
and experimental treatment which
may be the only way to save their life;
if you want them to have the latest
drugs that your doctor thinks are need-
ed; if you want to make sure that an
HMO has enough doctors and locations
so your constituents can get to see the
doctor; if you want to provide all these
protections to your constituents, then
you must vote for the Ganske-Dingell
substitute, because the Republican bill
does not provide those protections to
your constituents and does not provide
for adequate enforcement.

The choice is clear. I urge my col-
leagues to support the amendment.

Mr. HASTERT. Mr. Speaker, I would
inquire as to the remaining time.

The SPEAKER pro tempore (Mr.
FOLEY). The gentleman from Illinois
(Mr. HASTERT) has 103⁄4 minutes re-
maining and the gentleman from
Michigan (Mr. DINGELL) has 121⁄2 min-
utes remaining.

Mr. DINGELL. Mr. Speaker, I yield 1
minute to the distinguished gentleman
from California (Mr. WAXMAN).

Mr. WAXMAN. Mr. Speaker, today
this House has a very basic decision to
make: Are we going to pass effective
and enforceable legislation to ensure a
patient bill of rights for people in this
country? Are we going to agree to the
Ganske-Dingell proposal which is going
to give people the rights they need to
deal with arbitrary and unfair treat-
ment by big insurance companies and
HMOs? Or are we going to rush through
a Republican leadership bill that is de-
signed to do just one thing, fool people
into thinking that something is being
done to help them just long enough to
get through the next election? Because
that is exactly the issue before us.

Are we going to pass legislation that
requires HMOs to have an adequate
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number and variety of health care pro-
viders so that people can get the serv-
ices they need and are paying for? The
Ganske-Dingell bill does that. The Re-
publican leadership bill does not.

Are we going to be sure that people
can get to a specialist if they need one?
Ganske-Dingell says yes. The Repub-
lican bill does not.

Are we going to let insurance compa-
nies make the decisions about what
medical patients need? Ganske-Dingell
says decisions belong to the patients
and their doctors. The Republican bill
does not. That is why the doctors sup-
port the Ganske-Dingell legislation.

Today this House has a very basic decision
to make: are we going to pass effective and
enforceable legislation to ensure a patient bill
of rights for people in this country?

Are we going to agree to the Ganske-Din-
gell proposal which is going to give people the
rights they need to deal with arbitrary and un-
fair treatment by big insurance companies and
HMO’s?

Or are we going to rush through a Repub-
lican leadership bill that is designed to do just
one thing: fool people into thinking that some-
thing is being done to help them just long
enough to get through the next election.

Because that is exactly the issue before us.
Are we going to pass legislation that re-

quires HMO’s to have an adequate number
and variety of health care providers so that
people can get the services they need—and
are paying for? The Ganske-Dingell bill does
that. The Republican leadership bill does not.

Are we going to be sure that people can get
to a specialist if they need one? Ganske-Din-
gell says yes. The Republican bill does not.

Are we going to let insurance companies
make the decisions about what medical care
patients need? Ganske-Dingell says that deci-
sion belongs to the doctor and the patient.
The Republican bill does not. It actually in-
creases the power of insurance companies to
decide what is medically necessary. Since
when did insurance bureaucrats become quali-
fied to be doctors?

Are we going to override the protections the
States have enacted to assure people health
benefits and give them some consumer pro-
tections? Ganske-Dingell builds on and
strengthens them. The Republican leadership
bill actually takes away the protections that
are there.

And are we going to make sure that people
have an effective way to enforce the rights we
are giving them, or not? Ganske-Dingell says
if you can’t enforce it, you don’t have it. The
Republican leadership bill sneaks in language
that makes sure the insurance companies de-
cision about what is medically necessary is
not going to be challenged.

We owe the American people legislation
that works to protect their rights. We need to
level the field between big insurance and their
desire to profits, and patients who depend on
their insurance and HMOs for their health
care. We owe people a way to make sure they
get the medical services they need from their
HMO or any other health plan.

This debate should be about patients, not
profits.

The Republican leadership bill is on this
floor today only for one reason: after months
of opposition and working hand in hand with
big insurance to kill any patient bill of rights,

they noticed the polls told them the American
people were demanding action.

So Mr. GINGRICH and his allies have re-
sponded with a cynical bill that is designed to
look like it’s doing something when it is not.

They’ve made sure that this bill didn’t get
looked at by the Committees or the public.
They’ve made sure that we vote on this before
anyone has a chance to know what it really
does.

They claimed to have privacy protections—
but actually they made it OK to sell medical
records. When they were caught, they
changed it.

They claimed to make sure emergency care
would be covered if a prudent person would
think it was necessary. But they actually weak-
ened the protections we already have in law
for Medicare beneficiaries. They said severe
pain wouldn’t be a reason to go. They said the
HMO could make you foot most of the bill if
you didn’t go to their facility. In other words,
they gutted the protections.

Well they got caught again, so they
changed it.

How many things are in this bill that haven’t
been found yet? It’s a cynical way to deal with
people’s lives and health care.

Does anyone believe that a Republican
leadership that has urged insurance compa-
nies to spend money to defeat these bills is
actually going to write a good one? Does any-
one believe that after they’ve fought it every
step of the way, they’ve suddenly seen the
light?

Let’s adopt the bill that works. Let’s adopt
the bill that has been endorsed by the doctors
and the nurses and the patients. Let’s adopt
the Ganske-Dingell bill.

Mr. DINGELL. Mr. Speaker, I yield 1
minute to the distinguished gentleman
from New Jersey (Mr. PASCRELL).

(Mr. PASCRELL asked and was given
permission to revise and extend his re-
marks.)

Mr. PASCRELL. Mr. Speaker, a ques-
tion was asked a few seconds about
whose side are we on.

The average CEO from an HMO
makes $6 million a year. It goes up to
$20 million a year. You are asking us
whose side we are on?

A woman in my district recently
summed up the problems with our cur-
rent managed care system in a con-
versation with me. She asked if there
was a way she could get into Medicare
early because she thought she could re-
ceive better care under her Medicare
than under her current health insur-
ance program.

All across my State of New Jersey,
patients are being denied their basic
rights, and I think that is what this ar-
gument and debate is all about. New
Jerseyans who benefit from some of the
strongest patient protections in the
country would lose under the original
bill.

Benefits and services such as bone
marrow transplants, diabetic supplies,
mammogram and prostrate screenings
and minimum maternity stays would
all be in jeopardy for thousands of pa-
tients in our State. Let us do the right
thing today.

Mr. HASTERT. Mr. Speaker, I yield
41⁄2 minutes to the gentleman from
Georgia (Mr. NORWOOD).

Mr. NORWOOD. Mr. Speaker, as we
close down this debate and come to-
ward the end of what, for me, has been
a long time coming, I want you to
know I am not only saddened by the
debate but I am exhilarated by this de-
bate also because it is with great pleas-
ure I see each side of the aisle trying to
outdo the other on patient protections,
and Lord knows that has been a long
time coming.

It is often asked of me why would a
conservative Republican like myself,
why would you be involved in some-
thing like this? Why would you want to
deal with national standards? I think
that is a reasonable question, and I
think it is a fair question.

The answer is pretty clear. What I
want to do is take health care out of
the ERISA laws that should never have
been put in the ERISA laws, that never
was about health care but always about
your pension plans, but we cannot do
that.

b 1300

But we cannot do that. The other op-
tion is to do nothing, and we all know
that is wrong, and the other option
then is to set some national standards,
and that is where I am, and that is
where we are in this debate today.

We have today one of the reasons I
might mention that I am involved in
this is that we have today the best
medical care, best trained physicians,
best technology in the world, but it
does no good to have any of that if we
are denied our care. We all can agree, I
believe, on that.

I have been in Congress 31⁄2 years.
There is a lot I do not know, but I will
tell my colleagues one thing I do know
something about. I know something
about treating patients. I have been
doing that all of my adult life. In fact,
I have been doing that longer than any
of my colleagues have been in Con-
gress, except maybe the gentleman
from Michigan (Mr. DINGELL). Gen-
erally speaking, that is all I know, And
I have in every sense since I have come
to this town tried to say that there are
serious problems out there that are oc-
curring that we must address. Thank
God we are. It is a contest of who is ad-
dressing them best, perhaps.

Mr. Speaker, I remember seeing pa-
tients back when there really was a
doctor-patient relationship, back when
there was a free market, before the 1973
HMO Act, before the 1974 ERISA Act.
Things are not better today for pa-
tients. Maybe our skills are better,
maybe our technology is better, but
people have been denied the benefits
that are in their plan. I thank my col-
leagues for joining with us, I thank
them for joining with us to try to ad-
dress that, and we are going in the end
to address that, I believe, in a very cor-
rect manner.

One of the other reasons I have been
so interested in this is that in 1994 I did
not like Clinton care. Do my colleagues
want to know why? Clinton care was a
program to deny patients’ choice of
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doctor and of hospital. It was a pro-
gram that would deny them care and
rationed care, and it was a program de-
signed to use untrained and less
trained people to take care of patients.
Guess what? They won. That is exactly
what we have today. The big difference
is Mr. Clinton would have used Federal
bureaucrats; today we use corporate
bureaucrats. I promise my colleagues,
a patient that has been denied care and
their child has died does not care
whether it was a corporate bureaucrat
or whether it was a Federal bureau-
crat.

Mr. Speaker, we have before us
today, I say to my colleagues, two
bills, and we are debating actively on
who has done the best job. These bills
are fighting to see who can protect pa-
tients most. I think that is wonderful.

Let me just simply close by saying
that there are many things that are
similar. There are many very good pro-
tections in the Republican bill, and I
certainly do not oppose the liability
part, except I am scared that it will
kill the bill for this Congress and we
will have no protections.

Vote against the motion to recom-
mit, vote for this bill, and work with
us to make it all better.

Mr. DINGELL. Mr. Speaker, I yield
30 seconds to the distinguished gen-
tleman from New York (Mr. SCHUMER).

(Mr. SCHUMER asked and was given
permission to revise and extend his re-
marks.)

Mr. SCHUMER. Mr. Speaker, I want
to thank the gentleman for yielding me
this time. I want to say that the Amer-
ican people are clamoring for real re-
form of HMOs. If we pretend to give
them reform, if we offer a phoney solu-
tion, they will not be fooled. The Din-
gell-Ganske substitute will make a
true difference to millions of families.
Let us go the real way. Let us really
help people and not just make it appear
we are.

Let us support Dingell-Ganske and
make a difference for the millions who
are suffering under the yoke of unfair
HMOs.

Mr. HASTERT. Mr. Speaker, I yield 2
minutes to the gentlewoman from
Washington (Ms. DUNN), a member of
our leadership.

Ms. DUNN. Mr. Speaker, I thank the
gentleman for yielding me this time.

I rise today to say to American fami-
lies who are worried about their health
care coverage, we understand your
fears and your anxieties, and help is on
the way.

H.R. 4250, the Republican plan to
make health care more accessible and
strengthen patient protection, is a sen-
sible approach to the problems facing
Americans, especially working women.

Mr. Speaker, 80 percent of all the
health care decisions in this country
today are made by women. As a result,
women view health care as a consumer
issue, not a political issue. That is why
the Republican plan addresses the need
to expand access to health care for
those who cannot afford it, or are unin-

sured by their employers. H.R. 4250
makes some important reforms that
will allow small businesses, an area of
our economy increasingly dominated
by women, to ban together to purchase
health care coverage.

One of the biggest obstacles to health
coverage for small business women and
their employees is cost. By allowing
these small businesses to join together
and pool their resources, they will be
able to purchase health care at the
same discounted rates enjoyed now by
big business.

In addition, our Patient Protection
Act will give our Nation’s women di-
rect access to their OB–GYN. These
physicians are extremely important to
the lives of every woman and they
should not be considered specialists.
We should demand that the essential
care that they give be accessible with-
out having to jump through bureau-
cratic hoops.

The Republican plan will also help
our Nation’s mothers get easier access
to pediatricians for the care of their
children. Once again, the care given to
our Nation’s youth is critical to foster-
ing a healthy childhood and it must be
available without delay.

Whether it be expanding access to
health care for America’s small busi-
ness women or ensuring that mothers
and children have the care that they
deserve when they need it, the Repub-
lican health care plan is right for our
Nation’s families.

Mr. Speaker, I urge my colleagues to
support H.R. 4250 and help give families
the peace of mind they so richly de-
serve.

Mr. DINGELL. Mr. Speaker, I yield 1
minute to the distinguished gentle-
woman from Oregon (Ms. HOOLEY).

Ms. HOOLEY of Oregon. Mr. Speaker,
I thank the gentleman for the leader-
ship he has shown on this issue.

Let me tell my colleagues a little bit
about this issue. I look at these two
bills and I see mirror images. The
Hastert bill takes us a step backwards,
at least in Oregon, in protecting pa-
tients, and the Ganske-Dingell bill
moves that agenda forward.

I want to tell my colleagues how
backwards this takes us. In Oregon, our
State has already adopted model pa-
tient protections. Make no mistake: I
would like to see us move forward on
patient protection. This, in fact, moves
Oregonians backwards. It repeals pro-
tections Oregonians already have been
guaranteed by the State. Cervical can-
cer, mammogram screenings, minimum
maternity care, mastectomy stays,
breast reconstruction, alcoholism and
drug abuse treatment, well child care.

In the last session of the Oregon leg-
islature they worked in a bipartisan
fashion, held extensive hearings, took
the data and opinions of everyone con-
cerned, and what they got was a model
piece of legislation. They had hearings
on it. What a contrast to this.

Please support the Ganske-Dingell
bill.

The SPEAKER pro tempore (Mr.
FOLEY). The gentleman from Illinois

(Mr. HASTERT) has 9 minutes remain-
ing; the gentleman from Michigan (Mr.
DINGELL) has 4 and a quarter minutes
remaining.

Mr. HASTERT. Mr. Speaker, I yield
15 seconds to the gentleman from Geor-
gia (Mr. NORWOOD).

Mr. NORWOOD. Mr. Speaker, let us
try to get this straight. The Federal
law known as ERISA is what preempts
State laws. It is not this bill; it is the
ERISA law that preempts State laws.

Mr. DINGELL. Mr. Speaker, I yield
such time as she may consume to the
gentlewoman from California (Ms.
PELOSI).

(Ms. PELOSI asked and was given
permission to revise and extend her re-
marks.)

Ms. PELOSI. Mr. Speaker, I thank
the gentleman for yielding and for his
tremendous leadership in providing ac-
cess to quality health care for all
Americans.

I rise in strong opposition to the Re-
publican bill and in strong support of
the Ganske-Dingell bill.

Mr. Speaker, I rise in strong support of the
Patients’ Bill of Rights, the substitute to the fa-
tally flawed Republican HMO protection bill.
The manner in which this legislation is being
rushed through by the leadership should tell
us clearly that they want to avoid real scrutiny,
and given their bill, that is understandable.

With the health care system transforming
around us, the most important decision we
have to make in writing health care reform leg-
islation is: What interests are we going to pro-
tect? Do we stand with patients trying to ac-
cess quality care and needed specialty serv-
ices? Or do we craft legislation which gives
cover to the industry and considers patients
second?

The Democratic Patients’ Bill of Rights is
true patient protection that will make a dif-
ference in the lives of every American.

The contrasts between the Republican and
Democratic plan are many and stark. I want to
focus on three issues which are very important
to constituents in my district.

First, OB/GYN services are among the most
personal, and important, health care services.
This area of health care goes to the heart of
the treasured doctor-patient relationship.
When that relationship is full of trust and hon-
esty, it can lead to better diagnosis, treatment,
and comfort in the medical care setting.

The Democratic plan gives women direct
access to OB/GYN services, without limita-
tions that can stand in the way of receiving
services, such as limits on the number of visits
to the doctor. The Republican plan does not
guarantee this coverage for all health insur-
ance consumers.

Second, I am often approached by people in
my district who depend on access to clinical
trials. People with AIDS, breast cancer, and
other health problems know that the cure for
their diseases has not been found yet.

Their hope is their ability to participate with
others in the search for medical answers. The
Democratic plan promotes access to clinical
trials that may provide people access to new,
life-saving therapies. The Republican plan fails
to do this.

Third, the Dingell-Ganske substitute, but not
the Republican bill, permits individuals to sue
the health plans under State law for personal
injury or wrongful death.
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We need health care legislation that puts

patients, not HMOs, first. And we need en-
forcement mechanisms that make those pro-
tections real. The Republican plan falls far
short on both counts. It is cover for the health
industry and for Republicans, not tangible pro-
tection for consumers.

I urge my colleagues to support real protec-
tion for patients by voting for the Democratic
substitute.

Mr. DINGELL. Mr. Speaker, I yield 1
minute to the distinguished gentleman
from Rhode Island (Mr. WEYGAND).

(Mr. WEYGAND asked and was given
permission to revise and extend his re-
marks.)

Mr. WEYGAND. Mr. Speaker, I thank
the gentleman for yielding me this
time.

I was just very interested, being a
former small business owner, when the
gentleman just came up a little while
ago and mentioned that this bill does
not preclude many of the State re-
quirements that the gentlewoman from
Oregon (Ms. HOOLEY) just mentioned.

Let me tell my colleagues what this
bill does. It shifts small businesses
who, like myself, belong to an associa-
tion health care plan. It took all of the
care of my employees and puts it now
into ERISA.

This is what it is going to do for
those people in the State of Rhode Is-
land. It is going to remove the require-
ment that there be a well child care
program, mammography screening,
minimum maternity stays, minimum
mastectomy stays, breast cancer re-
construction, cervical cancer screen-
ing, diabetic supplies, alcoholism
treatment, drug abuse treatment,
home health care, off-label drug use,
newborn sickle cell testing and blood
lead screening, removes patient rights
from small business owners and em-
ployees of small businesses. This bill
does that. The Ganske-Dingell bill does
not. Please support the Ganske-Dingell
bill.

Mr. HASTERT. Mr. Speaker, I yield 2
minutes to the gentleman from Ari-
zona (Mr. SHADEGG).

Mr. SHADEGG. Mr. Speaker, I thank
the gentleman for yielding me this
time. I would like to engage in a col-
loquy with the gentleman from Califor-
nia (Mr. THOMAS), the chairman of the
Subcommittee on Health from the
Committee on Commerce.

It is my understanding that the gen-
tleman, along with most of our Repub-
lican colleagues and leaders, would
agree with me that the biggest problem
with health care today is that the Tax
Code encourages employers, and not in-
dividuals, to be the purchasers of
health care. Indeed, employers have a
tax incentive to offer health care bene-
fits for their employees, and individ-
uals do not have that same benefit, so
they are discouraged from purchasing
their own health care.

Mr. THOMAS. Mr. Speaker, will the
gentleman yield?

Mr. SHADEGG. I yield to the gen-
tleman from California.

Mr. THOMAS. Mr. Speaker, I would
inform the gentleman that the Sub-

committee on Health is a subcommit-
tee of the Committee on Ways and
Means.

In looking at the Tax Code, we are
very concerned about what has hap-
pened. Clearly, there are some advan-
tages to managed care and HMOs in
dealing with treating the patient, but I
think it is fairly obvious that most em-
ployers turned to a controlled cost
structure, as well. The employed had
no ability to control the rising costs,
181⁄2 percent a year in 1988. What they
did was determine, I will take a health
care that gives me a fixed dollar
amount per employee.

Mr. SHADEGG. Mr. Speaker, I know
the gentleman would agree with me
that this legislation today, the Repub-
lican legislation before us today, takes
important steps toward solving these
problems, but that there is also agree-
ment on the part of the gentleman and
on the part of our Republican leader-
ship that the best long-term solution
would be to adopt reforms which make
it possible, and indeed, encourage, indi-
viduals, whether they are employees of
a company or the self-employed, or for
that matter unemployed, to purchase
their own health insurance without
having to go through their employer
and get the same tax advantage as
their employer currently gets under
the law.

Mr. THOMAS. Mr. Speaker, if the
gentleman will continue to yield, I
could not agree with the gentleman
more. The current system is fatally
flawed. What we are doing is simply
working on the edges. The only way to
fundamentally deal with the problems
in our health insurance area is to em-
power consumers, empower them with
the wherewithal to purchase the insur-
ance, and just as importantly, empower
them with the knowledge to make
choices. They have neither of those in
today’s current system. It needs fun-
damental reform beginning with the
Tax Code, and with the collection of
data, to make those changes possible.

Mr. SHADEGG. Mr. Speaker, I under-
stand there is a commitment on the
part of the Members to move that as
soon as possible.

Mr. THOMAS. Mr. Speaker, I would
tell the gentleman that I have no inter-
est in playing on the margin; I want to
go to the heart of the problem and
change it.

Mr. SHADEGG. Mr. Speaker, I thank
the gentleman very much.

The SPEAKER pro tempore. The gen-
tleman from Illinois (Mr. HASTERT) has
2 minutes remaining and has the right
to close; the gentleman from Michigan
(Mr. DINGELL) has 8 minutes remain-
ing.

Mr. DINGELL. Mr. Speaker, I yield
such time as he may consume to the
distinguished gentleman from New
York (Mr. ENGEL).

(Mr. ENGEL asked and was given
permission to revise and extend his re-
marks.)

Mr. ENGEL. Mr. Speaker, I rise in
strong support of the Ganske-Dingell

bill and in opposition to the Repub-
lican bill.

The Democratic Patients’ Bill of Rights takes
health care decisions away from insurance
company bureaucrats and gives them back to
doctors and patients.

The Republican bill is a sham—it will actu-
ally turn the clock back on health care con-
sumers and is another empty political promise
from this GOP Congress.

The Republican bill covers too few people,
provides too few patient protections and con-
tains unnecessary and irrelevant provisions.

The Democratic bill:
First, returns health care decisions to health

care professionals and their patients. The Re-
publican bill does not.

Second, the Democratic plan guarantees
patients the right to see a specialist when they
need to do so. The Republican bill does not.

Third, the Democratic bill guarantees an end
to financial incentives to limit medical care.
The Republican bill does not.

Fourth, the Democratic bill guarantees tough
enforcement that will hold insurance compa-
nies responsible for their actions. The Repub-
lican bill does not.

Fifth, the Democratic bill guarantees emer-
gency care. The Republic bill does not.

Mr. DINGELL. Mr. Speaker, I yield
such time as he may consume to the
distinguished gentleman from Illinois
(Mr. POSHARD).

(Mr. POSHARD asked and was given
permission to revise and extend his re-
marks.)

Mr. POSHARD. Mr. Speaker, I rise in
strong support of the Ganske-Dingell
bill.
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Mr. DINGELL. Mr. Speaker, I yield
such time as she may consume to the
distinguished gentlewoman from Texas
(Ms. JACKSON-LEE).

(Ms. JACKSON-LEE of Texas asked
and was given permission to revise and
extend her remarks.)

Ms. JACKSON-LEE of Texas. Mr.
Speaker, I rise in strong support of the
Ganske-Dingell bill that does not hurt
Texas.

Mr. Speaker, thank you for the opportunity
to speak on this important issue today. Mr.
Speaker, I am deeply concerned that after
spending the last full year blocking any type of
adequate health care reform the legislation
that is on the floor today is an unacceptable
proposal to Americans’ very real health care
reform concerns. Once again, Mr. Speaker,
the House Republican leadership has allowed
the insurance industry and its powerful lobby-
ists to make the rules!

H.R. 4250 may give the appearance of re-
form, but there is no substance to this bill.
There is no provision for specialty care, no
provision for needed drugs and clinical trials,
and no effective mechanism to hold plans re-
sponsible when plan abuse inevitably kills or
injures someone.

Instead of protecting patients who des-
perately need help, the bill here on the floor
protects the insurance industry! H.R. 4250 has
serious and apparent flaws and I urge my col-
leagues to oppose this bill.

This bill does not provide enforceable guar-
antees to protect consumers from bureaucratic
abuses. It does not allow patients to seek re-
course for denial of care which may result in
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injury or death. In addition, the Republican bill
which would be more aptly named as the Pa-
tient Propaganda Act, Insurance Industry Pro-
tection Act or the Profit Protection Act does
not guarantee patients access to needed care
outside of their managed care plan, does not
guarantee the right of patients to see a spe-
cialist and does not guarantee access to all
necessary prescription drugs. Unfortunately,
this bill does nothing to prohibit or prevent
HMOs from offering bonuses to doctors for de-
nying necessary care. By contrast the Pa-
tients’ Bill of Rights Act allows patients access
to specialists, and protects the doctor-patient
relationship.

The Democratic Patients’ Bill of Rights, in
contrast is supported by over 300 health relat-
ed organizations including the Children’s De-
fense Fund, the National Partnership for
Women and Families, the National Association
of Children’s Hospitals, the American Medical
Association, and the National Breast Cancer
Association. In addition, the American Public
Health Association who represents more than
50,000 public health professionals, believes
that H.R. 4250 provides inadequate protection
of personal health data and may lead to unde-
sirable uses of private information.

H.R. 4250 will allow health insurance com-
panies, not doctors to decide what is medically
necessary. In testimony before the House
Commerce Committee, Dr. Linda Peeno, a
former HMO medical director described the
control that health insurance companies would
have over our health as ‘‘a health plan’s smart
bomb capability.’’ External appeals will be of
no value if the health plan itself is always al-
lowed to decide and define what is medically
necessary or appropriate. By contrast, our
democratic bill specifically prohibits health
plans from practicing medicine by substituting
their decisions for the doctors.

And what about the gag rule? H.R. 4250
does not adequately protect the broadest pos-
sible range of ‘‘medical communications’’ and
it would not ensure necessary emergency
care! Because H.R. 4250 does not include the
words ‘‘otherwise restrict’’ medical commu-
nications, because of this important omission,
health plans can continue to silence physi-
cians. Imagine, even with severe pain, there is
no requirement for an insurance plan to allow
treatment! In fact, this bill still does not deal
with Americans’ concerns with gag clauses,
yet the bipartisan Ganske-Dingell bill extends
the prohibition on gag clauses to sub-
contracts—in other words, assuring that health
care professionals in all types of managed
care will be protected and that patients will be
protected.

Because we are about women’s health con-
cerns, the Dingell-Ganske bill prohibits drive-
through mastectomies and requires coverage
for reconstructive surgery after a mastectomy.
H.R. 4250 does not even include anything
close to this type of protection for women. As
an advocate of women’s rights, I am con-
cerned that the Republican plan does not
allow women to choose their obstetrician or
gynecologist as a primary care physician, and
it also does not allow a woman undergoing an
active cause of treatment in her last trimester
of pregnancy to continue with her doctor if her
employer changes plans.

As a concerned parent and Chair of the
Congressional Children’s Caucus, I wonder
about the children that would not receive ade-
quate care under the Republican bill, in that it

does not guarantee access to pediatric spe-
cialists.

I urge my colleagues to oppose the Repub-
lican plan. We must provide our country’s citi-
zens with adequate health care. Our President
strongly endorses this plan, and as an article
in the July 3, New York Times states, doctors
and advocates for consumer groups prefer the
Patients’ Bill of Rights over the Republican
plan, and the New York Times itself said that
the Democratic bill seems to be far more pre-
scriptive.

One of the letters I received recently is from
a Texas woman, a senior citizen who has
worked a lifetime in the medical profession.
She told me that she had worked during an
era when a doctor saved a gravely ill child—
sutured bleeding patients—sat at the bedside
of someone’s dying loved one knowing there
was nothing further he could do except to be
there—and then see those same physicians
feeling badly in accepting fresh garden vege-
tables or a dozen eggs with a pound of butter
as a payment for his services.

She spoke of a time when doctors were
able to act for the benefits of their patients
alone, when insurance companies could not
deny sick and dying patients their only hope
for treatment and cure, based only on greed
and profit. The Democratic Patients’ Bill of
Rights is the only plan guaranteeing that doc-
tors and patients make medical decisions, not
insurance bureaucrats!

Mr. DINGELL. Mr. Speaker, I yield
such time as he may consume to my
good friend, the gentleman from Penn-
sylvania (Mr. DOYLE).

(Mr. DOYLE asked and was given
permission to revise and extend his re-
marks.)

Mr. DOYLE. Mr. Speaker, I urge my
colleagues to vote for Dingell-Ganske.

Mr. Speaker, I rise to urge my colleagues to
vote for real patient protection legislation, in
the form of the Dingell-Ganske Patients’ Bill of
Rights.

The Dingell-Ganske bill is a bipartisan effort
to put healthcare decisions back into the
hands of doctors and nurses, not insurance
companies. It would guarantee emergency
care and access to specialists, and retain for
doctors the right to speak freely with patients
about their medical treatment.

Contrary to the claims of the insurance in-
dustry, these important patient protections can
be guaranteed without radically increasing
costs. We need to continue to get the news
out about the recent Congressional Budget Of-
fice study, showing that the average policy-
holder will pay only an additional two dollars a
month for these protections.

The Republican leadership bill would leave
treatment decisions in the hands of the insur-
ance companies and would not guarantee the
right to see a specialist. This is not real reform
at all.

I’m sorry to say that the Republican leader-
ship bill still bears the faint aroma of some-
thing drafted by industry lobbyists behind
closed doors. Even after last-minute changes
last night, the Republican bill would still work
to actually tear down existing patient protec-
tions. In my home state of Pennsylvania, and
around the country, existing state patient pro-
tection laws would be preempted by this Re-
publican leadership bill.

For example, H.R. 4250, the Republican
leadership bill, would override Pennsylvania’s

medical records confidentiality law. There
would be nothing to stop your health plan from
sharing your medical information with other or-
ganizations, such as your employer. Should
an employer have unfettered access, or any
access at all, to every employee’s health infor-
mation? I don’t think so. On this and a number
of other issues, H.R. 4250 is more than just a
sop to the issue of HMO reform, it’s a bad bill,
and we must vote to reject it.

Today, we have a choice between real re-
form, or a watered-down, half-hearted motion
designed simply to provide political cover to
the Republican party. I urge my colleagues on
both sides of the aisle to support the biparti-
san Patients’ Bill of Rights. Thank you, and I
yield the balance of my time.

Mr. DINGELL. Mr. Speaker, I yield 1
minute to the distinguished gentleman
from New Jersey (Mr. MENENDEZ).

Mr. MENENDEZ. Mr. Speaker, I
thank the gentleman from Michigan
(Mr. DINGELL) for yielding me this
time.

Mr. Speaker, when Republicans seek
to avoid reform, they raise the specter
of Big Government. Yet it is the Re-
publican majority’s lack of govern-
mental intervention that has let the
abuses take place over the years of
their majority in the HMOs across the
country. It is only when Democrats
clamored for patient protection that
they came forth with the fig leaf they
produced today.

One mother in my district came to
me because her child had been denied
necessary rehabilitative treatment
after surgery, and now that child will
live with the damaging effects of this
denial for the rest of his life. The Re-
publicans’ bill gives that family no re-
lief, no enforcement mechanism. That
is not family values.

Today HMOs have all of the protec-
tion and none of the responsibility. We
want to give patients protection. We
want to make sure HMOs are respon-
sible for their actions. We want to pre-
serve what is trusted by Americans,
their relationship with their doctor.
We want to give them those choices.
We want to make sure that a doctor is
making those decisions.

Mr. Speaker, that is why I join the
gentleman from Iowa (Mr. GANSKE), a
Republican, in supporting the Ganske-
Dingell bill.

Mr. DINGELL. Mr. Speaker, I yield
such time as he may consume to the
distinguished gentleman from Indiana
(Mr. VISCLOSKY).

(Mr. VISCLOSKY asked and was
given permission to revise and extend
his remarks.)

Mr. VISCLOSKY. Mr. Speaker, I rise
in support of the Ganske-Dingell sub-
stitute.

Mr. Speaker, I rise this morning as a co-
sponsor of the bipartisan Patients’ Bill of
Rights and a believer in the notion that doc-
tors should make decisions about their pa-
tients’ medical treatments, not insurance com-
panies. Today’s managed care plans are run
by insurance industry bureaucrats whose first
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concern is the bottom line for insurance com-
panies, not quality care for patients. These in-
surance industry bureaucrats seek to maxi-
mize profits for insurance companies by re-
stricting treatment to patients and preventing
doctors from providing proper care.

In addressing this situation, the bipartisan
bill, which is the basis of the Dingell/Ganske
substitute, offers its protections to patients,
who need to know that their insurance compa-
nies are not interfering with their access to
quality health care. This bill is dramatically dif-
ferent than the Republican bill which seeks
only to protect the insurance industry.

Currently, 125 million Americans are en-
rolled through their employers in self-insured
health plans, in which the insurance compa-
nies cannot be held liable for their decisions to
restrict medical treatment, even if those deci-
sions directly result in the death or maiming of
the patient. The Congress should eliminate
this legal protection for insurance companies,
so that insurance companies can be held le-
gally accountable for their decisions, just like
everyone else. The bipartisan bill would offer
Americans the legal protections of their indi-
vidual states in holding insurance companies
accountable for their decisions. The Repub-
lican bill on the other hand, would go the other
way by restricting patients’ legal rights and in-
creasing the number of patients who are not
protected by state malpractice laws from insur-
ance companies.

Americans need to know that they have ac-
cess to adequate internal and external ap-
peals processes if their insurance company
denies them coverage for a treatment. While
the bipartisan bill provides for an external re-
view that is truly independent and bases the
definition of medical necessity on ‘‘generally
accepted principles of professional medical
practice,’’ the Republican bill would allow the
insurance company to determine what is con-
sidered medically necessary and who per-
forms the external review.

Americans need to know that they have ac-
cess to emergency care when it is necessary,
and we should encourage people to go to the
emergency room when they experience se-
vere chest pain—a sign of a possible heart at-
tack. But the Republican bill fails to guarantee
payment for care in such cases, leaving the
health of Americans at risk. That’s why the
President of the American College of Emer-
gency Physicians has said that the Republican
bill ‘‘will not bring peace of mind to anyone
seeking emergency care when they need it.’’

Americans need to know that their insur-
ance companies are not restricting the range
of treatments that their doctors are allowed to
discuss, and are not offering financial incen-
tives to doctors to limit patient care. While the
bipartisan bill provides strong protections to
patients in both of these circumstances, the
Republican anti-gag provision is riddled with
loopholes, and their bill doesn’t even address
the problem of financial incentives designed to
limit care.

Americans need to know that they will have
access to a specialist when it is needed and
not become a victim of managed care bureau-
crats. The bipartisan bill provides this protec-
tion to patients; the Republican bill does not.

With a set of consumer protections so weak
as to be almost meaningless, the Republican
bill is a cynical attempt to include erroneous
provisions that have absolutely nothing to do
with the problems of managed care such as

provisions that would allow companies unre-
stricted access to your personal, confidential
medical information and that would allow
wealthy Americans to set up tax shelters
through medical savings accounts.

Mr. Speaker, the American people deserve
strong protections from the insurance bureau-
crats who seek to do nothing more than maxi-
mize profits by restricting care. Please join me
in voting for real protections for patients and
against further protections for insurance com-
panies, and vote for the bipartisan substitute
and against the Republican bill.

Mr. DINGELL. Mr. Speaker, I yield 2
minutes to the distinguished gen-
tleman from Georgia (Mr. LEWIS).

Mr. LEWIS of Georgia. Mr. Speaker,
we need a real Patients’ Bill of Rights.
I know because I have heard from the
people in my district.

A mother told me her daughter had a
mastectomy. The mother begged,
pleaded to keep her daughter in the
hospital for just one night. She needed
to be there, but the insurance company
sent her home.

I have heard from a doctor, a doctor
who had to fight the insurance com-
pany to get coverage to treat his can-
cer.

Mr. Speaker, too many patients are
paying more and are getting less.
Under the present system, too many
patients are getting a raw deal. They
need a fair deal. They need a good deal.
They need a better deal.

The differences are clear. Democrats
are concerned about protecting pa-
tients. Republicans are concerned with
protecting big business and insurance
companies. The system is broken. It
needs help. It needs a doctor. The Re-
publicans are only offering a Band-Aid.

We need a bill to let doctors make
medical decisions. The Democratic bill
makes sense. If we can choose who
fixes our car when it is broken, then we
should be able to choose who would
care for us when we are sick.

If insurance companies want to tell
us that we cannot see a doctor, that we
cannot get treatment, then they must
be held accountable. The doctors and
nurses on Main Street should make the
decisions about our health care, not
the insurance company and wheelers
and dealers on Wall Street.

The Democratic bill protects pa-
tients. The Republican bill does not.
Mr. Speaker, we need a real patient’s
protection act and we need it now. Not
tomorrow, not next week, not next
year, but now.

Mr. Speaker, we should vote for a
real patient protection bill and we need
it now. Vote for the Ganske-Dingell
bill.

Mr. DINGELL. Mr. Speaker, I yield 2
minutes to the distinguished gen-
tleman from Michigan (Mr. BONIOR).

Mr. BONIOR. Mr. Speaker, after ig-
noring the public outcry for months,
the Republicans have rushed to the
floor with a midnight deal that does
nothing to end HMO abuses. We might
as well call the Republican bill the In-
surance Company Protection Act, be-
cause that is all it does. It does not
protect patients.

These are the same insurance compa-
nies that have spent millions on TV
ads to kill HMO reform and the same
insurance companies that cut corners
with people’s lives. When insurance
companies play doctor, and that is
what they are doing, people get hurt,
people die.

Under the Republican bill, many
HMOs can still limit what doctors can
tell their patients. Under the Repub-
lican bill, HMOs can still restrict pa-
tients’ access to emergency rooms. If
patients have a heart attack and the
ambulance speeds to a hospital close by
but outside their network, they can get
stuck with a $4,000, $5,000, $6,000 emer-
gency room bill. It is enough to give
them another heart attack.

Under the Republican bill, patients
have little access to specialists or free-
dom to choose their own doctor. Under
the Republican bill, HMOs can release
private medical records without the pa-
tient’s permission.

Under the Republican bill, it even
gives HMOs the authority to define
‘‘medical necessity.’’ And if an HMO
denies necessary medical care, the
HMO cannot be sued for damages. That
is not reform. That is reprehensible.
But that is what the Republicans pro-
pose. They are telling our constituents:
Take two aspirins and call us after the
election.

The President has made it very clear,
he will veto this sham reform. I urge
my colleagues to stand firm today.
Support the Dingell-Ganske bill for
real HMO reform and patient protec-
tions.

Mr. DINGELL. Mr. Speaker, I yield
such time as he may consume to the
distinguished gentleman from Illinois
(Mr. DAVIS).

(Mr. DAVIS of Illinois asked and was
given permission to revise and extend
his remarks.)

Mr. DAVIS of Illinois. Mr. Speaker, I
rise in favor of the Dingell-Ganske bill.

Mr. DINGELL. Mr. Speaker, I yield 3
minutes to the distinguished gen-
tleman from Missouri (Mr. GEPHARDT)
the minority leader, for purposes of
concluding debate.

(Mr. GEPHARDT asked and was
given permission to revise and extend
his remarks.)

Mr. GEPHARDT. Mr. Speaker, the
bill that the Republican leadership has
brought to the floor is what happens
when they bring a bill that they really
do not believe in, when they bring a
bill that is really designed to be politi-
cal cover to address an area they really
genuinely do not believe needs to be
treated with legislation.

It is a fake. It is a fig leaf. It is a
sham. It is a subterfuge. It is a cha-
rade. It is cosmetic. It is ineffective.
And it will not work to solve the real
problems and the real concerns that
the American people have in this area.

If Republicans really believed in
their bill and thought that it had
merit, they would have had extensive
hearings in the committee and allowed
doctors and nurses, senior citizens and
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patients, consumers, health care com-
pany officials and others to come and
testify and tell us in the Congress their
feelings, pro and con, about the bill.

If they really believed in their bill
and what it did, they would not have
been writing it at midnight last night,
changing it, trying to shove things into
it to try to attract the last few votes
on their side to be able to pass the bill.
They would have proudly stood for
their bill as an effective answer.

Mr. Speaker, I just ask Members
today to ask themselves one simple
question: Where are the doctors and
nurses on this piece of legislation?
Which piece of legislation do they sup-
port, the people who, on a daily basis,
give their lives and their careers to
help get people well?

Mr. Speaker, they are for the Pa-
tients’ Bill of Rights, the patient pro-
tection act written by the gentleman
from Michigan (Mr. DINGELL) and the
gentleman from Iowa (Mr. GANSKE).
They are against this sham, this politi-
cal fig leaf that has been put up on the
other side.

Why is that the case? Let me give
just three quick, simple reasons. First,
the Republican bill does not guarantee
that if our doctor says we need to see
a specialist, that we will actually be
able to see that specialist. Just imag-
ine if a patient has cancer and their
doctor says they need to see an
oncologist. If the Republican bill
passes, there will be no guarantee in
the law that patient will be able to see
that oncologist.

Secondly, the idea of what is medi-
cally necessary will still, under the Re-
publican bill, be up to bureaucrats in
insurance companies who have their
eyes on the bottom line, the profit line,
and not on what is good medical care.

Finally, no enforcement. No enforce-
ment. This is a bill with rhetoric but
without a remedy. What we need in
this area is to be able to know that if
the medical necessity is not observed,
if the guarantee of the plan is not ob-
served, that patients have some place
to go to get a remedy.

What physicians say to me is, ‘‘I am
accountable for my health care deci-
sions every day, every minute of every
day. But now we have some bureaucrat
at the end of an 800-number who can
make medical decisions that are just
as important as my decisions, and they
are not in any way accountable to any-
body for the decisions they make.’’
That is the heart of this bill, and that
is why the Democratic bill is the only
good bill before us today.

Let me end with this. Members are
voting today on the rights and the abil-
ity of flesh and blood human beings in
their district. Make no mistake about
this, they care about this bill. This
really counts in their lives. When
Americans need the Bill of Rights, they
need it.

Mr. Speaker, I sat with my son when
he was sick in the hospital and talked
to other parents of kids who had cancer
and they would say, ‘‘My policy did not

cover, my policy did not work on the
treatment, the experimental treatment
that my son or daughter needed.’’ Let
me tell my colleagues that when one is
sitting in that hospital room and they
have a loved one in front of them who
is dying because they cannot get the
treatment that they have paid for,
they will want this Patients’ Bill of
Rights and they will want it now.

Mr. Speaker, I urge my colleagues to
vote against this fig leaf. Vote for a
good bill.

Mr. HASTERT. Mr. Speaker, I yield
such time as he may consume to the
gentleman from Florida (Mr. MICA).

(Mr. MICA asked and was given per-
mission to revise and extend his re-
marks.)

Mr. MICA. Mr. Speaker, I rise in sup-
port of the Republican alternative and
against the Democrat, more regu-
latory, bureaucratic, and more liti-
gious approach.

Mr. HASTERT. Mr. Speaker, I yield
such time as he may consume to the
gentleman from Georgia (Mr. LINDER).

(Mr. LINDER asked and was given
permission to revise and extend his re-
marks.)

Mr. LINDER. Mr. Speaker, I rise in
favor of the Republican alternative.

Mr. HASTERT. Mr. Speaker, I yield
the balance of my time to the gen-
tleman from Georgia (Mr. GINGRICH),
Speaker of the House.

Mr. GINGRICH. Mr. Speaker, let me
thank my colleagues and let me thank
the gentleman from Illinois (Mr.
HASTERT) and everyone who served on
the Health Task Force for developing
the Patients’ Protection Act.

Let me remind everyone that this is
not a new process for us. We founded
the Health Reform Task Force in 1991.
We developed a series of reforms which
included Medical Savings Accounts,
which included preventive care for dia-
betes, for prostate cancer, for
colorectal cancer, for breast cancer.

We have moved a series of initiatives
on child health. We moved a series of
initiatives to expand access to health
insurance for small business. And now
we are back working in the same gen-
eral direction which is really to do
three things: To make sure that every
citizen has access to health care; to
make sure that it is the most modern
and best health care in the world; and
to lower its costs.

Let us be clear about the choices
here. The Dingell bill is a well-meaning
bill, if one is a trial lawyer.
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The Dingell bill is terrific for trial
lawyers. The Dingell bill is about trial
lawyer enrichment. We are better on
every count. We save money. The Din-
gell bill costs money. So we make it
easier to buy health insurance and ex-
pand the coverage. We have provisions
so that more people can get covered by
health insurance.

The Dingell bill will actually take a
million and a half people out of health
insurance and put them on the tax-

payer. So they have less health insur-
ance for fewer people at greater cost.

Our bill says if someone gets sick and
they have a reasonable layman’s stand-
ard, they go to the emergency room
and they are automatically covered. It
then says if that individual is not in an
emergency situation, but that individ-
ual does not agree, they can get, within
72 hours, an internal review. And if
they do not agree with that, they can
get, within 72 hours, an external re-
view. They do not have to go to a trial
lawyer.

And the review, by the way, is done
by appropriate medical professionals of
comparable specialties. So medical
people make medical choices in our
bill. Trial lawyers make litigation
choices in the Dingell bill.

This is not a complicated issue. This
is an issue of the trial lawyers seeking
to enrich themselves at the expense of
everybody else in this country by hav-
ing more lawsuits over a longer period
of time and a more jammed courtroom.
We have a proposal which says more
patients have more rights by appealing
against the HMO, appealing against the
insurance company, and appealing di-
rectly to an independent council of
medical professionals.

Now, let us say the medical profes-
sionals decide, yes, the patient de-
serves the coverage, and the HMO says
we are not going to do it. At that
point, under our plan, that individual
goes to court with a presumption that
the HMO is guilty. The judge is now
looking at an independent medical
panel having said, yes, the patient
should get this treatment. So we give
the American people better treatment,
faster, with medical specialties, at
lower cost.

But we do one thing that our good
friends cannot stand: We do not make
the trial lawyers richer. We also have
malpractice reform, which is what
every doctor has told us for 20 years
they want.

So I would say the vote on Dingell is
very simple: If we want better patient
protection, vote ‘‘no’’. If we want lower
cost, vote ‘‘no’’. If we want more people
covered by health insurance, vote
‘‘no’’. If we want medical doctors mak-
ing medical decisions, vote ‘‘no’’. But if
Members really think they owe it to
the trial lawyers to give them a new
chance to get richer, vote ‘‘yes’’.

Mr. SERRANO. Mr. Speaker, I rise in strong
support of H.R. 3605, the Dingell-Ganske Pa-
tients’ Bill of Rights, and in equally strong op-
position to H.R. 4250, the pale shadow of re-
form offered by the Republican leadership.

The American people have called on us to
rein in the managed care companies that are
putting profits ahead of people, denying and
delaying care and causing real harm. We have
heard from patients with terrible stories of in-
jury and death caused by the decisions of ar-
rogant, unfeeling insurance company bureau-
crats intent on their corporate bottom line. We
have heard from doctors who have been
forced to beg for permission to treat their pa-
tients according to their professional judgment.
We have heard from nurses who daily see
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and deal with the results of denial and delay.
We have even heard from former HMO em-
ployees about what they had to do—until they
couldn’t stomach it any more—to keep their
jobs.

While it is gratifying that Republican leaders
have finally listened to the American people
and scheduled floor debate on managed care
reform, this is a holly exercise. Their useless
bill, which is likely to pass, will be vetoed. We
know that already. So this is not serious at-
tempt to accomplish meaningful reform, it is
an attempt to give Republican candidates
cover on an issue that is critical to millions of
Americans, to permit Republicans to claim
they have done something about health care.

In stark contrast, the Dingell-Ganske bill
would provide meaningful, enforceable patient
protections and quality health care. It would let
doctors and patients make medical decisions
and end financial incentives to limit medical
care. It would guarantee access to specialists
outside the HMO, to emergency services, to
the full range of prescription drugs, and to clin-
ical trials. It would end excessive use of cost-
cutting devices such as outpatient
mastectomies and drive-by deliveries. Most
important, it would be enforceable.

The Interreligious Health Care Working
Group supports legislation that includes ‘‘pa-
tient access to information; choice of providers
and plans; access to emergency services; par-
ticipation in treatment decisions; respect and
nondiscrimination; confidentiality of health in-
formation; and complaint and appeal proce-
dures’’ as well as credible means of enforcing
those rights. H.R. 3605 meets this standard.
H.R. 4250 does not.

The Consumer Federation of America sup-
ports legislation that includes ‘‘holding man-
aged care companies accountable; requiring
an external grievance and appeals system;
comprehensive information disclosure; quality
assurance programs; and protection of the
doctor-patient relationship in a manner that al-
lows advocacy on behalf of patients and pro-
hibits improper physician incentive plans.’’
H.R. 3605 meets this standard. H.R. 4205
does not.

Similarly, the American Federation of
Teachers, Families USA, the Lutheran Office
for Governmental Affairs, Consumers Union,
and others that have outlined principles for ad-
dressing problems in the managed care indus-
try find H.R. 4250 sadly lacking in both protec-
tions and enforcement. They all support H.R.
3605.

The American Medical Association—the
AMA, Mr. Speaker—lists 10 reasons to vote
against the Republican leadership’s bill and for
the Patients’ Bill of Rights. I won’t list them all,
but I should mention a couple of key issues.
AMA Reason No. 9 is ‘‘H.R. 4250 would allow
health insurance companies to decide what is
medically necessary * * *’’ AMA Reasion No.
7 is ‘‘H.R. 4250 would require patients to pay
for the privilege of an external review of treat-
ment denial; H.R. 3605 imposes on such fees
* * *’’ AMA Reason No. 4 is ‘‘H.R. 4250
would delay the effective date of patient pro-
tection for up to 2 years * * * H.R. 3605
would peovide for nearly immediate implemen-
tation * * *’’. Finally, and perhaps most impor-
tantly, AMA Reason No. 1 is ‘‘H.R. 4250 does
not hold health plans properly accountable for
making medical treatment decisions that result
in patient injury or death.’’

Of course, Mr. Speaker, the Republican
leadership doesn’t stop at offending the Amer-

ican people by offering only a hollow promise
of reform, it throws in posion pills that have
been considered and rejected before. Exempt-
ing Association Health Plans (AHAs) and Mul-
tiple Employer Welfare Arrangements
(MEWAs) from state law would deny millions
of Americans coverage under many of the pa-
tient protection laws already enacted by 43
states. That includes my own state of New
York, which has been a pioneer in establishing
patient protections. Expanding the availability
of medical savings accounts (MSAs) would
give tax breaks to the healthy and wealthy
while increasing costs of health insurance for
the sicker and poorer.

It is obvious that this is a political exercise.
The Republican leadership’s bill was intro-
duced only last week and has not been exam-
ined in a single hearing or subjected to
amendment by any committee. It hasn’t been
scored by the Congressional Budget Office.
As the AMA writes, ‘‘In fact, Members of Con-
gress have not had time to fully understand
critical differences in the two bills since last
Friday’s introduction of the House Republican
bill’’. Not surprisingly, then, the bill has been a
work in progress, subjected to numerous
changes—changes that sound like improve-
ments but are largely cosmetic—in attempts to
attract enough votes to pass the bill without
actually accomplishing anything that would
annoy the Republicans’ friends in the insur-
ance industry.

I urge my colleagues to support meaningful,
enforceable reform, not posturing. Support the
Dingell-Ganske Patients’ Bill of Rights and re-
ject the Republican leadership’s Managed
Care Reform Lite.

Mr. TURNER. Mr. Speaker, Democrats initi-
ated the effort in this Congress to protect pa-
tients and their doctors from interference by
insurance company bureaucrats. The Dingell-
Ganske bill provides these protections and
eliminates the complete exemption from ac-
countability that many HMOs enjoy today
under the Federal ERISA law.

The Republican bill, on the other hand, is an
effort to preserve the insurance companies’
shield of protection from accountability for their
mistakes. It creates a Federal bureaucracy in
the Department of Labor and a complex ap-
peals process diagrammed here on this chart
to my right. Look at this. And endless maze of
bureaucratic nightmare is created by the Re-
publican bill.

Consider the example of Phyllis Cannon. In
September of 1991, Ms. Cannon was diag-
nosed with leukemia. On August 10 of 1992,
her doctor sought approval from her HMO for
a bone marrow treatment. 43 days later, her
doctor pleaded for authorization to treat her
life-threatening condition and it was again de-
nied. By the time the HMO finally agreed to
authorize treatment, it was too late and Phyllis
Cannon died.

Could she have gone through this maze
under the Republican bill and done any bet-
ter? I think not. And if she had made it
through the maze under the Republican bill,
after her death she would have been entitled
to only $500 per day. Under the Republican
bill, the total recovery for her family would
have amounted to only $20,000.

Is this what we call protecting patients?
Vote against this Republican bill. Vote for the
Ganske-Dingell bill and prevent this kind of
endless bureaucratic interference with medical
decisions from happening to the patients of
this country.

Mr. THOMPSON. Mr. Speaker, I rise today
as the Representative from Mississippi’s 2d
Congressional District in support of H.R. 3605,
the bipartisan Dingell-Ganske Patients’ Bill of
Rights. This bill guarantees that decisions will
remain in the hands of doctors and nurses,
not insurance companies; that people will
have access to specialists; that there will be
protection for women after mastectomy (mini-
mum hospital stay); and the ability to hold
plans accountable when abusive practices kills
or injure patients.

I oppose the Republican HMO health care
bill. Mr. Speaker, I am in support and commit-
ted to passing major managed care legislation.
However, I do not support the Republican bill
that covers too few people, provides limited
patient protections, and contains unnecessary
and irrelevant provisions. It undermines exist-
ing state consumer protections, leaves pa-
tients and small businesses with fewer protec-
tions than they already have. The Republican
bill is being pushed through the House with al-
most no debate and virtually no amendments
allowed in an attempt to stop the only real bi-
partisan managed care reform bill—the Din-
gell-Ganske Patients’ Bill of Rights—from
passing. Mr. Speaker, the Republicans are
playing politics with the lives of Americans.
Let’s stop this ridiculous rhetoric and pass
some meaningful legislation.

As I close, I would like to once again ex-
press my support for H.R. 3605 and thank
Representative DINGELL and Representative
GANSKE for their work in bringing this legisla-
tion forth to protect the interests of patients. I
urge my colleagues to support this bill.

Mr. COYNE. Mr. Speaker, I rise in support
of H.R. 3605, the bipartisan Patients’ Bill of
Rights. Today we have a tremendous oppor-
tunity to protect our constituents’ right to re-
ceive quality health care.

More than half of all Americans are not of-
fered a choice of health care providers by their
employer. Under current law, many consumers
have little recourse if their HMOs or insurance
companies do not protect their most basic
health care rights. I believe Congress must act
to guarantee these rights.

I am proud to be an original cosponsor of
the bipartisan Ganske-Dingell bill (H.R. 3605).
It would ban ‘‘gag rules’’ and contracts in
which doctors are paid less if they refer to
needed specialists or suggest expensive treat-
ment, guarantee access to specialty and
emergency care, protected medical confiden-
tiality, and give patients access to a free, time-
ly appeals process if their HMOs deny them
benefits. If patients are harmed by decisions
made by their HMOs, they will be allowed to
take the HMO to court and recover damages.
H.R. 3605 also provides for speedy implemen-
tation. Americans need relief from badly man-
aged care now, not 2 years from now.

On the other hand, H.R. 4250, the Repub-
lican alternative, is a step in the wrong direc-
tion. It actually weakens the protections pa-
tients have under current law. The association
health plan proposal would increase the num-
ber of patients who are not allowed to sue
their health plans if they are harmed or killed
by decisions made by the plan. The bill also
undermines current laws which protect medi-
cal confidentiality, allowing almost any insur-
ance company official access to a wide range
of personal medical records. By expanding
medical savings accounts, they encourage
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wealthy, healthy people to ‘‘opt out’’ of the cur-
rent health insurance coverage insurance sys-
tem, increasing the price of health insurance
for everyone else. Finally, the Republican bill
would maintain the status quo in which insur-
ance companies, not doctors, decide what is
‘‘medically necessary,’’ and health plans can
continue giving doctors financial incentives to
deny necessary care.

I urge my colleagues to join me in support-
ing H.R. 3605, the Patients’ Bill of Rights. We
owe it to our constituents to use this oppor-
tunity to enact real reform.

Mr. BENTSEN. Mr. Speaker, I rise today to
express my strong support for H.R. 3605, the
bipartisan Patients’ Bill of Rights, that is spon-
sored by Representatives DINGELL and
GANSKE. Today, we will consider two different
approaches to reform managed health care
plans. I am a strong supporter and co-sponsor
of H.R. 3605 because I believe that this bill
provides essential consumer protections to all
Americans. I urge my colleagues to reject the
Republican leadership sponsored legislation,
H.R. 4250, and vote for the real Patients’ Bill
of Rights.

Today, there are more than 160 million
Americans enrolled in managed care plans,
such as health maintenance organizations
(HMOs). Of these enrollees, approximately
125 million Americans are enrolled in man-
aged care health plans that are governed by
federal law, the Employee Retirement and In-
surance Security Act (ERISA). Under ERISA,
these Americans cannot seek legal remedy if
their health plans denies or delays access to
care. In a time when many Americans believe
that their health plans are arbitrarily denying
care and services, the Dingell-Ganske sub-
stitute bill would ensure that health plans must
provide an appeals process to their decisions.
Under the Dingell-Ganske bill, patients would
be guaranteed the right to seek both an inter-
nal and external appeals process with a dead-
line for decisions to be made. If both of these
appeals are denied, consumers would have
the right to hold their plans accountable for
their decisions through a legal case in our
court system. In my state of Texas, where a
new law has recently been approved to pro-
vide this legal right for consumers under state-
based health plans. This legislation would sim-
ply ensure that ERISA-based health plans are
held accountable by consumers.

The Dingell-Ganske bill provides critical re-
forms that patients need. It guarantees that
decisions will remain in the hands of doctors
and nurses, not insurance companies. It guar-
antees access to specialists and ensures that
doctors and nurses can talk freely with pa-
tients without interference from their health
plans. The Dingell-Ganske bill also prohibits
the use of financial incentives to limit medical
care. The Dingell-Ganske bill also ensures
that patients can seek care in emergency
rooms without prior approval and when they
are suffering severe pain.

I would like to highlight one main difference
between these bills. The Dingell-Ganske sub-
stitute includes an important provision to en-
sure that all Americans can enroll in cutting-
edge clinical trials if they need them. As the
sponsor of legislation to ensure that Medicare
beneficiaries can enroll in clinical trials, I be-
lieve we must guarantee this right to ensure
that patients have access to the best, most-
advanced care. As the Representative for the
Texas Medical Center, where many of these

clinical trials are conducted, I believe that this
guarantee must be included as any consumer-
protection legislation. The Dingell-Ganske sub-
stitute would require managed care plans to
pay for the routine costs associated with clini-
cal trials. The Republican majority legislation
does not include this critical provision.

Finally, I would like to highlight one other
critical point about the Patients’ Bill of Rights.
I believe the Patients’ Bill of Rights is a cost-
effective, reasonable approach to provide uni-
form federal standards for managed care
health plans. I believe that consumers are will-
ing to pay for these protections. The Congres-
sional Budget Office has estimated that the
Patients’ Bill of Rights would add a total of $2
per month for these protections. Let me repeat
that, for $2 per month, patients can be guar-
anteed real protections. I believe that consum-
ers believe that this small price is worth its
guarantees to ensure that consumers receive
the health care services they need and de-
serve.

I urge my colleagues to reject the Repub-
lican leadership bill and vote for the Patients’
Bill of Rights.

Mr. COSTELLO. Mr. Speaker, I rise today in
strong support of the Dingell Patients’ Bill of
Rights. The Republican plan tries to give the
appearance of reform without actually doing
so. The Republican plan does not limit HMOs’
and insurance companies’ use of improper fi-
nancial incentives to limit needed care, does
not give access to specialists, does not allow
women to choose their obstetrician or gyne-
cologist as a primary care doctor and what is
most important, the Republican bill provides
no effective mechanism to hold HMOs ac-
countable when a patient is killed or injured.

The American people have waited long
enough to be granted the ability to sue HMO’s
when a patient or family member is injured or
killed due to the negligence of their health
plan. They deserve the right to take legal ac-
tion. HMO’s should not be exempted from
legal liability. Most industries in the U.S. today
have responsibility to provide safe products
and safe work places and can be subjected to
legal recourse if they intentionally harm an in-
dividual. HMO’s are no different; we must
pass legislation to make them responsible for
their actions!

The Republicans use of scare tactics claim-
ing that the Democratic bill will escalate the
cost of managed care plans is bogus. Last
week, the Republicans’ own Congressional
Budget Office (CBO) released an analysis of
the Patients’ Bill of Rights discrediting Repub-
lican claims. The CBO estimates that the
Democratic proposal costs only $2 more a
month for patients with managed care plans.
The CBO also estimates that the Democratic
provision allowing patients to sue their health
plans will increase premiums by just 1.2%.
That is a small price to pay to make sure
HMO’s understand they will face legal liability.

The Democratic bill has been endorsed by
the American Medical Association, American
Nurses Association, American Cancer Society,
and the American Trial Lawyers Association.
It’s time we hold health plans accountable for
their actions and give the American public
back their right to quality health care. I strong-
ly urge my colleagues to support the Ganske-
Dingell substitute.

Ms. MCCARTHY of Missouri. Mr. Speaker, I
rise today to speak in favor of H.R. 3605, the
Dingell-Ganske Patients’ Bill of Rights, of

which I am a co-sponsor. I urge my col-
leagues on both sides of the aisle to join me
in support of this bipartisan bill. This bill guar-
antees that medical decisions will be made by
doctors and their patients, not by insurance
companies. It ensures that doctors can inform
patients of all of the treatment options avail-
able to them so that patients can make edu-
cated choices regarding their health care. It
guarantees that a patient who goes to an
emergency room with severe pain will be
treated.

The Patients’ Bill of Rights also extends im-
portant protections to women. This bill allows
women direct access to obstetric and gyneco-
logical care, and it allows women to designate
their own gynecologist as their primary care
provider. This provision allows a woman to
continue to be treated by a doctor with whom
she has become comfortable and who knows
her personal medical history.

Further, the Dingell-Ganske bill provides pa-
tient protection at an affordable price. The
Congressional Budget Office has reported that
most individuals would only pay about $2
more per month in premiums as a result of the
Patients’ Bill of Rights. The peace of mind and
security that will result from this bill are well
worth this small amount.

Last year, my home state of Missouri en-
acted legislation that ensure a patient’s right to
emergency room care, to choose a doctor,
and to know about all of the options available
to them for treatment, regardless of the cost.
In addition, the Missouri law provides for well-
child care, mammography screening, drug
abuse and alcohol treatment, bone marrow
transplants, and breast reconstruction.

With this legislation, Missouri took great
strides to guarantee access to specialists and
provide more rights for patients. If the Ging-
rich-Hastert bill is enacted, Missouri’s law will
be over-ridden, and the rights of the people of
my state will be taken away. We must not let
this happen. Instead, we should recognize
successful efforts like Missouri’s at the state
level to guarantee patients basic rights and
follow this lead by passing the Dingell-Ganske
bill.

We must guarantee that insurance compa-
nies are held accountable for their actions
when they deny patients the health care they
need. We must guarantee that when patients
need to go to the emergency room, they can
go without worrying whether their insurance
will allow them to be treated for their medical
emergency. We must guarantee that doctors
and not insurance companies are making the
decisions about what is medically necessary
for their patients.

In my district, at the Children’s Mercy Hos-
pital, social workers are fighting the current
system to ensure that patients receive the
care they need. For example, one little boy
with an amputated arm needed a special kind
of prosthesis. His insurance company deemed
the special arm not medically necessary and
refused to pay. The social worker at Children’s
Mercy was able to secure outside charitable
funding for this little boy to get the arm he
needed, but not all hospitals are able to pro-
vide this service, and frankly, they shouldn’t
have to.

Join with me in supporting H.R. 3605 and
grant America’s patients the basic medical
rights they deserve.

Mr. OWENS. Mr. Speaker, I rise to oppose
H.R. 4250, the Republican so-called Patient
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Protection Act and to voice my enthusiastic
support for H.R. 3605, the Patients’ Bill of
Rights Act. H.R. 4250 was conceived in the
back room of the Speaker’s special 15-mem-
ber Task Force on Health Care and unveiled
just last week. Although the bill was referred
to several committees, in a transparently des-
perate political maneuver, the Republican
leadership has put the bill on a fast-track basis
and side stepped the traditional deliberative
process. I am pleased, however, that many of
the provisions that are included in several
Democratic bills, including my own bill (H.R.
1191, the Patient and Health Care Profes-
sional Protection Act), have been included in
today’s Patient Protection Act. Yet, this bill,
H.R. 4250, falls disgracefully short on ‘‘protec-
tions’’ for patients and health care workers.
The authors of H.R. 4250 took great care to
ensure the protection of the owners of the
commerce of health care—managed care
companies. At a time when the health care in-
dustry is completely re-engineering itself and a
record 160 million Americans have fallen sus-
ceptible to the cost-saving strategies charac-
terized by too many managed care plans, we
must not support this phony ‘‘Patients’ Bill of
Rights.’’ We wish to note also that irrational
Medicaid rate reductions by state Governors
are also jeopardizing the health of patients.

Disappointingly, most of the new Federal
protections in H.R. 4250, would cover merely
48 million Americans in self-insured, employer-
sponsored health plans that fall under the pur-
view of ERISA (the Employee Retirement In-
come Security Act of 1974). However, there
are more than 160 million Americans who
have private health insurance. Congress must
act to ensure the protection of a broader
range of health care consumers, including
Medicaid recipients.

In addition, H.R. 4250 contains a bogus
grievance mechanism for patients who my
have disputes with their HMOs. Under the bill,
a so-called internal and external appeals proc-
ess would be established, Upon first glance, it
appears that H.R. 4250 adequately provides
for a fair process whereby patients can appeal
any denials of care. However, upon a closer
look at the bill language, it is clear that the so-
called external process is not very independ-
ent of the HMO with whom the patient is in
dispute. H.R. 4250 would stack the cards in
favor of the HMO from the onset. An inde-
pendent medical expert would be required to
examine the dispute on the merits of whether
or not the HMO followed its own rules. The
independent medical expert would not be au-
thorized to determine that the medical proce-
dure is indeed, necessary. To add insult to in-
jury, the bill would permit health plans to
charge up to $100 to a patient who pursues
the external appeals route.

Unlike the Democratic substitute (H.R. 3605
sponsored by Representatives DINGELL and
GANSKE), H.R. 4250 would not allow patients
to sue their health plans. (Currently ERISA
does not permit patients in employer-spon-
sored plans to sue their health plans.) Repub-
licans have demonized the right to sue as
some kind of payoff to the trial lawyers of
America. On the contrary, the right to sue is
an appropriate remedy which allows for maxi-
mum enforcement against health plans, espe-
cially when great injury or death results from
their cost-cutting decisions. Any true patient
protection bill and patient advocacy language
would arm the patient with this basic tool of
American civil rights.

Moreover, H.R. 4250 contains no protection
for the very individuals who are on the front
lines of the health care delivery system—
nurses, doctors, and other health care profes-
sionals. The bill does not have whistleblower
protections for health care workers who are in
the best position to witness and report patient
safety concerns. The Service Employees Inter-
national Union, the organization that rep-
resents the largest number of health care pro-
fessionals in the country (1.3 million members)
states, ‘‘In a recent national survey of health
care professionals, nearly 1 out of 4 reported
that ‘employees are penalized for, or afraid to
speak up about problems in their workplace’ ’’
Yet, H.R. 4250 ignores this fact by not protect-
ing workers from discharge, demotion, or har-
assment when they decide to stand up for pa-
tient care.

It should be noted that my bill, H.R. 1191
which was originally introduced in the 104th
Congress and reintroduced on March 20,
1997, addresses these issues and accom-
plishes the following: Provides strong whistle-
blower protection for nurses and doctors; en-
sures that managed care plans mandate that
adequate staffing guidelines are implemented
in every hospital across the country (This
would stop the current practice of replacing
registered nurses and licensed practical
nurses with unlicensed aides.); mandates the
compilation of public, uniform, national patient-
outcome data collection and analysis; assures
than no patient is denied care for non-medical
reasons; establishes a Federal mechanism for
the emergency investigation of egregious hos-
pital cases involving death or life-threatening
situations; and establishes well-funded, con-
sumer-dominated, non-governmental genuine
health care advocacy groups in each state.

Finally, H.R. 4250 would prematurely ex-
pand access to medical savings accounts
(MSA). MSAs are tax-exempt savings ac-
counts which may be used to pay for medical
expenses. The Health Insurance Portability
and Accountability Act of 1996 (Public Law
104–191) authorized a limited number of
MSAs (750,000) under a demonstration pro-
gram beginning on January 1, 1997. Many
Members and consumer groups were vehe-
mently opposed to the demonstration program,
citing that MSAs work for those that are more
healthy and more rich. The vast expansion of
MSAs under H.R. 4250 is reckless and ex-
treme given that the impact of the 1997 dem-
onstration program has yet to be studied.

Health care is big business. Spending for
health care totals approximately $1 trillion
every year in the United States. Competition
within the health care industry is fierce, and
Congress has the unequivocal role in assuring
that cutting costs and increasing one’s profits
are not priorities at the expense of patient
care quality and safety. When I recently con-
vened an extensive health care empowerment
conference in my district, my constituents de-
manded reform. The 11th Congressional Dis-
trict Advisory Committee and the HMO Con-
sumer Advisory Committee called for the for-
mation of an ‘‘HMO Certification Council’’ to
give a seal of approval to managed care
plans. The conference participants stated their
desire for greater access to doctors. The con-
ference participants also called for the pas-
sage of state legislation that would hold man-
aged care companies accountable and permit
wronged patients to sue these companies.
And when a group of nurses visited me two

years ago and conducted a rally at the Cap-
itol, they demanded protection for themselves
and their colleagues and freedom to advocate
on behalf of their patients. I urge my col-
leagues to carry out the will of the American
people, and not the wishes of greedy Amer-
ican businesses. Vote ‘‘no’’ on H.R. 4250, and
vote ‘‘yes’’ on H.R. 3605, the Democratic Din-
gell-Ganske substitute.

Mr. PAYNE. Mr. Speaker, I rise in support
of the Patients’ Bill of Rights, the Dingell-
Ganske substitute. I do so because the sub-
stitute lives up to its name. Improving health
care quality is what this debate is supposed to
be about and that is what the Patients’ Bill of
Rights does.

This measure enjoys broad bipartisan sup-
port from the AFL–CIO to the American Medi-
cal Association. Unlike H.R. 4250, the Pa-
tients’ Bill of Rights allows states to continue
on their current course of expanding health
care coverage to the uninsured and improving
health care quality.

The bill ensures that treatment discussions
stay between the doctor and their patient. It
also requires that health plans have an ade-
quate number and variety of health providers.
This provision is especially important to me
because African Americans and other minori-
ties are consistently discriminated against in
the treatment and provisions of care.

The Patients’ Bill of Rights has critical safe-
guards to protect patients and providers from
discrimination. Mr. Speaker, I urge my col-
leagues to protect the public health and sup-
port the Patients’ Bill of Rights. Vote yes on
the Dingell-Ganske substitute.

Mr. SANDLIN. Mr. Speaker, I rise in strong
support of the Dingell-Ganske substitute and
in opposition to H.R. 4250, the so-called Pa-
tient Protection Act. That bill does not protect
patients. In fact, several provisions of their bill
would harm patients. H.R. 4250 was rushed to
the floor with no hearings, no markup, and not
even so much as a CBO cost estimate until
minutes ago.

One of the most critical differences in the
two alternatives before us is who makes deci-
sions. As we increase access to health care,
we must not allow unqualified parties to make
critical decisions about patient treatment. Pa-
tients need to feel confident that their doctors
are giving them all necessary information and
not restricting information because of require-
ments issued by a health insurance provider.
Patients should make critical decisions about
their health care with the advice of their doc-
tor. These decisions should not be overridden
or limited by insurance company bureaucrats.
The Patients’ Bill of Rights allows patients to
make their critical care decisions.

As a strong supporter of local control, I sup-
port the Dingell-Ganske substitute because,
unlike H.R. 4250, it will not override protec-
tions already enacted by the states. In my
home state of Texas, the following protections
would be overridden by H.R. 4250: well-child
care; mammography screening; minimum ma-
ternity stays; breast reconstruction; diabetic
supplies; prostate cancer screening; home
health care; mental health care; alcoholism
treatment; drug abuse treatment; Alzheimer’s
disease; formula for PKU; TMJ disorders; and
bone mass measurement. The federal govern-
ment should not be in the business of over-
riding state legislatures’ decisions about con-
sumer protections.

Recently, I received a letter from two Re-
publican members of the Texas legislature
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who were instrumental in the passage of re-
cent Texas laws that provide strong consumer
protections. I quote from that letter:

In 1995 managed care reform opponents
called the patient protection act a billion-
dollar health care tax, and in 1997 they
claimed health care costs would skyrocket
upwards of 30 percent. However, multiple
independent studies, including an actuarial
analysis by Milliman and Robertson, of
Scott and White’s HMO, show costs have in-
creased by about 34 cents per member per
month.

H.R. 4250, the House GOP bill, would weak-
en Texas’ independent review provisions. Ap-
parently, H.R. 4250’s independent review is
not binding compared to the Texas law that
requires managed care organizations to pro-
vide care deemed appropriate by the inde-
pendent review organization.

We also are concerned that H.R. 4250 weak-
ens current Texas law regarding emergency
care and gag clauses. As we understand it,
the bill waters down Texas’ prudent lay per-
son by allowing a health plan to override the
treatment decision by the emergency depart-
ment physician. The gag clause provision
does not protect health care providers from
retaliation when they act as advocates for
their patients.

One of the most important provisions of this
legislation ensures that a new Texas law will
not be overturned. That provision declares that
the Employee Retirement Income Security Act
of 1974 does not prevent a patient from suing
his or her HMO in state court for personal in-
jury or wrongful death damages. This provi-
sion makes insurance companies accountable
for their actions. The laws in this country make
every other industry accountable for their ac-
tions. If automobile manufacturers produce an
inferior product that harms people, they are
accountable for that damage. Doctors are ac-
countable for the medical decisions they make
that harm their patients. Why then are insur-
ance companies not accountable for the deci-
sions they make that harm the health of pa-
tients?

Allegations that the Dingell-Ganske sub-
stitute would make employers liable are simply
not true. Clearly, employers cannot be held
liable for the decisions of insurance compa-
nies and/or the decisions of others. The Din-
gell-Ganske substitute does not create a new
right of action. It simply removes the provision
of ERISA that protects insurance companies
from being sued. It specifically states that em-
ployers cannot be held liable unless they exer-
cise discretionary authority to make a decision
on a claim for benefits covered under the plan.
During the course of the last six months, I
have met with many representatives of the
business community. I have repeatedly asked
them to bring me language that they believe
would prevent employers from being sued and
assured them that I would work with Mr. DIN-
GELL and Mr. GANSKE to address their con-
cerns. Not one of those people has taken me
up on my offer. That is because there is no
employer liability in the bill. Their answer in-
stead is to oppose the entire bill and support
H.R. 4250, and threaten Members who sup-
port Dingell-Ganske.

One of the most disturbing provisions of
H.R. 4250 will severely undermine the pa-
tient’s right to private medical records. This bill
allows for the release and use of confidential
health information without the patient’s con-
sent. Once that information is released, it can
be sold without the patient’s consent or knowl-
edge. And once again, H.R. 4250 would pre-

empt state laws that already have strong med-
ical privacy protections. That’s wrong and this
Congress should not be subjecting the Amer-
ican people to such an outrageous position.

Mr. Speaker, I urge my colleagues to sup-
port the Dingell-Ganske substitute and oppose
the disingenuous attempt by supporters of
H.R. 4250 to pull the wool over the eyes of
the American people.

Mr. MORAN of Virginia. Mr. Speaker, there
must be certain provisions included in patients
rights legislation in order to ensure true pro-
tections. For all health plans, there should be
an outside review appeals mechanism. Pa-
tients should have the right to appeal adverse
coverage decisions made by their health
plans. Women should be able to choose their
OBGYNs as their primary care physician, and
chronically ill patients should not have to get
referral from a primary care physician every
time they need to see the specialist who treats
their chronic illness. States should be able to
protect consumers from breaches to consumer
privacy. The Ganske-Dingell substitute pro-
vides these vital protections and more.

Although I have concerns about a provision
in the bill which deals with the certification of
class action law suits, I feel that the true pro-
tections the Ganske-Dingell substitute would
provide are of greater benefit to health care
consumers, our constituents, than my con-
cerns could justify opposing the substitute. I
am hopeful that the authors of this legislation
would consider working to address these con-
cerns in conference, but with the assurance of
the patient protections guaranteed in the
Ganske-Dingell substitute I am pleased to
support its passage.

Ms. CHRISTIAN-GREEN. Mr. Speaker, as a
physician, it is very important to me that we
pass meaningful managed care reform, and
that means passing the Ganske-Dingell bill.

Anyone who has heard me speak on health
care issues has heard my concern about
those Americans who are under or un-insured,
because they are denied access to medical
care.

Well Mr. Speaker, what the current man-
aged care system has done is made a bad
system worse.

Now even people who have insurance
under managed care are being denied access
to needed and appropriate medical care.

Mr. Speaker this has to change and the
Ganske-Dingell bill—the Patients’ Bill of Rights
is the bill which will provide that access.

Further Mr. Speaker, if a health plan makes
a decision about patient care and something
goes wrong, it must be liable. To do anything
less is patently unfair.

Mr. Speaker and colleagues, lets fix the
mangled care system. Pass the Ganske-Din-
gell bipartisan bill.

Mr. CONYERS. Mr. Speaker, I rise today to
oppose the Republican attack on the health
care of millions of Americans. The Republican
bill, which had no public hearings, no commit-
tee markup, and no CBO estimate of its costs
is a slapdash, thrown together, cynical attempt
to satisfy the American people’s hunger for
real managed care reform.

This Republican bill is a lie. It is titled the
Patient Protection Act, but it has nothing to do
with patient protection. This bill is all about
protecting insurance companies from angry
and injured patients who have been denied
care because, in the view of their insurance
company, their treatment was not ‘‘medically

necessary.’’ Why are the Republicans trying to
keep insurance companies from being held
accountable for their mistakes? No other in-
dustry has the right to the same immunity from
suit that insurance companies have, and no
other industry should have that immunity. The
thousands of men, women, and children
across this country who have been hurt by an
insurance company decision are crying out for
justice, and we as their representatives should
provide them with a way to achieve that jus-
tice.

The Dingell bill provides them with this jus-
tice. This bill will ensure that the next time an
insurance bureaucrat has to decide whether a
child he has never seen needs life saving
treatment, he will think twice, instead of deny-
ing the treatment out of hand.

We need to reform the insurance industry,
and make insurance companies care about
the health of the patients that they cover. Our
bill does this. Don’t vote for the Republican’s
cynical lie. I urge my colleagues to support the
Dingell bill, and provide Americans with the
health justice they need and deserve.

Ms. LEE. Mr. Speaker, I rise in strong sup-
port of H.R. 3605, The Patients’ Bill of Rights.
Today we see appalling, devastating problems
with HMO’s. Instead of concern for patients,
too many HMO’s focus on making money at
the expense of quality health care. They have
denied medical procedures that they decide
‘‘unnecessary’’, even though patients’ lives
may have depended on them. They have re-
fused to pay for medical procedures for chil-
dren with terrible deformities, calling the oper-
ations ‘‘cosmetic’’. They have even taken
away a doctor’s right to authorize crucial pro-
cedures, dangerously yielding the most impor-
tant decision-making responsibilities to a bu-
reaucrat in an office building 3,000 miles
away.

The Patients’ Bill of Rights is a comprehen-
sive bill which makes certain that health care
providers do what is in the best interests of
their customers, not their profits. It guarantees
basic rights for all patients, placing health,
well-being, and safety above all else, and val-
uing the patient-doctor relationship. Among the
most important aspects of the bill is that it al-
lows doctors, not insurance companies, to
make crucial decisions regarding the health of
patients. Another important safeguard in the
bill guarantees that individuals are covered for
all emergency services. No one should have
to worry about insurance coverage for life-sav-
ing emergency care.

Furthermore, and very significant, the Pa-
tients’ Bill of Rights calls for internal and exter-
nal appeals processes to adequately address
patients’ grievances. These processes are cru-
cial because they ensure that insurance com-
panies are held accountable for providing
quality care to people, or required to pay the
consequence.

In contrast, H.R. 4250, the Republican ver-
sion of a healthcare bill, is a vague and inad-
equate measure that fails to address many of
the vital problems in the healthcare industry.
Failing to focus on the needs of patients, it fa-
vors the multibillion-dollar insurance industry.
Under H.R. 4250, insurance companies will
not be held accountable for decisions that
cause injury to a patient. Crucial health deci-
sions will continue to be made by the patient’s
insurance company rather than the doctor.
The Republican plan does not put patients
first, but rather, serves insurance companies’
interests at the cost of quality health care.
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Furthermore, whereas the Patients’ Bill of

Rights expands healthcare to include provi-
sions for patients who are seriously ill or re-
quire the expertise of the specialist, such as
victims of HIV and cancer, the Republican
plan puts at risk even the most basic and nec-
essary measures. In my home state of Califor-
nia, current benefits such as mammography
and cervical cancer screening, prenatal care,
and mental health care could be overridden by
H.R. 4250. It is unthinkable to me that these
essential, preventative measures are threat-
ened in this legislation. This would be a dras-
tic step backward in caring for our people, and
a further example of cutting cost at the ex-
pense of patient care.

Mr. Speaker, I have heard some of my col-
leagues on the other side of the aisle connect
our current U.S. health care system to capital-
ism, stating that capitalism produces excel-
lence in health care. This misguided mentality
is frightening to me. Capitalism affords excel-
lent healthcare only to the select few who are
able to pay the most for it, and leaves all oth-
ers without. This principle of the profit-making,
market system is a devastating policy for
health care. Health care is not a luxury to be
afforded to the highest bidder. Providing
health care is not about striving to make the
greatest amount of money.

Health care is a basic right that all Ameri-
cans deserve, yet the United States is the only
Western industrialized country that does not
have a national health program. In a wealthy
nation such as ours, it is incredible to me that
there are so many who lack access to this
fundamental necessity. The Republican plan
will serve only to increase the rift between
those who have access to health care and
those who are left behind, neglected and
trapped without adequate care.

I urge your opposition of H.R. 4250 and
support of H.R. 3605, the Patients’ Bill of
Rights.

Mr. ALLEN. Mr. Speaker, I rise in support of
the Ganske-Dingell substitute to H.R. 4250,
the Republican HMO health care bill.

We have an opportunity in this Congress to
enact real reform in our health care system.
Months ago, Democrats introduced the Pa-
tients’ Bill of Rights Act to protect patients
against HMO abuses. Now that we are a few
months away from an election, the Repub-
licans have decided that they need their own
version of a managed care ‘‘reform’’ bill.

This republican bill is being rushed to the
House floor without the benefit of even one
public hearing or any committee mark-up. As
of 1 a.m. this morning, this bill was still being
drafted.

While the Republican leadership has been
willing to spend more than a year and millions
of dollars on committee investigations, they
are not willing to allow even one hearing on
legislation which could significantly affect
Americans’ lives.

Health care financing is in transition. Private
and public purchasers of health care are turn-
ing to managed care.

The shift to managed care has raised con-
cerns about the implications for health care
quality. I believe that managed care must be
more than managed cost.

Last month I held community health care fo-
rums in my district. This was an opportunity
for my constituents to come and share their
experiences. I wanted to hear from them
about health care costs, quality and access for
Maine children and families.

I did not hear the managed care horror sto-
ries to the extent that many of my colleagues
have heard. Maine has been slow to move to
managed care. People did, however, express
their fears about this system.

I heard from a mother who works an extra
job to pay for an indemnity health insurance
policy for her daughter who has a severe dis-
ability. It was clear that purchasing this health
plan was a financial hardship for this family.
This mother was too fearful to move to a man-
aged care plan which may be less expensive
because it could limit the care that her daugh-
ter needs.

Others also shared their concerns about
managed care. Could some of the same hor-
ror stories that they hear about on the national
news happen to them?

My constituents are not alone in their fears
about managed care. There is a crisis of con-
fidence in American health care:

Eighty percent of all consumers believe that
insurance plans often compromise the quality
of care to save money.

The worst problems are often reported by
those who need good care the most—those
with chronic conditions who experienced an ill-
ness serious enough to require hospitalization.
More than one half of this group reported
problems with their health insurance.

36 percent said that their condition wors-
ened as a result of the insurance problem.

35 percent said the problem led to an addi-
tional condition,

And 17 percent developed permanent dis-
abilities. Problems ranged from delays in care
to failure to refer to a specialist to problems
with payment, billing, and coverage.

As I mentioned, Maine has not moved to
managed care as rapidly as other areas. Fur-
thermore, strong patient protections have been
enacted at the state level. However, because
of federal preemptions to state protections, at
least 250,000 people in Maine are left unpro-
tected. My constituents recognize that we
need a national solution to a national problem.

The Republican legislation only applies to
Americans in self insured plans. They ignore
two-thirds of Americans with private health in-
surance. This means that Americans with indi-
vidual policies, state and local government
employees and people whose employers pur-
chase coverage through an HMO or insurance
policy are left unprotected. 113 million Ameri-
cans are left out in the cold by the Republican
bill.

The Republican bill is clearly designed for
political cover rather than real patient protec-
tions. For example, the Republican bill does
not:

Provide patients with access to clinical trials;
Permit doctors to prescribe prescription

drugs that are not on an HMO’s predeter-
mined list;

Provide ongoing access to specialty care;
Protect health care workers who report qual-

ity problems;
Provide choice of doctors within a plan; or
Hold managed care plans accountable when

a patient is injured by a plan’s decision to
withhold or limit care.

By contrast, the Patients’ Bill of Rights Act
does provide all of these protections.

In addition to empty promises, the Repub-
lican bill is laced with poison pills such as
healthmarts and malpractice limits.

I plan to hold more community health care
forums in my district during the August in dis-

trict work period. It is my sincere hope that I
will be able to assure my constituents that
they do not need to fear the health care sys-
tem in this country.

The American people have been clear. They
want real protections. They do not want a wa-
tered down bill. They want the Ganske-Dingell
substitute, the Patients’ Bill of Rights Act.

Ms. KILPATRICK. Mr. Speaker, I rise today
in strong, unequivocal and clear support of
H.R. 3605, the Democratic Patient Protection
Act, and oppose H.R. 4250, the Republican
Politician Protection Act. The Republican Poli-
tician Protection Act provides too few patient
protections, undermines existing state con-
sumer protections, has not had a single hear-
ing or mark-up, and contains unnecessary and
irrelevant provisions. It is time that we, the
Congress, stopped playing games with the
health care of our constituents and get down
to the real business of providing both doctors
and patients with the protections that they
need and deserve. I recently had a meeting
with the Michigan State Medical Society, an
organization made up of doctors in the State
of Michigan, and they wholeheartedly endorse
the Democratic Patient Protection Act, among
more than 50 consumer protection, labor
union, and health care organizations.

Let me take a minute to explain to you three
key differences between the Democratic Pa-
tient Protection Act and the Republican Politi-
cian Protection Act:

The Republican Politician Protection Act al-
lows medical insurance companies to give
your confidential medical records to another
agency—another insurance company, mort-
gage company, credit bureau, pharmacy, or
health care bureaucrat—without your consent.
This means that anyone—a person applying
for a mortgage, someone looking to peer
through your medical history before you start
a job, a person looking for negative health in-
formation against a potential candidate for
Congress—could have access to your medical
records. The Democratic Patient Protection
Act protects the confidentiality of your medical
records. No one would be allowed to review or
transfer your records without your express and
written consent.

The Politician Protection Act usurps and su-
persedes state consumer protections. Mr.
Speaker, before I was elected to this august
body, I served for 18 years as a state legisla-
tor in the great State of Michigan. I abhorred
and detested those rules, laws and regulations
that superseded our rules, laws and regula-
tions that were democratically arrived at and
after many hearings, debate, and votes. Os-
tensibly, the Republican Party is one of re-
specting the rights of states to make the best
decisions for themselves—or has posited
themselves as such. The Republican Politician
Protection Act would not allow states to decide
for themselves the best consumer protections
for their citizens. The Democratic Patient Pro-
tection Act does not usurp state law.

The Republican Politician Protection Act
does not allow patients to sue their health in-
surance plans for wrongdoing. The Republican
Politician protection act allows persons to sue
for fiduciary damages, but not for pain and
suffering or punitive damages. What does this
mean? Well, it means that if your doctor in a
managed care plan recommends that you
have an additional mammogram, but the plan
refuses to pay for it and the patient dies as a
result, the family could sue for the cost of the
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mammogram. The Democratic Patient Protec-
tion Act will ensure that patients can sue for
compensatory and punitive damages, and let
a jury—the same juries who register to vote
and send us to Congress—decide the merits
of these issues.

Adoption of the Democratic Patient Protec-
tion Act would be only a first step toward solv-
ing our health care crisis. We still need to ad-
dress the more than 4 million families, women,
children and adults over the past decade who
do not have any health insurance. Guess who
is footing the bill when these uninsured
women, children and adults show up at the
hospitals of our nation? That’s right, you and
I. Access to quality health care, before cata-
strophic diseases attack, has been proven to
prolong the length and quality of life of Ameri-
cans. The challenge of serving those persons
who do not have access to health care is one
of the many unfinished tasks facing us as a
Congress and as a nation as we consider the
reform of our health care system.

If you think that you don’t know someone
who is medically underserved, think again.
The usual person who is defined as ‘‘medically
underserved’’ is poor, elderly, has no health
care, and does not have access to primary
care physicians. In our land of plenty, over 43
million people are medically underserved, and
only 24 percent of those persons are served
through community health centers. What hap-
pens to more than three quarters of these
people who do not have access to health care
is simply this: immunizations are not given,
and babies fall ill to preventable diseases; el-
derly citizens do not get their high blood pres-
sure or diabetes cared for, and end up in the
hospital, or women do not get a life-saving
mammogram. Not having any health care, in
our land of plenty, is almost criminal.

Taxpayers want, and need, long-range solu-
tions to the challenge of access to affordable,
quality health care. Taxpayers deserve an in-
vestment of resources and commitment to the
goal of health care for all. It is the job and
duty of Congress to address this issue now.
The doors of health care must remain open to
protect the public health, prevent disease, im-
prove our quality of life and save scarce tax-
payer dollars. Congress can, and must, im-
prove access to health care for all. The Demo-
cratic Patient Protection Act is a strong, ag-
gressive step toward the much needed reform
of our health insurance system, but it is only
a first step. I urge all of my colleagues to re-
ject the Republican Politician Protection Act
and vote for the Democratic Patient Protection
Act.

The SPEAKER pro tempore (Mr.
KOLBE). The question is on the amend-
ment in the nature of a substitute of-
fered by the gentleman from Michigan
(Mr. DINGELL).

The question was taken; and the
Speaker pro tempore announced that
the noes appeared to have it.

Mr. DINGELL. Mr. Speaker, I object
to the vote on the ground that a
quorum is not present and make the
point of order that a quorum is not
present.

The SPEAKER pro tempore. Evi-
dently a quorum is not present.

The Sergeant at Arms will notify ab-
sent Members.

The vote was taken by electronic de-
vice, and there were—yeas 212, nays
217, not voting 6, as follows:

[Roll No. 336]

YEAS—212

Abercrombie
Ackerman
Allen
Andrews
Baesler
Baldacci
Barcia
Barrett (WI)
Becerra
Bentsen
Berman
Berry
Bilbray
Bishop
Blagojevich
Blumenauer
Boehlert
Bonior
Borski
Boswell
Boucher
Boyd
Brady (PA)
Brown (CA)
Brown (FL)
Brown (OH)
Capps
Cardin
Carson
Clay
Clayton
Clement
Clyburn
Condit
Conyers
Costello
Coyne
Cramer
Cummings
Danner
Davis (FL)
Davis (IL)
DeFazio
DeGette
Delahunt
DeLauro
Deutsch
Dicks
Dingell
Dixon
Doggett
Dooley
Doyle
Edwards
Engel
Eshoo
Etheridge
Evans
Farr
Fattah
Fazio
Filner
Forbes
Fox
Frank (MA)
Frost
Furse
Ganske
Gejdenson
Gephardt
Goode
Gordon

Green
Gutierrez
Hall (OH)
Hall (TX)
Hamilton
Harman
Hastings (FL)
Hefner
Hilliard
Hinchey
Holden
Hooley
Horn
Hoyer
Jackson (IL)
Jackson-Lee

(TX)
Jefferson
John
Johnson (WI)
Johnson, E. B.
Kanjorski
Kaptur
Kennedy (MA)
Kennedy (RI)
Kennelly
Kildee
Kilpatrick
Kind (WI)
Kleczka
Klink
Kucinich
LaFalce
Lampson
Lantos
LaTourette
Leach
Lee
Levin
Lewis (GA)
Lipinski
Lofgren
Lowey
Luther
Maloney (CT)
Maloney (NY)
Manton
Martinez
Mascara
Matsui
McCarthy (MO)
McCarthy (NY)
McDermott
McGovern
McHale
McIntyre
McKinney
McNulty
Meehan
Meek (FL)
Meeks (NY)
Menendez
Millender-

McDonald
Miller (CA)
Minge
Mink
Moakley
Mollohan
Moran (VA)
Morella
Murtha

Nadler
Neal
Oberstar
Obey
Olver
Ortiz
Owens
Pallone
Pascrell
Pastor
Payne
Pelosi
Peterson (MN)
Pickett
Pomeroy
Poshard
Price (NC)
Rahall
Rangel
Reyes
Rivers
Rodriguez
Roemer
Rothman
Roukema
Roybal-Allard
Rush
Sabo
Sanchez
Sanders
Sandlin
Sawyer
Schumer
Scott
Serrano
Sherman
Sisisky
Skaggs
Skelton
Slaughter
Smith, Adam
Snyder
Spratt
Stabenow
Stark
Stenholm
Stokes
Strickland
Stupak
Tanner
Tauscher
Taylor (MS)
Thompson
Thurman
Tierney
Torres
Towns
Traficant
Turner
Velazquez
Vento
Visclosky
Waters
Watt (NC)
Waxman
Wexler
Weygand
Wise
Woolsey
Wynn

NAYS—217

Aderholt
Archer
Armey
Bachus
Baker
Ballenger
Barr
Barrett (NE)
Bartlett
Barton
Bass
Bateman
Bereuter
Bilirakis
Bliley
Blunt
Boehner
Bonilla
Bono
Brady (TX)
Bryant
Bunning

Burr
Burton
Buyer
Callahan
Calvert
Camp
Campbell
Canady
Cannon
Castle
Chabot
Chambliss
Chenoweth
Christensen
Coble
Coburn
Collins
Combest
Cook
Cooksey
Cox
Crane

Crapo
Cubin
Cunningham
Davis (VA)
Deal
DeLay
Diaz-Balart
Dickey
Doolittle
Dreier
Duncan
Dunn
Ehlers
Ehrlich
Emerson
English
Ensign
Everett
Ewing
Fawell
Foley
Fossella

Fowler
Franks (NJ)
Frelinghuysen
Gallegly
Gekas
Gibbons
Gilchrest
Gillmor
Gilman
Gingrich
Goodlatte
Goodling
Goss
Graham
Granger
Greenwood
Gutknecht
Hansen
Hastert
Hastings (WA)
Hayworth
Hefley
Herger
Hill
Hilleary
Hobson
Hoekstra
Hostettler
Houghton
Hulshof
Hunter
Hutchinson
Hyde
Inglis
Istook
Jenkins
Johnson (CT)
Johnson, Sam
Jones
Kasich
Kelly
Kim
King (NY)
Kingston
Klug
Knollenberg
Kolbe
LaHood
Largent
Latham
Lazio

Lewis (CA)
Lewis (KY)
Linder
Livingston
LoBiondo
Lucas
Manzullo
McCollum
McCrery
McDade
McHugh
McInnis
McIntosh
McKeon
Metcalf
Mica
Miller (FL)
Moran (KS)
Myrick
Nethercutt
Neumann
Ney
Northup
Norwood
Nussle
Oxley
Packard
Pappas
Parker
Paul
Paxon
Pease
Peterson (PA)
Petri
Pickering
Pitts
Pombo
Porter
Portman
Pryce (OH)
Quinn
Radanovich
Ramstad
Redmond
Regula
Riggs
Riley
Rogan
Rogers
Rohrabacher
Ros-Lehtinen

Royce
Ryun
Salmon
Sanford
Saxton
Scarborough
Schaefer, Dan
Schaffer, Bob
Sensenbrenner
Sessions
Shadegg
Shaw
Shays
Shimkus
Shuster
Skeen
Smith (MI)
Smith (NJ)
Smith (OR)
Smith (TX)
Smith, Linda
Snowbarger
Solomon
Souder
Spence
Stearns
Stump
Sununu
Talent
Tauzin
Taylor (NC)
Thomas
Thornberry
Thune
Tiahrt
Upton
Walsh
Wamp
Watkins
Watts (OK)
Weldon (FL)
Weldon (PA)
Weller
White
Whitfield
Wicker
Wilson
Wolf
Young (AK)

NOT VOTING—6

Ford
Gonzalez

Hinojosa
Markey

Yates
Young (FL)
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Messrs. WHITE and EHLERS
changed their vote from ‘‘yea’’ to
‘‘nay.’’

Ms. BROWN of Florida, Mr. SCHU-
MER and Mr. BOYD changed their vote
from ‘‘nay’’ to ‘‘yea.’’

So the amendment in the nature of a
substitute was rejected.

The result of the vote was announced
as above recorded.

PERSONAL EXPLANATION

Mr. HINOJOSA. Mr. Speaker, during rollcall
vote No. 336, The Dingell Substitute to H.R.
4250, I was unavoidably detained. Had I been
present, I would have voted ‘‘yes.’’

The SPEAKER pro tempore (Mr.
KOLBE). Pursuant to House Resolution
509, the previous question is ordered on
the bill, as amended.

The question is on the engrossment
and third reading of the bill.

The bill was ordered to be engrossed
and read a third time, and was read the
third time.

MOTION TO RECOMMIT OFFERED BY MR. BERRY

Mr. BERRY. Mr. Speaker, I offer a
motion to recommit.

The SPEAKER pro tempore. Is the
gentleman from Arkansas opposed to
the bill?

Mr. BERRY. Yes, Mr. Speaker, in its
current form.
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The SPEAKER pro tempore. The

Clerk will report the motion to recom-
mit.

The Clerk read as follows:
Mr. Berry moves to recommit the bill H.R.

4250 to the Committee on Ways and Means
and to the Committee on Education and the
Workforce with instructions to report back
the same to the House forthwith with the
following amendments to the portions of the
same within their respective jurisdiction:

Page 38, beginning on line 9, strike ‘‘does
not meet the plan’s requirements for medical
appropriateness or necessity’’ and insert ‘‘is
not medically necessary and appropriate’’.

Page 39, beginning on line 16, strike ‘‘does
not meet the plan’s requirements for medical
appropriateness or necessity’’ and insert ‘‘is
not medically necessary and appropriate’’.

Page 48, beginning on line 17, strike ‘‘does
not meet the plan’s requirements for medical
appropriateness or necessity’’ and insert ‘‘is
not medically necessary and appropriate’’.

Page 53, beginning on line 17, strike
‘‘meets, under the facts and circumstances
at the time of the determination, the plan’s
requirement for medical appropriateness or
necessity’’ and insert ‘‘is, under the facts
and circumstances at the time of the deter-
mination, medically necessary and appro-
priate’’.

Page 60, line 17, strike all that follows the
first period.

Page 60, after line 17, insert the following
new subparagraph:

‘‘(V) MEDICAL NECESSITY AND APPROPRIATE-
NESS.—The term ‘medically necessary and
appropriate’ means, with respect to an item
or service, an item or service determined by
the treating physician (who furnishes items
and services under a contract or other ar-
rangement with the group health plan or
with a health insurance issuer providing
health insurance coverage in connection
with such a plan), after consultation with a
participant or beneficiary, to be required, ac-
cording to generally accepted principles of
good medical practice, for the diagnosis or
direct care and treatment of an illness or in-
jury of the participant or beneficiary.’’.

Page 227, strike line 1 and all that follows
through page 233, line 3, and insert the fol-
lowing (and conform the table of contents
accordingly):
Subtitle C—Deduction for Health Insurance

Costs of Self-Employed Individuals
SEC. 3201. DEDUCTION FOR HEALTH INSURANCE

COSTS OF SELF-EMPLOYED INDIVID-
UALS.

(a) IN GENERAL.—The table contained in
subparagraph (B) of section 162(l)(1) of the
Internal Revenue Code of 1986 is amended to
read as follows:

In the case of taxable
years beginning in The applicable
calendar year: percentage is:
1999, 2000, and 2001 .. 60 percent
2002 ........................ 70 percent
2003 or thereafter ... 100 percent.’’

(b) EFFECTIVE DATE.—The amendment
made by subsection (a) shall apply to taxable
years beginning after December 31, 1998.

Mr. BERRY (during the reading). Mr.
Speaker, I ask unanimous consent that
the motion to recommit be considered
as read and printed in the RECORD.

The SPEAKER pro tempore. Is there
objection to the request of the gen-
tleman from Arkansas?

Mr. HASTERT. Mr. Speaker, I object.
The SPEAKER pro tempore. Objec-

tion is heard.
The Clerk will continue to read.
The Clerk continued reading the mo-

tion to recommit.

Mr. HASTERT. Mr. Speaker, I re-
serve all points of order.

The SPEAKER pro tempore. The gen-
tleman reserves a point of order.

The gentleman from Arkansas (Mr.
BERRY) is recognized for 5 minutes.

Mr. BERRY. Mr. Speaker, my motion
makes the following two important
changes: It strikes the Medical Savings
Account provision from the Republican
bill, saving billions of dollars a year.

The money saved in the MSA will be
used to accelerate the health insurance
deduction for the self-employed. This
helps small businessmen by increasing
the deduction for expenditures on
health insurance to 60 percent in the
next 3 years, 70 percent in the year
2002, and 100 percent thereafter.

The current deduction is 45 percent
and will not increase to 100 percent
until the year 2006.

It amends the Republican bill by put-
ting the decision of ‘‘medical neces-
sity’’ back in the hands of doctors. The
new language allows for the doctor and
the patient, not the insurance compa-
nies, to determine the proper care and
treatment for the patient.
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It also makes sure the care they re-
ceive is consistent with good medical
practice, not insurance profits. The Re-
publican version leaves this decision up
to the insurance companies. The Re-
publican bill would create a system
where the insurance company would
win every time. The deck is stacked
against the patients before they even
get in to see their doctor.

The bill would allow insurers to de-
velop their own definitions and meth-
ods for determining medical necessity,
which would make it virtually impos-
sible for enrollees to challenge the
plan’s decision. A plan could define
medical necessity to essentially be
nothing more than the care defined
under whatever treatment guidelines
and utilization protocols the plan
adopts, even if the guidelines and pro-
tocols are not backed up by any clini-
cal evidence or good professional prac-
tice. Plans would always win under
this scenario. The Republican bill
would allow insurers to overturn physi-
cians’ treatment decisions on the basis
of completely arbitrary standards that
are not based on any credible medical
evidence.

I do not think that that is the kind of
care that we want for our families, our
children, our parents or our friends.
But that is just what this Republican
bill would allow.

I yield to the gentleman from Michi-
gan (Mr. DINGELL).

Mr. DINGELL. Mr. Speaker, I thank
the gentleman for yielding to me. I
would observe that here we are discuss-
ing the fundamental difference between
the two bills. If you want to provide
protection for the doctor-patient rela-
tionship, vote for the motion to recom-
mit, because the motion to recommit
assures that it will be medical neces-
sity decided by the doctor that deter-

mines the course of treatment of a pa-
tient of an HMO, not some curious, in-
surance-oriented approach which would
be decided by the Republican plan.

One of my friends who is one of the
outstanding physicians and surgeons in
the 16th District called me to tell me
about something that happened to him
recently. He was made an examiner of
medical claims. He was fired by the
HMO. The reason was that he was mak-
ing medical decisions, not insurance
decisions. That is exactly the issue
which is before us.

If you want the doctor to decide what
you and your family and your constitu-
ents are going to receive in the way of
medical care, vote for the motion to re-
commit. If you want to have an
unelected, unaccountable health care
bureaucrat appointed by a health in-
surance company or an HMO, then vote
against it. And what you will be doing,
you will be vesting in the HMO the
power to make a medical decision in-
stead of seeing to it that that medical
decision is made by the doctor in con-
cert with his patient. Medical necessity
should be decided by a doctor who is
trusted by the patient, not by an un-
known voice on the telephone who is
neither doctor nor accountable, a
health care bureaucrat. That is the
point of this amendment.

If you believe in the doctor-patient
relationship and if you believe it is
worth protecting, then vote ‘‘aye’’ on
the motion to recommit. That is what
is at stake, the doctor-patient relation-
ship, and the doctor making a decision
with regard to what constitutes medi-
cal necessity and what constitutes the
need of the patient. To vote ‘‘no’’ on
this motion to recommit is to assure
that medical necessity is decided by an
anonymous voice on the telephone be-
longing to no one with a relationship
to the patient.

POINT OF ORDER

The SPEAKER pro tempore (Mr.
KOLBE). Does the gentleman from Illi-
nois insist on a point of order?

Mr. HASTERT. Mr. Speaker, I insist
on a point of order.

The SPEAKER pro tempore. The gen-
tleman will state his point of order.

Mr. HASTERT. I yield to the gen-
tleman from California (Mr. THOMAS).

The SPEAKER pro tempore. The
Chair will recognize the gentleman
from California (Mr. THOMAS) on the
point of order.

Mr. THOMAS. Mr. Speaker, con-
tained among the numerous provisions
in the motion to recommit is striking
the medical savings accounts. Notwith-
standing the gentleman’s representa-
tion that this will save billions of dol-
lars a year, the Congressional Budget
Office says that simply is not so. In
fact, it will save less than $1 billion a
year. That is the point on which the
point of order turns, because the gen-
tleman’s addition of the acceleration of
the self-employed deduction in fact
scores more than $1 billion and there-
fore is subject to a 303 Congressional
Budget Act point of order. It in fact in-
creases the budget before the final
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budget is adopted in a given fiscal year.
It applies clearly in this particular in-
stance. A point of order, therefore, lies
against the gentleman and I would
urge the Chair to sustain the 303(a)
Congressional Budget Act point of
order.

The SPEAKER pro tempore. The gen-
tleman from California has made a
point of order.

Does the gentleman from Arkansas
(Mr. BERRY) wish to be heard on the
point of order?

Does the gentleman from Maryland
(Mr. CARDIN) wish to be heard on the
point of order?

Mr. CARDIN. Yes, I do, Mr. Speaker.
The SPEAKER pro tempore. The gen-

tleman from Maryland is recognized on
the point of order.

Mr. CARDIN. If I understand the gen-
tleman from California’s point is that
the striking of the medical savings ac-
count provision would not save as
much money as accelerating the self-
employed insurance deduction by 4
years.

Mr. Speaker, I would like to include
in the RECORD a document that has
been received from the Joint Commit-
tee on Taxation that shows that strik-
ing the medical savings account provi-
sion will save $4.1 billion, the self-em-
ployed health insurance deduction
would cost $3.4 billion, for a net reve-
nue savings to the treasury of $687 mil-
lion.

The SPEAKER pro tempore. The gen-
tleman from Maryland may insert the
documents after the point of order but
not during debate on the point of order.

Is there any other Member who wish-
es to be heard on the point of order?

Mr. CARDIN. Mr. Speaker, on that
point, if I am correct, the point of
order is being raised as it relates to
having——

The SPEAKER pro tempore. That is
correct. The Chair must rely on what is
being said to the Chair and so insertion
into the RECORD during the debate on
the point of order is not in order at
this time.

Mr. CARDIN. I would just quote into
the record the document from the
Joint Committee on Taxation dated
July 23, 1998, and would be glad to
make it available to the Parliamen-
tarian.

The SPEAKER pro tempore. Does
any other Member wish to be heard?

Mr. THOMAS. Mr. Speaker, on the
point just registered, this is the House
and not the Senate. The Senate just
read 10-year numbers, the House oper-
ates on 5-year numbers, and the point
of order still stands.

Mr. CARDIN. Mr. Speaker, let me put
into the record the 5-year numbers.
The 5-year numbers on striking the
medical savings account provision
would save $1.3 billion, the self-em-
ployed would cost $1.2 billion, for a net
savings to the treasury of $56 million.

The SPEAKER pro tempore. Is there
any other Member who wishes to be
heard on the point of order? If not, the
Chair is prepared to rule.

Mr. THOMAS. Mr. Speaker, the gen-
tleman is reading from a document
that I do not believe is current. Would
he cite the number and the date?

Mr. CARDIN. If the gentleman would
yield, it is dated July 23, 1998.

Mr. THOMAS. I tell the gentleman
the numbers I just read come from a
Joint Tax Committee publication July
24, 1998. But the gentleman is not bad
being only one day behind.

Mr. CARDIN. Mr. Speaker, I have the
July 25 numbers.

The SPEAKER pro tempore. Does the
gentleman from Illinois insist upon his
point of order?

Mr. HASTERT. Mr. Speaker, I insist
on my point of order.

The SPEAKER pro tempore. Does
any other Member wish to be heard on
the point of order? Is there anybody
else who wishes to be heard on the
point of order? If not, the Chair is pre-
pared to rule.

The amendment proposed in the mo-
tion to recommit would strike one of
the revenue provisions from the bill.
The amendment also would insert an
alternate revenue change. In this latter
respect, the amendment ‘‘provides an
increase or decrease in revenues’’ with-
in the meaning of section 303 of the
Budget Act.

Because this revenue change would
occur during fiscal year 1999, a year for
which a budget resolution has yet to be
finalized, the amendment violates sec-
tion 303(a)(2) of the Act.

The point of order is sustained.
Mr. CARDIN. Mr. Speaker, this is not

the point raised in the objection by the
Member. I do not know how the Chair
can on its own use as a basis for an ap-
peal that was not raised and we did not
have a chance to argue the point on.
That is blatantly against the rules of
the House, and I appeal the ruling of
the Chair.

The SPEAKER pro tempore. The
question is, Shall the decision of the
Chair stand as the judgment of the
House?

MOTION TO TABLE OFFERED BY MR. ARMEY

Mr. ARMEY. Mr. Speaker, I move to
table the appeal.

The SPEAKER pro tempore. The
question is on the motion to table of-
fered by the gentleman from Texas
(Mr. ARMEY).

The question was taken; and the
Speaker pro tempore announced that
the ayes appeared to have it.

RECORDED VOTE

Mr. ACKERMAN. Mr. Speaker, I de-
mand a recorded vote.

A recorded vote was ordered.
The vote was taken by electronic de-

vice, and there were—ayes 222, noes 204,
not voting 9, as follows:

[Roll No. 337]

AYES—222

Aderholt
Archer
Armey
Bachus
Baker
Ballenger
Barr

Barrett (NE)
Bartlett
Barton
Bass
Bateman
Bereuter
Bilbray

Bilirakis
Bliley
Blunt
Boehlert
Boehner
Bonilla
Bono

Brady (TX)
Bryant
Bunning
Burr
Burton
Buyer
Callahan
Calvert
Camp
Campbell
Canady
Cannon
Castle
Chabot
Chambliss
Chenoweth
Christensen
Coble
Coburn
Collins
Combest
Cook
Cooksey
Cox
Crane
Crapo
Cubin
Cunningham
Davis (VA)
Deal
DeLay
Diaz-Balart
Dickey
Doolittle
Dreier
Duncan
Dunn
Ehlers
Ehrlich
Emerson
English
Ensign
Everett
Ewing
Fawell
Foley
Fossella
Fowler
Fox
Franks (NJ)
Frelinghuysen
Gallegly
Ganske
Gekas
Gibbons
Gilchrest
Gilman
Gingrich
Goodlatte
Goodling
Goss
Graham
Granger
Greenwood
Gutknecht
Hansen
Hastert

Hastings (WA)
Hayworth
Hefley
Herger
Hill
Hilleary
Hobson
Hoekstra
Horn
Hostettler
Houghton
Hulshof
Hunter
Hutchinson
Hyde
Inglis
Istook
Jenkins
Johnson, Sam
Jones
Kasich
Kelly
Kim
King (NY)
Kingston
Klug
Knollenberg
Kolbe
LaHood
Largent
Latham
LaTourette
Lazio
Leach
Lewis (CA)
Lewis (KY)
Livingston
LoBiondo
Lucas
Manzullo
McCollum
McCrery
McDade
McHugh
McInnis
McIntosh
McKeon
Metcalf
Mica
Miller (FL)
Moran (KS)
Morella
Myrick
Nethercutt
Neumann
Ney
Northup
Norwood
Nussle
Oxley
Packard
Pappas
Parker
Paul
Paxon
Pease
Peterson (PA)

Petri
Pickering
Pitts
Pombo
Porter
Portman
Pryce (OH)
Quinn
Radanovich
Ramstad
Redmond
Regula
Riggs
Riley
Rogan
Rogers
Rohrabacher
Ros-Lehtinen
Roukema
Royce
Ryun
Salmon
Sanford
Saxton
Scarborough
Schaefer, Dan
Schaffer, Bob
Sensenbrenner
Sessions
Shadegg
Shaw
Shays
Shimkus
Shuster
Skeen
Smith (MI)
Smith (NJ)
Smith (OR)
Smith (TX)
Smith, Linda
Snowbarger
Solomon
Souder
Spence
Stearns
Stump
Sununu
Talent
Tauzin
Taylor (NC)
Thomas
Thornberry
Thune
Tiahrt
Upton
Walsh
Wamp
Watkins
Watts (OK)
Weldon (FL)
Weller
White
Whitfield
Wicker
Wilson
Wolf
Young (AK)

NOES—204

Abercrombie
Ackerman
Allen
Andrews
Baesler
Baldacci
Barcia
Barrett (WI)
Becerra
Bentsen
Berman
Berry
Bishop
Blagojevich
Blumenauer
Bonior
Borski
Boswell
Boucher
Boyd
Brady (PA)
Brown (CA)
Brown (FL)
Brown (OH)
Capps
Cardin
Carson
Clay
Clayton
Clement

Clyburn
Condit
Conyers
Costello
Coyne
Cramer
Cummings
Danner
Davis (FL)
Davis (IL)
DeFazio
DeGette
Delahunt
DeLauro
Deutsch
Dicks
Dingell
Dixon
Doggett
Dooley
Doyle
Edwards
Engel
Eshoo
Etheridge
Evans
Farr
Fattah
Fazio
Filner

Forbes
Frank (MA)
Frost
Furse
Gejdenson
Gephardt
Goode
Gordon
Green
Gutierrez
Hall (OH)
Hall (TX)
Hamilton
Harman
Hastings (FL)
Hefner
Hilliard
Hinchey
Hinojosa
Holden
Hooley
Hoyer
Jackson (IL)
Jackson-Lee

(TX)
Jefferson
John
Johnson (WI)
Johnson, E. B.
Kanjorski
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Kaptur
Kennedy (MA)
Kennedy (RI)
Kennelly
Kildee
Kilpatrick
Kind (WI)
Kleczka
Klink
Kucinich
LaFalce
Lampson
Lantos
Lee
Levin
Lewis (GA)
Lipinski
Lofgren
Lowey
Luther
Maloney (CT)
Maloney (NY)
Manton
Martinez
Mascara
Matsui
McCarthy (MO)
McCarthy (NY)
McDermott
McGovern
McHale
McIntyre
McKinney
McNulty
Meehan
Meek (FL)
Meeks (NY)
Menendez

Millender-
McDonald

Miller (CA)
Minge
Mink
Moakley
Mollohan
Moran (VA)
Murtha
Nadler
Neal
Oberstar
Obey
Olver
Ortiz
Owens
Pallone
Pascrell
Pastor
Payne
Pelosi
Peterson (MN)
Pickett
Pomeroy
Poshard
Price (NC)
Rahall
Rangel
Reyes
Rivers
Rodriguez
Roemer
Rothman
Roybal-Allard
Rush
Sabo
Sanchez
Sanders
Sandlin

Sawyer
Schumer
Scott
Serrano
Sherman
Sisisky
Skaggs
Skelton
Slaughter
Smith, Adam
Snyder
Spratt
Stabenow
Stark
Stenholm
Stokes
Strickland
Stupak
Tanner
Tauscher
Taylor (MS)
Thompson
Thurman
Tierney
Torres
Towns
Traficant
Turner
Velazquez
Vento
Visclosky
Waters
Watt (NC)
Waxman
Wexler
Weygand
Wise
Woolsey
Wynn

NOT VOTING—9

Ford
Gillmor
Gonzalez

Johnson (CT)
Linder
Markey

Weldon (PA)
Yates
Young (FL)
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So the motion to table was agreed to.
The result of the vote was announced

as above recorded.
A motion to reconsider was laid on

the table.
MOTION TO RECOMMIT OFFERED BY MR. BERRY

Mr. BERRY. Mr. Speaker, I offer a
motion to recommit.

The SPEAKER pro tempore (Mr.
KOLBE). Is the gentleman still opposed
to bill?

Mr. BERRY. Mr. Speaker, in its cur-
rent form, I am.

The SPEAKER pro tempore. The
Clerk will report the motion.

The Clerk read as follows:
Mr. BERRY moves to recommit the bill H.R.

4250 to the Committee on Education and the
Workforce with instructions to report back
the same to the House forthwith with the
following amendments:

Page 38, beginning on line 9, strike ‘‘does
not meet the plan’s requirements for medical
appropriateness or necessity’’ and insert ‘‘is
not medically necessary and appropriate’’.

Page 39, beginning on line 16, strike ‘‘does
not meet the plan’s requirements for medical
appropriateness or necessity’’ and insert ‘‘is
not medically necessary and appropriate’’.

Page 48, beginning on line 17, strike ‘‘does
not meet the plan’s requirements for medical
appropriateness or necessity’’ and insert ‘‘is
not medically necessary and appropriate’’.

Page 53, beginning on line 17, strike
‘‘meets, under the facts and circumstances
at the time of the determination, the plan’s
requirement for medical appropriateness or
necessity’’ and insert ‘‘is, under the facts
and circumstances at the time of the deter-
mination, medically necessary and appro-
priate’’.

Page 60, line 17, strike all that follows the
first period.

Page 60, after line 17, insert the following
new subparagraph:

‘‘(V) MEDICAL NECESSITY AND APPROPRIATE-
NESS.—The term ‘medically necessary and
appropriate’ means, with respect to an item
or service, an item or service determined by
the treating physician (who furnishes items
and services under a contract or other ar-
rangement with the group health plan or
with a health insurance issuer providing
health insurance coverage in connection
with such a plan), after consultation with a
participant or beneficiary, to be required, ac-
cording to generally accepted principles of
good medical practice, for the diagnosis or
direct care and treatment of an illness or in-
jury of the participant or beneficiary.’’.

Mr. BERRY (during the reading). Mr.
Speaker, I ask unanimous consent that
the motion be considered as read and
printed in the RECORD.

The SPEAKER pro tempore. Is there
objection to the request of the gen-
tleman from Arkansas?

Mr. HASTERT. Mr. Speaker, I object.
The SPEAKER pro tempore. Objec-

tion is heard.
The Clerk will continue reading the

motion.
The Clerk continued reading the mo-

tion.
Mr. HASTERT. Mr. Speaker, I re-

serve a point of order against the mo-
tion.

The SPEAKER pro tempore. The gen-
tleman from Arkansas (Mr. BERRY) is
recognized for five minutes on his mo-
tion to recommit.

Mr. BERRY. Mr. Speaker, my motion
to recommit is the same as the last
motion, but deals solely with the defi-
nition of ‘‘medical necessity.’’ The mo-
tion to recommit will allow the doctor
to determine what care is medically
necessary. The doctor, not the insur-
ance company, not a Federal bureau-
crat, not a state bureaucrat, but the
doctor, the person who went to medical
school for many years to learn how to
take care of you, would make that de-
cision.

The motion to recommit would make
sure that the health care that they re-
ceive from their managed care com-
pany is consistent with good medical
practice, not accounting profit prin-
ciples.

The motion to recommit will make
sure that the decisions insurance com-
panies are making regarding what it is
or is not to be provided are supported
by credible medical evidence. The mo-
tion to recommit puts medical care
where it belongs, in the hands of doc-
tors, not in the hands of Republican
special interest friends.

The SPEAKER pro tempore. Does the
gentleman from Illinois (Mr. HASTERT)
insist on his point of order?

Mr. HASTERT. Mr. Speaker, I with-
draw my point of order.

The SPEAKER pro tempore. Does the
gentleman from Illinois (Mr. HASTERT)
wish to be heard on the motion to re-
commit?

Mr. HASTERT. I do.
The SPEAKER pro tempore. Is the

gentleman opposed to the motion?
Mr. HASTERT. I am opposed to the

motion.
The SPEAKER pro tempore. The gen-

tleman from Illinois (Mr. HASTERT) is
recognized for five minutes.

Mr. HASTERT. Mr. Speaker, I yield
to the gentleman from Georgia (Mr.
GINGRICH), the Speaker of the House.

Mr. GINGRICH. Mr. Speaker, let me
recapture for everybody we were are at
here, because I think you have to put
in context this interesting and inven-
tive motion to recommit.

First of all, under the Patient Pro-
tection Act that will come to final pas-
sage, anybody who has a practical lay-
man’s feeling that they need emer-
gency care, has a presumption they
need it, automatically, you walk in,
you say ‘‘I have heart pain,’’ or ‘‘I have
a chest pain,’’ and you are covered.

When you walk in, under the Patient
Protection Act, a medical doctor on
the site looking at the patient makes a
decision, do you need further treat-
ment? For example, if it turns out you
over-ate and in fact need bicarbonate,
you probably do not get an MRI. But if
they think you have a severe heart
problem or they think you might have
cancer, you immediately have an op-
portunity for whatever emergency
room treatment is necessary on a med-
ical basis defined by the medical doc-
tor.

If you find out you have a longer-
term problem, under the Patient Pro-
tection Act, if you happen to belong to
an HMO that does not agree you should
be treated, you immediately have an
appeal internally, and within 72 hours
they have to say ‘‘yes,’’ or ‘‘no, you
should get this.’’

If you do not agree when they say no,
you have an immediate external appeal
to a medically appropriate group of
specialists who fit the same topic, and
they, within 72 hours, have to say yes,
in fact you have pancreatic cancer, you
deserve and need chemotherapy, pe-
riod.

At that point, if the HMO is truly
stupid, it can say they are not going to
give it to you anyway, in which case
you can go to court carrying with you
the medical doctors who have already
said you are right.

Now, that is what we do, notice at
every stage; medical doctor, medical
doctor, medical doctor.

But there is one hook, as I read this
quite inventive proposal. I believe, and
I am not a lawyer, I am just a histo-
rian, and for everybody who is grateful
for a nonlawyer as Speaker, I under-
stand it has been a rare event, but,
anyway, as I understand this, from the
brief few minutes we have had to look
at it, this would in essence eliminate
the concept of insurance coverage.

This would allow you, as worded, to
walk in and have a doctor say, ‘‘You
know, I know you never paid for this
insurance, I know you are not covered
for this at all, but I am now going to do
the following 12 medically necessary
things.’’ A terrific idea. It bankrupts
every insurance company in America,
it eliminates the employer-based sys-
tem, it guarantees you go to govern-
ment health care, and, literally, I do
not know why you guys wrote it this
way, this has no meaning in the real
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world, except that you would be re-
quired to get everything open-ended as
long as you found a doctor somewhere
who said you should get it.

Now, this is in fact one of the nutti-
est expansions of the right to charge
for health care I have ever seen, and I
am sure it is just because they got
their earlier motion, which was clever
and well-crafted, ruled out of order and
they had to rush something to the
floor.

I would encourage all of you, unless
you want to bankrupt the whole coun-
try, just simply vote no. The details
will come out later when they have a
chance to rewrite it.

The SPEAKER pro tempore. Without
objection, the previous question is or-
dered on the motion to recommit.

There was no objection.
The SPEAKER pro tempore. The

question is on the motion to recommit.
The question was taken; and the

Speaker pro tempore announced that
the noes appeared to have it.

Mr. BERRY. Mr. Speaker, on that I
demand the yeas and nays.

The yeas and nays were ordered.
The vote was taken by electronic de-

vice, and there were—yeas 205, nays
221, not voting 9, as follows:

[Roll No. 338]

YEAS—205

Abercrombie
Ackerman
Allen
Andrews
Baesler
Baldacci
Barcia
Barrett (WI)
Becerra
Bentsen
Berman
Berry
Bishop
Blagojevich
Blumenauer
Bonior
Borski
Boswell
Boucher
Boyd
Brady (PA)
Brown (CA)
Brown (FL)
Brown (OH)
Capps
Cardin
Carson
Clay
Clayton
Clement
Clyburn
Condit
Conyers
Costello
Coyne
Cramer
Cummings
Danner
Davis (FL)
Davis (IL)
DeFazio
DeGette
Delahunt
DeLauro
Deutsch
Dicks
Dingell
Dixon
Doggett
Dooley
Doyle
Edwards
Engel
Eshoo
Etheridge

Evans
Farr
Fattah
Fazio
Filner
Forbes
Fox
Frank (MA)
Frost
Furse
Ganske
Gejdenson
Gephardt
Goode
Gordon
Green
Gutierrez
Hall (OH)
Hall (TX)
Hamilton
Hastings (FL)
Hefner
Hilliard
Hinchey
Hinojosa
Holden
Hooley
Hoyer
Jackson (IL)
Jackson-Lee

(TX)
Jefferson
Johnson (WI)
Johnson, E. B.
Kanjorski
Kaptur
Kennedy (MA)
Kennedy (RI)
Kennelly
Kildee
Kilpatrick
Kind (WI)
Kleczka
Klink
Kucinich
LaFalce
Lampson
Lantos
Lee
Levin
Lewis (GA)
Lipinski
Lofgren
Lowey
Luther

Maloney (CT)
Maloney (NY)
Manton
Martinez
Mascara
Matsui
McCarthy (MO)
McCarthy (NY)
McDermott
McGovern
McHale
McIntyre
McKinney
McNulty
Meek (FL)
Meeks (NY)
Menendez
Millender-

McDonald
Miller (CA)
Minge
Mink
Moakley
Mollohan
Moran (VA)
Morella
Murtha
Nadler
Neal
Oberstar
Obey
Olver
Ortiz
Owens
Pallone
Pascrell
Pastor
Payne
Pelosi
Peterson (MN)
Pickett
Pomeroy
Poshard
Price (NC)
Rahall
Rangel
Reyes
Rivers
Rodriguez
Roemer
Rothman
Roukema
Roybal-Allard
Rush
Sabo

Sanchez
Sanders
Sandlin
Sawyer
Schumer
Scott
Serrano
Sherman
Sisisky
Skaggs
Skelton
Slaughter
Smith, Adam
Snyder

Spratt
Stabenow
Stark
Stenholm
Stokes
Strickland
Stupak
Tanner
Tauscher
Taylor (MS)
Thompson
Thurman
Tierney
Torres

Towns
Traficant
Turner
Velazquez
Vento
Visclosky
Waters
Watt (NC)
Waxman
Wexler
Weygand
Wise
Woolsey
Wynn

NAYS—221

Aderholt
Archer
Armey
Bachus
Baker
Ballenger
Barr
Barrett (NE)
Bartlett
Barton
Bass
Bateman
Bereuter
Bilbray
Bilirakis
Bliley
Blunt
Boehlert
Boehner
Bonilla
Bono
Brady (TX)
Bryant
Bunning
Burr
Burton
Buyer
Callahan
Calvert
Camp
Campbell
Canady
Cannon
Castle
Chabot
Chambliss
Chenoweth
Christensen
Coble
Coburn
Collins
Combest
Cook
Cooksey
Cox
Crane
Crapo
Cubin
Cunningham
Davis (VA)
Deal
DeLay
Diaz-Balart
Dickey
Doolittle
Dreier
Duncan
Dunn
Ehlers
Ehrlich
Emerson
English
Ensign
Everett
Ewing
Fawell
Foley
Fossella
Fowler
Franks (NJ)
Frelinghuysen
Gallegly
Gekas
Gibbons

Gilchrest
Gillmor
Gilman
Gingrich
Goodlatte
Goodling
Goss
Graham
Granger
Greenwood
Gutknecht
Hansen
Harman
Hastert
Hastings (WA)
Hayworth
Hefley
Herger
Hill
Hilleary
Hobson
Hoekstra
Horn
Hostettler
Houghton
Hulshof
Hunter
Hutchinson
Hyde
Inglis
Istook
Jenkins
Johnson (CT)
Johnson, Sam
Jones
Kasich
Kelly
Kim
King (NY)
Kingston
Knollenberg
Kolbe
LaHood
Largent
Latham
LaTourette
Lazio
Leach
Lewis (CA)
Lewis (KY)
Livingston
LoBiondo
Lucas
Manzullo
McCollum
McCrery
McDade
McHugh
McInnis
McIntosh
McKeon
Metcalf
Mica
Miller (FL)
Moran (KS)
Myrick
Nethercutt
Neumann
Ney
Northup
Norwood
Nussle
Oxley
Packard

Pappas
Parker
Paul
Paxon
Pease
Peterson (PA)
Petri
Pickering
Pitts
Pombo
Porter
Portman
Pryce (OH)
Quinn
Radanovich
Ramstad
Redmond
Regula
Riggs
Riley
Rogan
Rogers
Rohrabacher
Ros-Lehtinen
Royce
Ryun
Salmon
Sanford
Saxton
Scarborough
Schaefer, Dan
Schaffer, Bob
Sensenbrenner
Sessions
Shadegg
Shaw
Shays
Shimkus
Shuster
Skeen
Smith (MI)
Smith (NJ)
Smith (OR)
Smith (TX)
Smith, Linda
Snowbarger
Solomon
Souder
Spence
Stearns
Stump
Sununu
Talent
Tauzin
Taylor (NC)
Thomas
Thornberry
Thune
Tiahrt
Upton
Walsh
Wamp
Watkins
Watts (OK)
Weldon (FL)
Weldon (PA)
Weller
White
Whitfield
Wicker
Wilson
Wolf
Young (AK)

NOT VOTING—9

Ford
Gonzalez
John

Klug
Linder
Markey

Meehan
Yates
Young (FL)

b 1455
Mr. BLAGOJEVICH changed his vote

from ‘‘nay’’ to ‘‘yea.’’

So the motion to table the appeal of
the ruling of the Chair was rejected.

The result of the vote was announced
as above recorded.

A motion to reconsider was laid on
the table.

The SPEAKER pro tempore (Mr.
KOLBE). The question is on the passage
of the bill.

The question was taken; and the
Speaker pro tempore announced that
the ayes appeared to have it.

Mr. DINGELL. Mr. Speaker, on that I
demand the yeas and nays.

The yeas and nays were ordered.
The vote was taken by electronic de-

vice, and there were—yeas 216, nays
210, not voting 9, as follows:

[Roll No. 339]

YEAS—216

Aderholt
Archer
Armey
Bachus
Baker
Ballenger
Barrett (NE)
Bartlett
Barton
Bass
Bateman
Bereuter
Bilbray
Bilirakis
Bliley
Blunt
Boehlert
Boehner
Bono
Bryant
Bunning
Burr
Burton
Buyer
Callahan
Calvert
Camp
Canady
Cannon
Castle
Chabot
Chambliss
Christensen
Coble
Coburn
Collins
Combest
Cook
Cooksey
Cox
Crane
Cubin
Cunningham
Danner
Davis (VA)
Deal
DeLay
Diaz-Balart
Dickey
Doolittle
Dreier
Duncan
Dunn
Ehlers
Ehrlich
Emerson
English
Ensign
Everett
Ewing
Fawell
Foley
Fossella
Fowler
Fox
Franks (NJ)
Frelinghuysen
Gallegly
Gekas
Gibbons
Gilchrest
Gillmor

Gilman
Gingrich
Goode
Goodlatte
Goodling
Goss
Graham
Granger
Greenwood
Gutknecht
Hansen
Hastert
Hastings (WA)
Hayworth
Hefley
Herger
Hill
Hilleary
Hobson
Hoekstra
Horn
Hostettler
Houghton
Hulshof
Hunter
Hutchinson
Hyde
Inglis
Istook
Jenkins
Johnson (CT)
Johnson, Sam
Jones
Kasich
Kelly
Kim
King (NY)
Kingston
Knollenberg
Kolbe
LaHood
Largent
Latham
LaTourette
Lazio
Leach
Lewis (CA)
Lewis (KY)
Livingston
LoBiondo
Lucas
Manzullo
McCollum
McCrery
McDade
McHugh
McInnis
McIntosh
McKeon
Metcalf
Mica
Miller (FL)
Moran (KS)
Myrick
Nethercutt
Neumann
Ney
Northup
Norwood
Nussle
Oxley
Packard

Pappas
Parker
Paxon
Pease
Peterson (PA)
Petri
Pickering
Pitts
Pombo
Porter
Portman
Pryce (OH)
Quinn
Radanovich
Ramstad
Redmond
Regula
Riggs
Riley
Rogan
Rogers
Rohrabacher
Ros-Lehtinen
Royce
Ryun
Salmon
Saxton
Scarborough
Schaefer, Dan
Schaffer, Bob
Sensenbrenner
Sessions
Shadegg
Shaw
Shays
Shimkus
Shuster
Skeen
Smith (MI)
Smith (NJ)
Smith (OR)
Smith (TX)
Smith, Linda
Snowbarger
Solomon
Souder
Spence
Stearns
Stump
Sununu
Talent
Tauzin
Taylor (NC)
Thomas
Thornberry
Thune
Tiahrt
Traficant
Upton
Walsh
Wamp
Watkins
Watts (OK)
Weldon (FL)
Weldon (PA)
Weller
White
Whitfield
Wicker
Wilson
Wolf
Young (AK)
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NAYS—210

Abercrombie
Ackerman
Allen
Andrews
Baesler
Baldacci
Barcia
Barr
Barrett (WI)
Becerra
Bentsen
Berman
Berry
Bishop
Blagojevich
Blumenauer
Bonilla
Bonior
Borski
Boswell
Boucher
Boyd
Brady (PA)
Brady (TX)
Brown (CA)
Brown (FL)
Brown (OH)
Campbell
Capps
Cardin
Carson
Chenoweth
Clay
Clayton
Clement
Clyburn
Condit
Conyers
Costello
Coyne
Cramer
Crapo
Cummings
Davis (FL)
Davis (IL)
DeFazio
DeGette
Delahunt
DeLauro
Deutsch
Dicks
Dingell
Dixon
Doggett
Dooley
Doyle
Edwards
Engel
Eshoo
Etheridge
Evans
Farr
Fattah
Fazio
Filner
Forbes
Frank (MA)
Frost
Furse
Ganske
Gejdenson

Gephardt
Gordon
Green
Gutierrez
Hall (OH)
Hall (TX)
Hamilton
Harman
Hastings (FL)
Hefner
Hilliard
Hinchey
Hinojosa
Holden
Hooley
Hoyer
Jackson (IL)
Jackson-Lee

(TX)
Jefferson
Johnson (WI)
Johnson, E. B.
Kanjorski
Kaptur
Kennedy (MA)
Kennedy (RI)
Kennelly
Kildee
Kilpatrick
Kind (WI)
Kleczka
Klink
Kucinich
LaFalce
Lampson
Lantos
Lee
Levin
Lewis (GA)
Lipinski
Lofgren
Lowey
Luther
Maloney (CT)
Maloney (NY)
Manton
Martinez
Mascara
Matsui
McCarthy (MO)
McCarthy (NY)
McDermott
McGovern
McHale
McIntyre
McKinney
McNulty
Meehan
Meek (FL)
Meeks (NY)
Menendez
Millender-

McDonald
Miller (CA)
Minge
Mink
Moakley
Mollohan
Moran (VA)
Morella
Murtha

Nadler
Neal
Oberstar
Obey
Olver
Ortiz
Owens
Pallone
Pascrell
Pastor
Paul
Payne
Pelosi
Peterson (MN)
Pickett
Pomeroy
Poshard
Price (NC)
Rahall
Rangel
Reyes
Rivers
Roemer
Rothman
Roukema
Roybal-Allard
Rush
Sabo
Sanchez
Sanders
Sandlin
Sanford
Sawyer
Schumer
Scott
Serrano
Sherman
Sisisky
Skaggs
Skelton
Slaughter
Smith, Adam
Snyder
Spratt
Stabenow
Stark
Stenholm
Stokes
Strickland
Stupak
Tanner
Tauscher
Taylor (MS)
Thompson
Thurman
Tierney
Torres
Towns
Turner
Velazquez
Vento
Visclosky
Waters
Watt (NC)
Waxman
Wexler
Weygand
Wise
Woolsey
Wynn

NOT VOTING—9

Ford
Gonzalez
John

Klug
Linder
Markey

Rodriguez
Yates
Young (FL)

b 1512
Mr. PAUL changed his vote from

‘‘present’’ to ‘‘nay.’’
So the bill was passed.
The result of the vote was announced

as above recorded.
A motion to reconsider was laid on

the table.
f

COMMUNICATION FROM THE HON-
ORABLE MICHAEL P. FORBES,
MEMBER OF CONGRESS
The SPEAKER pro tempore laid be-

fore the House the following commu-
nication from the Honorable MICHAEL
P. FORBES, Member of Congress:

HOUSE OF REPRESENTATIVES,
Washington, DC, July 23, 1998.

Hon. NEWT GINGRICH,
Marietta, GA,

DEAR MR. SPEAKER: This is to formally no-
tify you pursuant to Rule L (50) of the Rules
of the House that I have been served with a
subpoena issued by the United States Dis-
trict Court for the Eastern District of New
York.

After consultation with the General Coun-
sel, I will make the determinations required
by Rule L.

Sincerely,
MICHAEL P. FORBES,

Member of Congress.

f

LEGISLATIVE PROGRAM

(Mrs. KENNELLY of Connecticut
asked and was given permission to ad-
dress the House for 1 minute.)

Mrs. KENNELLY of Connecticut. Mr.
Speaker, I ask for this time to inquire
of the gentleman from California (Mr.
THOMAS) about next week’s schedule.

Mr. THOMAS. Mr. Speaker, will the
gentlewoman yield?

Mrs. KENNELLY of Connecticut. I
yield to the gentleman from California.

Mr. THOMAS. Mr. Speaker, I am
pleased to announce that we have con-
cluded legislative business for this
week. The House will next meet on
Monday, July 27, at 10:30 a.m. for morn-
ing hour, and at 12 noon for legislative
business. We do not expect any re-
corded votes before 5 p.m.

On Monday, July 27, we will consider
a number of bills under suspension of
the rules, a list of which will be distrib-
uted to Members’ offices this after-
noon.

After suspensions, Mr. Speaker, the
House will continue consideration of
H.R. 2183, the Bipartisan Campaign In-
tegrity Act of 1997. We hope to, as we
did last Monday, make extensive
progress on the Shays-Meehan amend-
ment in the nature of a substitute on
Monday, and we also hope to return to
campaign finance again at some point
during the week.

On Tuesday, July 28, and the balance
of the week, the House will consider
the following legislation: H.R. 629, the
Texas Low-Level Radioactive Waste
Conference Report. We will finish H.R.
4194, the Veterans Administration,
HUD and Independent Agencies Appro-
priations; H.R. 4276, Commerce, Justice
Appropriations Act; the Transpor-
tation Appropriations Act; H.J. Res.
120, a Vietnam Trade Resolution; and
House Resolution 507, a Resolution
Providing Special Investigative Au-
thority for the Committee on Edu-
cation and the Workforce.

b 1515

Mr. Speaker, Members should be pre-
pared to work late next week on these
appropriation bills. If we can do that,
we hope to conclude legislative busi-
ness for the week by 2 p.m. on Friday,
July 31.

Mrs. KENNELLY of Connecticut. Mr.
Speaker, I wish to further ask of the
gentleman, we have heard in some
places that there might not be votes

until after 7 o’clock on Monday. Is
there any truth to that?

Mr. THOMAS. Mr. Speaker, I believe
if Members are not participating in the
legislation, they should have a rel-
atively high comfort level that there
would be no votes on Monday prior to
7 p.m.

Mrs. KENNELLY of Connecticut. I
thank the gentleman very much. How
late does the gentleman expect the last
vote to be on Monday?

Mr. THOMAS. As we did last Monday
night, we are hopeful, under the unani-
mous consent agreement on Shays-
Meehan, that we could go as late as
possible, to cover as many amendments
as possible, so that the rest of the week
would have enough time to move to a
conclusion. It will be a decision made
by the participants.

As the gentlewoman knows, they
went very late last Monday. Our goal
would be to go as late as we could, to
cover as many of the amendments as
we could, on Monday night, but it
would be achieved under some mutual
agreement.

Obviously, if they go extremely late,
Members would expect that any votes
that would be ordered would be rolled.

Mrs. KENNELLY of Connecticut. Is
it still the intention of the leadership
on the majority side to finish the
Shays-Meehan bill by the August re-
cess?

Mr. THOMAS. I would tell the gentle-
woman that is why we are going to
take a major chunk of time on Monday
and, as I stated, reserve another piece
of time, so that, in fact, the leader-
ship’s commitment that the Shays-
Meehan amendment be concluded prior
to the House’s August break, that is
our goal, that is our commitment, and
we will meet it.

Mrs. KENNELLY of Connecticut. Mr.
Speaker, I thank the gentleman very
much.

Mr. SKAGGS. Mr. Speaker, will the
gentlewoman yield?

Mrs. KENNELLY of Connecticut. I
yield to the gentleman from Colorado.

Mr. SKAGGS. Mr. Speaker, I thank
the gentlewoman for yielding to me. I
wanted to use this opportunity to ad-
vise colleagues of a social event for
this body that will occur next Tuesday
evening from 6 to 8 p.m. in the Cannon
Caucus Room. It is our more or less
regular summer House picnic for both
Members and spouses and children.

So I hope since we will be in the mid-
dle of some appropriations work on
Tuesday, it will be a nice opportunity
to get together on a bipartisan basis,
get to know our colleagues and our
families a little bit. Conveniently lo-
cated over in the Cannon Caucus
Room, very reasonably priced.

Members may contact either my of-
fice or the office of the gentleman from
Illinois (Mr. LAHOOD) or the Members
and Family Room to make reserva-
tions.

Mrs. KENNELLY of Connecticut. Mr.
Speaker, reclaiming my time, I was
asking about final passage on cam-
paign finance reform, and the gen-
tleman from California (Mr. THOMAS)
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did mention Shays-Meehan. I realize he
insinuated that that might be acted
upon. What about final passage?

Mr. THOMAS. Well, if the gentle-
woman will continue to yield, our com-
mitment was to the Shays-Meehan,
which had the most amendments at-
tached to it. Obviously, once that is
dispensed with, in terms of the amend-
ments, that is the only amendment
that we have under unanimous consent
agreement. Our hope is that we will
have reached a level of comity that we
could move through the rest of those
substitutes relatively quickly. But
since we do not have a unanimous con-
sent agreement on the amendments or
the structure, it is extremely difficult
to pin it down. But our goal is to com-
plete it.

We now have a clear assignment on
Shays-Meehan, and to the degree we
can meet that next week, we will have
a much better understanding of what
we need to do to agree to finish it. Ob-
viously, my personal commitment is to
get it done before we leave in its en-
tirety.

Mrs. KENNELLY of Connecticut. Mr.
Speaker, I thank the gentleman.

f

CONSIDERING MEMBER AS FIRST
SPONSOR OF H.R. 1542

Mrs. BONO. Mr. Speaker, I ask unan-
imous consent that I may hereafter be
considered as the first sponsor H.R.
1542, a bill originally introduced by
Representative Bono of California, for
the purposes of adding cosponsors and
requesting reprintings pursuant to
clause 4 of rule XXII.

The SPEAKER pro tempore (Mr.
PEASE). Is there objection to the re-
quest of the gentlewoman from Califor-
nia?

There was no objection.

f

CONSIDERING MEMBER AS FIRST
SPONSOR OF H.R. 2882

Mrs. BONO. Mr. Speaker, I ask unan-
imous consent that I may hereafter be
considered as the first sponsor of H.R.
2882, a bill originally introduced by
Representative Bono of California, for
the purposes of adding cosponsors and
requesting reprintings pursuant to
clause 4 of rule XXII.

The SPEAKER pro tempore. Is there
objection to the request of the gentle-
woman from California?

There was no objection.

f

ADJOURNMENT TO MONDAY, JULY
27, 1998

Mr. THOMAS. Mr. Speaker, I ask
unanimous consent that when the
House adjourns today, it adjourn to
meet at 10:30 a.m. on Monday next for
morning hour debates.

The SPEAKER pro tempore. Is there
objection to the request of the gen-
tleman from California?

There was no objection.

DISPENSING WITH CALENDAR
WEDNESDAY BUSINESS ON
WEDNESDAY NEXT

Mr. THOMAS. Mr. Speaker, I ask
unanimous consent that the business
in order under the Calendar Wednesday
rule be dispensed with on Wednesday
next.

The SPEAKER pro tempore. Is there
objection to the request of the gen-
tleman from California?

There was no objection.
f

PERSONAL EXPLANATION

Mr. FILNER. Mr. Speaker, on July 16
and July 17 last week I had to be in my
Congressional District on official busi-
ness and missed rollcall votes 288
through 296. Had I been present I would
have voted in the following way:

Number 288, aye; number 289, no;
number 290, aye; number 291, no; num-
ber 292, no; number 293, no; number 294,
aye; number 295, aye; and number 296,
no.

f

APPOINTMENT AS MEMBER OF NA-
TIONAL BIPARTISAN COMMIS-
SION ON FUTURE OF MEDICARE

The SPEAKER pro tempore. Pursu-
ant to the provisions of section 4021(c)
of Public Law 105–33, the Chair an-
nounces the Speaker’s appointment of
the following Member on the part of
the House to the National Bipartisan
Commission on the Future of Medicare
to fill the existing vacancy thereon:

Mrs. Colleen Conway-Welch, Ten-
nessee.

f

TRIBUTE TO ROBERT F.
LANGFORD

(Mr. HINOJOSA asked and was given
permission to address the House for 1
minute.)

Mr. HINOJOSA. Mr. Speaker, it is a
great honor to stand before my col-
leagues today to pay homage to a man
who has benefitted us all. Mr. Robert
Langford, the senior vice president of
production operations of Owens’ Coun-
try Sausage has retired after 35 years
of service.

Robert, a graduate of both Texas
A&M University and Southern Meth-
odist University was hired by Jerry
Owens in 1963. Mr. Owens recognized
Robert’s talents and quickly promoted
him to manager of engineering. In 1972,
he became the general manager and
was continually advanced through the
ranks until he reached his present posi-
tion, the senior vice president of pro-
duction operations. Due in large part
to his work and innovations, Robert
led the Owens Corporation to gain the
number one market share position in
the Southwest, which it still enjoys to
this day.

These accomplishments are quite im-
pressive, yet they are only one aspect
of Robert F. Langford’s life. Robert
also worked extensively with the
Southwest Meat Association. He was

the president of SMA from 1978 to 1980
and composed its bylaws and mission
statement. But Robert was not content
to merely serve the SMA. He wanted to
serve his community as well. To realize
this goal, Robert became one of the
three founders of the Southwest Meat
Association’s Education Foundation as
well as its chairman from 1982 to 1998.
The Education Foundation provides
scholarships to deserving students who
display an interest and aptitude for a
career in the meat industry. He be-
lieves education is a must.

Robert’s commitment to promoting
education in the community is shared
by his wife Kathy, who dedicated 35
years of her life to teaching her young
children. Kathy has zealously sup-
ported Robert every step of the way
and she shares in all his numerous tri-
umphs.

Robert F. Langford served his country in the
United States Air Force as a fighter pilot for
five years. He has served his community as
the Chairman of the Fellowship of Deacons for
Park Cities Baptist Church, and he has served
us all by improving our quality of life through
his work.

He has earned my admiration as a talented
businessman and inventor. He has gained my
respect as a dedicated family man and com-
munity leader. And he has won my friendship
as a kindhearted and generous person.

I wish for Robert, his wife Kathy, and their
children and grandchildren, all the blessings
that are mine to give. From the bottom of my
heart.

f

ANNOUNCEMENT BY THE SPEAKER
PRO TEMPORE

The SPEAKER pro tempore. The
Chair will entertain further 1-minute
requests.

f

TAX SURPLUS DOES NOT BELONG
TO CONGRESS

(Mr. GIBBONS asked and was given
permission to address the House for 1
minute and to revise and extend his re-
marks.)

Mr. GIBBONS. Mr. Speaker, the
Democrats have known for a long time
that a government that robs from
Peter to pay Paul can always depend
upon the support of Paul.

Our liberal colleagues want to rob
the hard working taxpayers of America
by taking their tax surplus and giving
it to Washington bureaucrats.

Not so fast! That tax surplus does not
belong to Congress, does not belong to
the administration, and does not be-
long to the bureaucrats. Rather, it be-
longs to the taxpayers.

We must cut taxes so that families
can take that much-needed vacation,
spend some time with their kids, or
even put some money aside for their
education.

Now, recently, President Clinton la-
beled this idea of giving back the tax-
payer some money the wrong course
for America. Well, Mr. Speaker, the
American people just are not going to
accept the Democrats’ liberal spin on
this at this time.
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The Republican Congress is deter-

mined to track down the mistakes of 60
years of liberals robbing from Peter to
pay Paul. Republicans are determined
to save the ship before it sinks from
the weight and burdens of excess taxes.

Mr. Speaker, I yield back to the
American public any much-needed tax
break.

f

ATTORNEY GENERAL HAS NO
CHOICE BUT TO APPOINT INDE-
PENDENT COUNSEL
(Mr. STEARNS asked and was given

permission to address the House for 1
minute and to revise and extend his re-
marks.)

Mr. STEARNS. Mr. Speaker, yester-
day the lead editorial in The New York
Times came out strongly against the
Attorney General and her continued re-
fusal to admit to the obvious. The law
requires that an independent counsel
be named to investigate allegations of
illegal campaign money from Com-
munist China into the Democratic
Party in the 1996 election.

FBI Director Louie Freeh has pleaded
with the Attorney General to do so.
And now Charles Labella, the person
who was hand picked by Janet Reno to
lead the investigation of these charges,
has told the Attorney General that she
simply has no choice.

The New York Times in this editorial
states, ‘‘Ms. Reno can give her usual
runaround about being hard-headed,
but she cannot hide from the meaning
of this development.’’

Ms. Reno has ignored the advice of
the FBI Director and her own hand-
picked investigator for too long. She is
a lot like the character in Hogan’s He-
roes, that great TV series, Sergeant
Schultz. When Colonel Hogan would
say something to him about nefarious
affairs, Sergeant Schultz would say, ‘‘I
know nothing, I see nothing, I hear
nothing.’’

Ms. Reno, it is time to appoint an
independent prosecutor for campaign
finance.

f

REGARDING THE 2000 CENSUS
(Mr. WELDON of Florida asked and

was given permission to address the
House for 1 minute and to revise and
extend his remarks.)

Mr. WELDON of Florida. Mr. Speak-
er, I would like to respond to the er-
rant comments of my colleagues, ill-in-
formed colleagues on the other side of
the aisle, regarding the year 2000 cen-
sus.

Let me suggest that the very same
Democrats who self-righteously assure
us that the Commerce Department
under President Clinton will be im-
mune from politics, if given the oppor-
tunity to conduct the census by sam-
pling, would be the very same people
who would be screaming, ‘‘Don’t play
politics with the census’’, if a Repub-
lican President were trying to do the
same thing.

In fact, there is not a single Demo-
crat who would be supporting sampling

if the sampling computer magic were
not being conducted by the political
appointees of the Commerce Depart-
ment. And let us not forget that the
administration that my colleagues sug-
gest is a paragon of integrity is the
same administration that used the IRS
to smear Billy Dale and the White
House travel office employees, the
same administration that politicized
the Immigration and Naturalization
Service in 1996 to illegally approve citi-
zenship for criminal aliens, and, of
course, it is the same administration
that has done such a good job regard-
ing missile technology secrets from the
Communist Chinese.

f

b 1530

AMERICAN PEOPLE DESERVE AND
EXPECT AN EXPLANATION

(Mr. GUTKNECHT asked and was
given permission to address the House
for 1 minute and to revise and extend
his remarks.)

Mr. GUTKNECHT. Mr. Speaker, of all
the scandals coming out of this White
House, one scandal above all is perhaps
the most disturbing. This scandal is
more disturbing than the 900 FBI files
on Republicans that somehow showed
up in the White House; more disturbing
than the use of private investigators to
smear political opponents; more dis-
turbing than the use of the IRS and the
FBI to smear Billy Dale and the Travel
Office employees; more disturbing than
the allegations of perjury and obstruc-
tion of justice; and even more disturb-
ing than the vast left-wing coverup of
all of the above.

I am talking about the shocking rev-
elation that the White House has
helped the Communist Chinese Govern-
ment with its missile program. We do
not know if this administration gave a
waver to Loral Corporation because the
chairman, Bernard Schwartz, was the
Democrat’s top donor in 1996 or not.
But whether this administration did it
for the money or not, the scandal is
still almost beyond comprehension.

At best, the administration inadvert-
ently helped the Communist Chinese
Government to develop its Long March
missiles. The American people expect
and deserve an explanation.

f

AMERICA NEEDS TO ADDRESS
CRISIS IN AGRICULTURE

(Mr. THUNE asked and was given
permission to address the House for 1
minute.)

Mr. THUNE. Mr. Speaker, agri-
culture in the northern plains is in
great crisis. Farmers are having to sell
below the cost of production. People
across America need to understand
that there is a close connection be-
tween a healthy agricultural economy
and a strong America.

We need to address the crisis in agri-
culture, but we need to do it without
the partisan carping that is coming out
of the Democrats in Congress. The

level of the rhetoric that is coming out
of the Democratic leadership in the
Congress is shameful.

We need to work together to solve
the cash-flow problems in agriculture,
to more aggressively open markets
overseas, and to improve the crop in-
surance program. Farmers do not care
whether the Democrats or the Repub-
licans get the credit. They only know
that they need to stay in business.

I challenge my colleagues on the
other side of the aisle to work with us
cooperatively to find solutions to the
crisis in agriculture. Let us quit play-
ing politics with agriculture’s future.
Let us work together.

f

IRANIANS TEST INTERMEDIATE
RANGE BALLISTIC MISSILE

(Mr. HUNTER asked and was given
permission to address the House for 1
minute and to revise and extend his re-
marks.)

Mr. HUNTER. Mr. Speaker, when just
a couple of days ago the Iranians tested
an intermediate range ballistic missile,
one that has the range to strike Israel,
our administration was once more em-
barrassed, because they had predicted a
number of times that the Iranians
could not achieve this capability until
sometime late next year.

Well, the Iranians were a year ahead
of schedule. Only one person predicted
they would be able to do it much ear-
lier in this body, and that was the gen-
tleman from Pennsylvania (Mr.
WELDON). He is working on a piece of
missile defense legislation. The gen-
tleman from New Jersey (Mr. SAXTON)
is putting in legislation a number of us
are cosponsoring which directs the
President to conduct an emergency
program to build a defense against the
systems the Iranians are developing
right now.

Mr. Speaker, now is the time for the
President to act. With the same ur-
gency with which our enemies are
building the ballistic missiles, we must
act with the same urgency to build de-
fenses against those missiles.

f

TODAY UTAH CELEBRATES ITS
PIONEER HERITAGE

(Mr. CANNON asked and was given
permission to address the House for 1
minute.)

Mr. CANNON. Mr. Speaker, 151 years
ago today, Brigham Young led the first
Mormon pioneers into the valley of the
Great Salt Lake.

The next spring, malnourished Mor-
mon settlers began planting corn,
beans, wheat, and potatoes. But as soon
as they sprouted, the shoots were at-
tacked by hordes of crickets.

Dr. Priddy Meeks recorded in his
journal that ‘‘the crickets came so
thick it made the earth black in
places, and it did look like they would
take away what little we had growing
* * * and we a thousand miles away
from supplies.’’

Out of desperation, men, women and
children poured into the fields to scare
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the crickets away. They dug ditches
around the field. They used fire. But it
was all in vain.

Just as all seemed lost and starva-
tion likely, help came from above in
the form of thousands of seagulls. Eye-
witness reports tell of the birds de-
scending on the fields, gobbling up the
crickets and sparing the precious
crops.

Today, Utah celebrates its pioneer
heritage. Many of the celebrations will
center around Seagull Monument in
downtown Salt Lake City, erected in
honor of the event I have just de-
scribed.

I encourage my colleagues to join me
today in honoring the courageous spir-
it and the sacrifices of the Mormon pio-
neers.

f

A FOURTH INVESTIGATION OF THE
INVESTIGATOR: D.C. BAR COUN-
SEL PROBES LEAKS BY INDE-
PENDENT COUNSEL STARR

The SPEAKER pro tempore. Under a
previous order of the House, the gen-
tleman from Michigan, Mr. CONYERS, is
recognized for 5 minutes.

Mr. CONYERS. Mr. Speaker, by my count,
Independent Counsel Kenneth Starr is now
the subject of four separate investigations into
whether he and his staff improperly leaked
confidential information to the media. The first
is being conducted by Chief Judge Norma
Holloway Johnson of the federal court in the
District of Columbia. The second involves At-
torney General Janet Reno’s referral of the
issue to the Justice Department’s Office of
Professional Responsibility. The third is being
conducted by Mr. Starr himself in response to
complaints lodged by the President’s lawyers.
And the fourth, as reported in the media
today, is in the hands of the District of Colum-
bia Bar Counsel.

Back in early February, the President’s law-
yer, Mr. Kendall, wrote the Independent Coun-
sel that the ‘‘leaking by your office has
reached an intolerable point.’’ In response to
that letter, the Independent Counsel struck an
indignant tone. He called the letter from the
President’s lawyer ‘‘strange and inappropri-
ate,’’ and accused Mr. Kendall of elevating
‘‘mere suspicion to specific accusation without
any facts other than the press’s often-mislead-
ing attributions of sources.’’

The Independent Counsel’s response to Mr.
Kendall added that: ‘‘[i]n light of the unclear
press attributions in some examples cited in
your letter, I have undertaken an investigation
to determine whether, despite my persistent
admonitions, someone in this Office may be
culpable. I have no factual basis—as you like-
wise do not have—even to suspect anyone at
this juncture. I am undertaking this investiga-
tion with deep regret, because I know how de-
moralizing it is to a staff of highly professional
and experienced federal prosecutors. You do
an extreme disservice to these men and
women—and to the legal profession and the
public—by your unsupported charges.’’

Mr. Starr has never reported the results of
his ‘‘investigation.’’ But in light of his later ad-
missions that he and his deputy, Mr. Bennett,
routinely talk to the press on an off-the-record
basis, I assume he did not have to look far to
find the source of these leaks. Judge Johnson,

the Attorney General, and now the District of
Columbia Bar Counsel, have all treated this
issue far more seriously than the Independent
Counsel. In fact, media reports say that Judge
Johnson has ordered Mr. Starr to show cause
why he should not be held in contempt for his
inappropriate release of information.

The Independent Counsel’s indifference to
this issue is very troubling. To date, Mr. Starr
has defended his actions with the technical
claim that rules regarding grand jury secrecy
apply only after information is presented to a
grand jury. I do not agree with that claim, and
I do not believe that D.C. Circuit law allows
the kind of off-the-record conversations that
happened here. We will see whether Mr. Starr
can survive the scrutiny of these outside in-
vestigators.

EXCHANGE OF SPECIAL ORDER TIME

Ms. JACKSON-LEE of Texas. Mr.
Speaker, I rise to ask unanimous con-
sent to claim the time of the gen-
tleman from Michigan (Mr. CONYERS).

The SPEAKER pro tempore (Mr.
PEASE). Is there objection to the re-
quest of the gentlewoman from Texas?

There was no objection.
f

EXPANSION OF MEDICAL AND PA-
TIENT RIGHTS FOR ALL AMERI-
CANS

The SPEAKER pro tempore. Under a
previous order of the House, the gentle-
woman from Texas (Ms. JACKSON-LEE)
is recognized for 5 minutes.

Ms. JACKSON-LEE of Texas. Mr.
Speaker, with all of the pandemonium
that transpired just a few short min-
utes ago, I imagine that some of my
colleagues might have gathered from
the discourse that many of us do not
come to the floor of the House with
passion and concern and personal sto-
ries. And, so, I thought it was ex-
tremely important that we cleared the
dust and put a face on the debate that
we had today.

Sadly, we lost that debate, those of
us who care about the expansion of
medical rights and patient rights for
all Americans. This morning as I rose,
I was determined not to share my per-
sonal story, for the people send us to
this Congress to stand and to represent
their interests, but I do think it is im-
portant for the people to realize that
we are human, too.

I have had a personal story and per-
sonal loss. For, recognizing that all of
us care about our loved ones, I experi-
enced the denial of service in the care
of my father. So this is not a frivolous
and baseless debate for me, but I
thought it was more important to
share with my colleagues the story of
the Chiang family.

This young couple, with a husband
and wife, left a position and the father
was the sole breadwinner, and the
mother was determined to keep a cer-
tain HMO so that her son could con-
tinue to go to that same pediatrician.
They kept that HMO, and the son had
the pediatrician, but the mother be-
came ill.

She had constant pain in her stom-
ach. She went to the HMO doctor, and

continuously he said, ‘‘We will put you
on a certain diet.’’ But the pain became
so debilitating she went back again be-
cause she thought it was something
that had to do with her ability to give
birth again.

She went back and further service
was denied, until finally, some three
months later, she was sent to a special-
ist and it was then determined that
that mother, 34 years old, had colon
cancer. And subsequent to that late de-
termination, after the denial of serv-
ice, that 34-year-old died.

Today I read to my colleagues a let-
ter from Lula Somers, a senior citizen
who has been in the medical profession
for many, many years from Pasadena,
Texas, the community that I come
from. She said, ‘‘This letter is directed
to you from a working senior citizen
who has served a lifetime in the medi-
cal profession and who is deeply con-
cerned about the direction we are head-
ing. Dedicated healing physicians are
having their once regarded highest
standard of ethics and devotion be dic-
tated to by people who have not the
first clue of the onerous problem being
cast upon innocent citizens.’’

She said she worked at a time when
doctors saved a gravely ill child,
sutured bleeding patients, sat at the
bedside of someone dying, and maybe
wound up with vegetables or eggs from
someone’s farm.

We may not be able to go to that, my
colleagues, but the Patients’ Bill of
Rights the Democrats and bipartisan
Republicans were supporting realizes
that we must stand with the physicians
and the providers of health care like
nurses and nurses assistants and the
patients.

The bill we pass today will hurt my
State of Texas. It will probably hurt
my colleagues’. Texas already has pro-
visions for well-child care, mammog-
raphy screening, minimum maternity
care, breast reconstruction, diabetes
supplies, alcohol abuse treatment, drug
abuse treatment. The bill we pass
today will overcome all of that,
supercede that. Mental health care and
bone mass measurement. All of that
Texas had. Now with this Federal bill
that the Republicans will pass, we do
not have it.

Just think for a moment if they have
a heart attack and go straight to the
nearest hospital but the hospital does
not participate in their plan. The Re-
publican bill will allow their plan to
force them right out of the hospital.
That is what we passed today.

If their plan denied them an X-ray
for a broken arm because the plan did
not think the X-rays were medically
necessary, they could not appeal on the
basis of merit. They can only appeal on
the basis of what the plan says is a nec-
essary medical condition. It takes
away that decision of the physician
and their pain and the need for service
and puts it in the hands of some ac-
countant in an office far, far away.

If they are a woman and they want
direct access to their nurse midwife,
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their plan does not have to give it to
them. They can only require them to
see a physician. So many women want
nurse midwives and have found that to
be a comfortable way to give birth.

If they are terminally ill and their
only hope is an approved clinical trial,
the Republican bill would not allow it.
So many of my constituents have said,
‘‘I beg of you to allow me to partici-
pate in a clinical trial. I will go any-
where, do anything to save my life or
that of my loved one.’’

If they are about to deliver their
baby at a hospital and their health
plan drops their doctor, the Republican
bill allows their plan to make them get
a new doctor at the very time that
they are in need. And if they are sched-
uled for a cancer operation and their
health plan drops their doctor, under
the Republican plan they have to find a
new doctor.

My colleagues, what we did today
was a travesty. I hope that we will be
able to repair that and pass a bill, Mr.
Speaker, that really responds to the
life and the death of Mrs. Chiang.

f

UNIVERSITY OF MISSISSIPPI
CONCERT SINGERS

The SPEAKER pro tempore. Under a
previous order of the House, the gen-
tleman from Mississippi (Mr. WICKER)
is recognized for 5 minutes.

Mr. WICKER. Mr. Speaker, I rise
today to share with my colleagues the
wonderful news that the University of
Mississippi Concert Singers won top
honors last week at the World Choral
Competition in Rome, Italy.

The group from Ole Miss, led by Dr.
Jerry Jordan, is the first American
choir ever to have qualified for this ex-
clusive international competition and,
of course, the first to win the top prize.
Today, they are considered the best
amateur choir on the face of the Earth.

To reach the Super Bowl of choral
competitions in Italy, groups from
around the world first had to qualify
for and then win 1 of 6 international
events. On their way to the finals, the
Ole Miss singers won the grand prize in
May of 1997 in a competition in Bul-
garia. Then last week, the group out-
performed choirs from Sweden, Hun-
gary, Estonia and Taiwan, all of which
had won international choral events in
past years.

The Ole Miss concert singers are no
strangers to performing on the inter-
national stage. During Dr. Jordan’s 18
years at Ole Miss, his choral groups
have toured on nine occasions; they
have participated in international
competition three times; and, in 1994,
earned their only other trip to the
grand event.

The Collegiate Choir Program at the
University of Mississippi is recognized
among the best in the Nation. Dr.
Jerry Jordan is one of the country’s
most accomplished directors. He has
conducted the American Symphony Or-
chestra at Lincoln Center in New York
and is a regular conductor at Carnegie
Hall.

Dr. Jordan’s leadership and the ex-
ceptional talents of these students pro-
duced an unprecedented result in
Rome. The judges said the group per-
formed an extremely difficult and di-
verse program and did so flawlessly.
The 50-member group sang seven songs
in five different languages over the
span of its allotted 30-minute program.

Mr. Speaker, there are at least five
alumni from the University of Mis-
sissippi in the House of Representa-
tives. And at this point, I am pleased
to yield 1 minute to the distinguished
gentleman from Mississippi my col-
league (Mr. PICKERING).

Mr. PICKERING. Mr. Speaker, I
thank the gentleman from Mississippi
(Mr. WICKER) for yielding.

I rise with him to recognize the Mis-
sissippi Concert Singers and their ac-
complishment. They come from the
University of Mississippi, the same
place where the new director of the Na-
tional Endowment for Humanities, Dr.
William Ferris, the author of the Ency-
clopedia of Southern Culture.

In Mississippi, where we have the tra-
dition of being the birthplace of blues,
of rock and roll, and in my district,
Meridian, the birthplace of country
music with the grandfather of country
music, Jimmy Rogers.

And today we celebrate our addi-
tional contribution to our State’s cul-
ture and our Nation’s culture to the
world, the Mississippi Choral Singers,
and the great achievement that they
have won by being the first American
choir to win this preeminent distinc-
tion and competition in Rome.

So I rise with the gentleman from
Mississippi (Mr. WICKER) and to ac-
knowledge and to appreciate this great
accomplishment.

Mr. WICKER. Mr. Speaker, reclaim-
ing my time, I thank my colleague for
his remarks. And one final word, Mr.
Speaker.

This outstanding group of performers
from the University of Mississippi has
earned an honor reserved for a select
few. They have earned the right to be
called the best in the world, and they
have made all Americans proud. I sa-
lute them today.

f

b 1545

EXCHANGE OF SPECIAL ORDER
TIME

Mr. LAMPSON. Mr. Speaker, I ask
unanimous consent to claim the time
of the gentleman from New York (Mr.
ENGEL).

The SPEAKER pro tempore (Mr.
TAYLOR of North Carolina). Is there ob-
jection to the request of the gentleman
from Texas?

There was no objection.
f

MISSING AND EXPLOITED
CHILDREN

The SPEAKER pro tempore. Under a
previous order of the House, the gen-
tleman from Texas (Mr. LAMPSON) is
recognized for 5 minutes.

Mr. LAMPSON. Mr. Speaker, as a fa-
ther, one of my biggest fears over the
years has been discovering perhaps
that one of my daughters would be
missing.

Sadly, last November, one of my con-
stituents was living mine and every
parent’s nightmare when she fran-
tically called the Texas City Texas Po-
lice Department after her ten year old
daughter did not arrive home from
school.

Recently, my district has been
stricken with a stream of missing chil-
dren. This issue has become my highest
priority as well as that of the police de-
partments in my area to try to put an
end to this. The chief of police for
Texas City, Texas, Jerry Purdon, last
year visited the National Center for
Missing and Exploited Children and un-
derwent training on developing a pro-
gram for responding to a missing child
alert.

One of the key elements in the de-
partment’s new program was the ac-
tual response time, which they felt had
been a key factor in previous failures.
In this Texas City case, the department
was able to flood the area with both po-
lice and informed neighbors to search
for any sign of the missing child.

Hours went by until a man appeared
in the middle of the neighborhood with
the missing girl, stating that he had
found her under some stairs. She was
immediately rushed to the hospital
while the man was questioned by the
police.

Suspicious from the start, they were
able to obtain a full confession. This
man, who knew the girl, picked her up
from school and returned to his home
with her and after sexually abusing her
he admitted that he intended to kill
her and dispose of the body. In his
words, he was prevented from carrying
out his plan because, quote, every time
I looked out my front window I saw a
police car and every time I looked out
the back, I saw a neighbor who knew
what was happening, unquote.

Thanks to the quick response and or-
ganization of Chief Purdon and his offi-
cers, that little girl was returned to
her family. I stand here proud of their
efforts and would like to applaud each
and every one who helped save the lit-
tle girl. It is with forceful reactions to
crimes like this that we hope to end
the disappearances of our children and
prevent all parents from experiencing
this nightmare.

f

TRIBUTE TO HORACE ELLIS JONES

The SPEAKER pro tempore. Under a
previous order of the House, the gen-
tleman from Georgia (Mr. COLLINS) is
recognized for 5 minutes.

Mr. COLLINS. Mr. Speaker, I rise to
honor an individual, no not a Georgian
by birth but is the essence of a Georgia
gentleman.

Horace Ellis Jones is the grandfather
of one of my legislative staff members.
Today I pay tribute to Mr. Jones
through the eyes of his grandson.
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Born on February 7, 1916, in Spring

City, Pennsylvania, to Russell and
Mary Ellis Jones, Horace Ellis Jones
spent his childhood days growing up in
the suburbs of Philadelphia.

He was known for his wide grin smile
and his charming demeanor. He was
very active in the Boy Scouts, earning
the distinction of an Eagle Scout.

After attending Spring City High
School and Stanton Military Academy
in Virginia, Mr. Jones decided on Duke
University and became a true Blue
Devil. A couple of days before he was to
leave for Durham, Mr. Ellis dropped by
a local cafe just outside of Pottstown,
Pennsylvania, with friends.

As he entered, his eyes focused on
Olive Hammer. One look at her put
Ellis Jones in a spin. He immediately
put money in the juke box and asked
Olive to dance. The music has not
stopped for 57 years.

After they were married in 1941, Mr.
Jones worked with his father in auto-
mobile sales in Reading, Pennsylvania.
Very soon after their marriage, like so
many of our distinguished citizens at
the time, he answered America’s call to
duty and served in the United States
Army during World War II.

Lieutenant Jones was stationed at
Newport News, Virginia, as a member
of the Army Transportation Corps.
From there, he returned home to Penn-
sylvania, began his work with his uncle
in the family business, the Jones Motor
Company.

For almost 30 years, he played an in-
strumental role in the success of the
business, one that grew to be among
the largest trucking companies east of
the Mississippi River. Jones Motor
boasted 59 terminals, almost 4,000 em-
ployees and more than 3,500 pieces of
equipment. This was an amazing feat
considering it all started with a single
horse and wagon back in the 1800s.

Along the path of hard work, Ellis
and Olive welcomed a new generation
of Joneses, their children, Mary Ellis
and Donald. In the mid-seventies,
Jones and his brothers decided to sell
the company and retire. Retirement
lasted a brief 6 months, after which Mr.
Jones entered the lucrative real estate
business and became very active in
many charitable organizations such as
the American Hospital Association and
the Pottstown Hospital Association.

During his spare time, he could con-
tinue to pursue the major nonfamily
passion of his life, the game of golf.
After picking up the first set of clubs
at the age of 7, Mr. Jones’ devotion to
the sport culminated with his presi-
dency of the Philadelphia Golf Associa-
tion in the 1960s.

During that tenure, he worked to
provide scholarships and opportunities
for many hard working young people.
He also served on countless boards of
the United States Golf Association and
as a member of many country clubs
and golf societies throughout the
world.

When he finally decided to slow down
from all of this activity, Ellis and Ollie

relocated to the State of Georgia. They
chose the quiet coastal beauty of Sea
Island, a spot that they had first vis-
ited in their honeymoon. The environ-
ment there was proven to be the ulti-
mate spot to pursue new opportunities.

While preserving their already ac-
quired interests, it also served as a
meeting place for the entire Jones’
family to congregate and forge new
memories. With all of that said, to
really know the tale of Ellis Jones is to
realize that his greatest accomplish-
ment continues to be his capacity as a
person.

Amidst all of the challenges and suc-
cesses of life, Mr. Jones always con-
ducts himself in the highest degree of
courtesy, generosity and integrity. He
is concerned with the happiness and
the well-being of others at every turn,
as a leader, as a businessman, a father,
a grandfather, a husband or a friend.

Recently, Mr. Jones has been bat-
tling the evils of cancer, a war he has
been waging for some 7 years. It has
been a difficult time for him and his
loved ones, but through it all he has
maintained his positive attitude built
upon the love of his family.

Ellis Jones’ life is nothing short of
remarkable, an American dream come
true that seems to guide the brush
strokes of my Norman Rockwell paint-
ing. One need only look to his family
and friends to see the reflection of his
charmed life.

Mr. Speaker, I would like to extend
my heartfelt best wishes to Mr. Jones
as he watches today from Georgia, as
well as members of the Jones family
throughout the country.

In closing, I would like to read a
piece Mr. Jones wrote just a few weeks
ago. I think it is an appropriate testa-
ment to the life of this great man and
is something from which we all can
learn, and I quote: I have always be-
lieved that the game of life, like the
game of golf, was the last gentleman’s
game and I have tried to play both as
such, a gentleman. If I have been suc-
cessful, it is because of my love from
and my love for my wonderful wife, our
blessed children and grandchildren and
my many loyal and supportive friends.
Looking back over the entire course, I
can say in all honesty, what a game,
what a life, what a lucky guy I have
been, end of quote.

Mr. Speaker, our prayers are with
Mr. Jones and his family and for the
blessings all have received from the life
of Horace Ellis Jones.

f

The SPEAKER pro tempore. Under a
previous order of the House, the gentle-
woman from the District of Columbia
(Ms. NORTON) is recognized for 5 min-
utes.

(Ms. NORTON addressed the House.
Her remarks will appear hereafter in
the Extensions of Remarks.)

f

EXPORT OF AG PRODUCTS
STIFLED

The SPEAKER pro tempore. Under a
previous order of the House, the gen-

tleman from Minnesota (Mr. GUT-
KNECHT) is recognized for 5 minutes.

Mr. GUTKNECHT. Mr. Speaker, you
may have seen in the Washington Post,
the Wall Street Journal, the New York
Times and other newspapers, articles
about the current farm crisis. The hard
times in farm country are real and de-
mand immediate attention.

The $5.5 billion package introduced
by the chairman of the House Commit-
tee on Agriculture and the half billion
dollars approved by the Senate are
good starters.

Unfortunately, some folks cannot re-
sist making a political football out of
the misfortune of others. These folks
say that the 1996 farm bill, which the
President signed, is to blame for all the
woes in farm country.

Mr. Speaker, I would have preferred
to avoid the blame game, but if the
goal of the Democrats is to place the
blame they do not have to look very
far. How about the congressional
Democrats’ unwilling less to pass fast
track trade negotiating authority with
their president? At least he used to say
this was so critical to U.S. farmers and
ranchers. When one-third of our farm-
ers’ cash receipts come from exports,
how can congressional Democrats de-
fend their opposition to fast track?

When EU subsidies in 1997 were at
their highest level in this decade, at
nearly $47 billion compared to $5.3 bil-
lion here in the United States, how can
they oppose fast track?

When the start of the next World
Trade talks are only 5 months away,
why would Democrats oppose the
President’s request for fast track so
that the United States can have a seat
at the negotiating table in order to
tear down these trade barriers?

The answer may be the Democrats
are more interested in collecting big
labor PAC checks for their reelections
than protecting their own farmers.

Mr. Speaker, the fact is, fast track is
not my only priority but it is one of
our most important priorities. It is the
priority also of most of the U.S. lead-
ing farm and ranch organizations.

It only makes sense. In 1996, when ag
exports were at their all time high, $60
billion, farm income was up, but now
that ag exports have dropped over the
last 2 years by an estimated $5 billion,
farm income is down.

How about trade sanctions? Over the
past 60 years, Mr. Speaker, we have im-
posed approximately 120 different sanc-
tions. Despite relatively peaceful
times, guess which administration has
imposed over half of these sanctions in
just the past 6 years? You guessed it.
This one.

This administration is willing to im-
pose unilateral sanctions at the drop of
a hat, and I am not sure what these
sanctions have accomplished in the
way of national security. What I do
know is that it forecloses U.S. ag sales
to millions of the world consumers. If
we still want to place the blame, what
has the administration been up to
while ag exports have been precipi-
tously dropping?
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You would think they would be

scrambling to sell ag commodities
using the ag export enhancement tools
authorized under that dreadful 1996
farm bill, but according to a recent
General Accounting Office report, that
is not true. The administration has
used only 44 percent under the dairy
export incentive programs to promote
U.S. dairy exports. This is despite a
mandate in the horrible farm bill that
says that the DEIP program should be
used to the maximum extent practical
under GATT. Despite an annualized $5
billion authorization under the 1996
farm bill for the GSM export program
to move our ag products, this adminis-
tration has used only $3.2 billion and
$2.9 billion in the 1996 and 1997 fiscal
years respectively.

In other words, $3.9 billion in GSM
export assistance went to waste while
our ag exports have tumbled.

Guess how much of the 1.5 billion ex-
port enhancement program dollars au-
thorized under the farm bill have actu-
ally been used by this administration?
If you guessed only $7 million, you
would be right.

Mr. Speaker, the President and con-
gressional Democrats know that the
success of the 1996 farm bill depends on
favorable tax and regulatory policy,
improved research and crop insurance
and perhaps, most importantly, trade.
The Democrats resisted and continue
to resist tax relief for farmers or for
anyone else, as far as that goes.

The administration is talking about
a new EPA program with more regula-
tions that could strangle many of my
dairy, beef and pork producers who are
already overregulated. The President
held hostage ag research money until
he got food stamp money for legal
aliens. He also held hostage critical
crop insurance money to fix funding
problems that he created back in 1994.

b 1600
When it comes to trade, the Presi-

dent and Congressional Democrats are
AWOL.

Democrats also charged that Repub-
licans somehow have taken away the
safety net for farmers. As a former
Democratic Chairman of the House Ag-
riculture Committee, Mr. DE LA GARZA
pointed out, over the last decade on the
Democrat’s watch, Congress has cut
the agriculture farm bill by more than
$60 billion.

Importantly, the Republican House
budget resolution does not call for a
single cut in support of U.S. farmers
and ranchers.

Mr. Speaker, I could remind our Con-
gressional Democrat friends that if we
go back to supply management, for
every acre we leave unplanted, Argen-
tina will be happy to plant one.

Mr. Speaker, it is time to cut the
rhetoric and work together. It is time
to get the job done for American farm-
ers. It is time to open our trade rela-
tions with our partners and get more
export enhancement programs going so
that we get more farm income to our
farmers.

The SPEAKER pro tempore (Mr.
TAYLOR of North Carolina). Under a
previous order of the House, the gentle-
woman from New York Ms. SLAUGHTER
is recognized for 5 minutes.

(Ms. SLAUGHTER addressed the
House. Her remarks will appear here-
after in the Extensions of Remarks.)

f

THE NEED FOR AN ASIAN
STRATEGY

The SPEAKER pro tempore. Under a
previous order of the House, the gen-
tleman from Nebraska (Mr. BEREUTER)
is recognized for 5 minutes.

Mr. BEREUTER. Mr. Speaker, today
this Member will introduce legislation
that requires the administration to es-
tablish a $100 million assistance and
food security initiative for Indonesia
and Southeast Asia in fiscal year 1999.
I would say it very much happens to
compliment what the gentleman from
Minnesota just said about coping with
our own farm crisis or difficulties at
the same time that we are reaching out
to help for a food shortage problem
which is expected to be severe this year
in Indonesia.

This legislation, in the works for sev-
eral weeks by this Member, is consist-
ent with recent urgent proposals or
suggestions by distinguished Indo-
nesian experts in America, like Ambas-
sador Paul Wolfowitz of the Brookings
Institution, and the former Ambas-
sador, Robert Zoellick, President and
CEO of the Center for Strategic and
International Studies, for a prompt
Congressional response to the Asian fi-
nancial crisis, and, more specifically,
to Indonesia’s current plight.

In an opinion piece published in the
Washington Post on July 23, 1998, Mr.
Zoellick, former Undersecretary of
State during the Bush Administration,
eloquently argues that now is a defini-
tive moment in the lives of a genera-
tion of Asians, and that America’s re-
sponse to the current crisis could be as
important as America’s response to Eu-
rope 50 years ago.

Because Ambassador Zoellick makes
the case for a coherent foreign policy
strategy better than anyone so far, I
would say, this Member would include
excerpts from his op-ed piece entitled
‘‘An Asian Strategy.’’ I would like to
read two paragraphs from it at this
point.

He says as follows: First, Congress
should enact a major humanitarian
package for Indonesia. The need is ur-
gent. The combination of drought and
economic collapse has not only impov-
erished half of the world’s fourth-most
populous country, but raised the real
danger of famine. Indonesia’s new
president already is urging his 200 mil-
lion citizens to fast twice a week to
conserve supplies. All the talk of IMF
packages and economic recovery will
be only chatter until there is political
stability in Indonesia, and there will be
no stability if people cannot eat. In-
deed, Indonesia’s ethnic peace, even its
very coherence as a Nation is at risk.

And if Indonesia sinks further, the rest
of Southeast Asia will bear the burden
of its dead weight.’’

‘‘America has a proud tradition of
humanitarian relief for people in need;
it also has farmers who would welcome
a boost in prices. If Congress expands
the administration’s recently an-
nounced grain purchases into a full-
fledged relief plan, it can draw in
Japan, the European Union and even
some private U.S. business people who
have signaled a willingness to contrib-
ute. This initiative would send a pow-
erful, symbolic and practical message
about America’s concern for the plight
of average Asians, not just bankers and
magnates.’’

That is what Mr. Zoellick has to say.
Mr. Speaker, now is not the time, I

would say, for the United States to
balk at its responsibilities as the
world’s only superpower. The United
States fought a Cold War and spent
hundreds of billions of dollars, perhaps
trillions of dollars, to advance our ide-
ology of global capitalism and democ-
racy.

In Asia, capitalism was adopted with
an enthusiasm that has proven so
strong that authoritarian leaders found
democracy following right behind.
From Taiwan to the Republic of Korea
and Indonesia, for example, our most
important principles are being em-
braced and tested by people willing to
put their lives on the line.

As Mr. Zoellick rightly states, we
have an important choice to make that
will affect an entire Asian generation’s
perception of us and what we stand for.
We can tell hard working Indonesians
that they can sell their products here,
or we can close our markets. We can
join the rest the world in providing hu-
manitarian assistance, or we can turn
our back. We can send our experts to
help them rebuild their economy, or we
can wait until it is too late. We can
pool resources and share risk with the
world’s industrialized countries to the
regional capital markets or we can let
them dry up.

Mr. Speaker, the United States can
pay now or it can pay later. If the U.S.
Congress and the president agree to de-
velop a proper response to the current
crisis in Asia, the costs will be minimal
and the rewards unfathomable. Can one
put a price on democracy in Indonesia
or stability in the Asia Pacific region?
Or, we can wait and see how the trou-
bled Asian economies do own their own
without our assistance.

Perhaps they will recuperate in sev-
eral years through excellent manage-
ment and astute decision making. But
what if they do not? What will be the
costs if we do nothing and find the re-
gion still in crisis in five years? How
much will it cost us to maintain our
security umbrella in an insecure re-
gion? What will happen to the U.S.
economy if the Asian Pacific region
slips into depression? Most impor-
tantly, will Asians continue to look to
the United States for leadership if they
do nothing?
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Mr. Speaker, I urge Members to co-

sponsor this new Indonesian assistance
legislation, which will also be very im-
portant to our export base and to our
entire economy and foreign policy.

f

A CHRONOLOGY OF IMPORTANT
POLITICAL AND CULTURAL
EVENTS IN PUERTO RICO (1493–
1997)

The SPEAKER pro tempore. Under a
previous order of the House, the gen-
tleman from New York (Mr. SERRANO)
is recognized for 5 minutes.

Mr. SERRANO. Mr. Speaker, I rise
today to speak about a subject which is
of great importance to many of us in
my community, and certainly should
be of great importance to all Ameri-
cans.

Tomorrow we will observe, July 25,
1998, the 100th anniversary of the rela-
tionship between the United States and
Puerto Rico. One hundred years ago,
the United States troops, during the
Spanish-American War, invaded Puerto
Rico, and since then Puerto Rico for
these 100 years has been a territory of
the United States.

Tomorrow, throughout the 50 states
and on the island of Puerto Rico, there
will be different groups involved in dif-
ferent forms of observances or celebra-
tions. Some will celebrate the day
claiming that, in their belief, this rela-
tionship has been the best thing that
ever happened to the Island of Puerto
Rico. Others, on the other hand, will
lament the relationship and feel that it
has been totally unfair.

Some groups on one side, as I said,
will claim that nothing has gone wrong
for these 100 years, and some folks on
the other side will say that nothing has
gone right for these 100 years.

I believe that somewhere in between
is the truth. But in order to really
speak about this subject and how we
got here and where we are and where
all Americans should begin to deal
with this issue, I think it is important
to take just a couple of minutes to talk
a little bit about the history of how we
got here.

Puerto Rico, as so many of you may
know, was discovered in 1493 by Chris-
topher Columbus, and from then to 1898
it was a colony of Spain. In 1508, the
first Governor in Puerto Rico was as-
signed, and his name was Juan Ponce
de Leon, or, as he is better known
within the 50 states, as Ponce de Leon.

The years went on, and Puerto Rico
remained no better than a full colony
of Spain. But by 1865, nearly 400 years
later, there was already discussion be-
tween the Spanish government and the
Island of Puerto Rico in terms of creat-
ing a new arrangement.

Therefore in 1865, a royal decree was
issued convoking delegates from Cuba
and Puerto Rico to Madrid to discuss
possible reforms to the colonial re-
gime. The Puerto Rican delegates go
there and they speak about decen-
tralizing the municipal government,
having more powers as people, taking

some of the powers from the Governor,
who was appointed by Spain, and abol-
ishing slavery. No accord is reached,
and the delegates who speak out for
such reforms are in fact persecuted.
Meanwhile, back in New York, the Re-
publican Society of Cuba and Puerto
Rico is established to promote the
cause of independence for both islands.

In 1895 the Puerto Rican section of
the governing body of the Cuban Revo-
lutionary Party is established in New
York, and Puerto Ricans at that time
adopt their own flag, which is the same
as the Cuban flag, with the colors re-
versed. Jose Marti is the leader of the
party, and it is right here within the 50
states, in New York, that the move-
ment against Spain for independence
for Puerto Rico comes into play.

However, something happens on the
way to 1898. Spain, for whatever rea-
son, begins to realize that times have
to change, and so Spain begins to dis-
cuss the possibility of granting auton-
omy to the Island of Puerto Rico.

On February 9, 1898, Puerto Rico’s
autonomous government is inaugu-
rated with a provisional cabinet. It
provided a high degree of administra-
tive autonomy for Puerto Rico, and,
under the charter, the Island was gov-
erned by the local parliament, com-
posed of two chambers and a Governor
general. The chambers were the Ad-
ministrative Council, which were elect-
ed, and a version of the House of Rep-
resentatives, popularly elected.

These chambers had full legislative
authority except over such matters
that the Spanish government wanted
to keep, and these folks were then al-
lowed to go to Spain and represent the
Puerto Rican community, the Island of
Puerto Rico, in Spain.

It is interesting to note that in this
agreement the people representing
Puerto Rico in Spain had actually
reached more autonomy and more pow-
ers than the current delegate from
Puerto Rico enjoys as a Member of the
U.S. Congress.

But that could not take place, be-
cause, in the meantime, on February
15, the sinking of the American ship
the Maine provided an immediate rea-
son for the Spanish-American war.
During that war, elections are held in
Puerto Rico and this government,
which then will represent Puerto Rico
in Spain with many more powers, is
elected.

On July 25, after the defeat of the
Spanish in Cuba, General Nelson Miles
leads an American landing in Guanica
on the southern coast of Puerto Rico.
On October 18th of that year, San Juan
surrenders, and a U.S. military govern-
ment is established in Puerto Rico.

On December 10, the treaty of Paris
is signed and the Spanish-American
War ends, and Puerto Rico is given to
the United States, the political and
civil rights of its inhabitants to be de-
termined by the U.S. Congress.

From then on, Puerto Rico and the
United States for a couple of years try
to figure out what that relationship

will be. But through 1899, in a few
years, a military government contin-
ues.

Nothing really changes until 1900,
when a new act is passed here which
ended the military administration and
set up a civil government. Very little
self-government, however, was granted.
The President would appoint a Gov-
ernor, the members of the upper legis-
lative house in Puerto Rico, and the
executive council, where no Puerto
Rican was allowed to serve, and the
judges of the Supreme Court. Only the
House of Representatives on the island
was wholly elected by the people in
Puerto Rico, and then it was deter-
mined that Puerto Rico would have a
commissioner who would serve in the
House of Representatives with no vot-
ing status.

In 1904, Puerto Ricans at that time
are not granted U.S. citizenship. They
become in fact citizens of Puerto Rico.
An argument, by the way, that contin-
ues to be dealt with today, because
many people still wonder if in imposing
American citizenship later, that Puer-
to Rican citizenship in fact was done
away with. Everything then is run by
the United States Congress.

b 1615
In 1917, a very important day in the

history, on March 2, the Jones Act
comes into effect, and by it, Congress
determines that all Puerto Ricans born
in Puerto Rico will be American citi-
zens. Since that date, everybody born
on the island of Puerto Rico is an
American citizen. The only difference
and the most important difference, and
perhaps the tragic difference, is that if
you are born in Puerto Rico you are an
American citizen and you move to any
of the 50 States, you enjoy the same
rights as any citizen within those 50
States, but if you remain on the island
of Puerto Rico, still an American citi-
zen, you do not enjoy the same rights
as the other 50 States.

That puts into play then the ques-
tion, what kind of American citizen-
ship is it? Is it possible for us to actu-
ally have granted different kinds of
American citizenship, one for those
who live within the 50 States, and one
for those who live outside? To this day,
there are very bright people arguing
that it is impossible to have granted 2
different kinds, but the effect is that
there are 2 different kinds of citizen-
ship, and they express themselves dif-
ferently.

Nothing then really changes in Puer-
to Rico until 1950. What happens in
those years is that a governor is ap-
pointed, and there are different situa-
tions that are created. But during that
period of time, an independence move-
ment grows, which continues to de-
mand, as it did during the period with
Spain, that Puerto Rico be liberated
and in fact be given its independence.

That independence movement is per-
secuted heavily, to the point where its
leader, Pedro Albizu Campos, is a man
who is jailed for over 27 years for advo-
cating for independence of Puerto Rico
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during that time. Also, there are inci-
dents where violent acts are committed
and force is used both by the govern-
ment and by citizens.

At that time also a party grows, var-
ious parties grow in Puerto Rico, one
of them being the Republican Party, a
statehood party, an independence
party, a party that wants to take the
present status in the 1930s and 1940s
and bring it to a new relationship, one
that is not statehood or independence.

Finally in the early 1950s it is decided
that Congress will offer the Puerto
Rico community in Puerto Rico some-
thing called commonwealth status.
Commonwealth allows for certain
rights to be carried out on the island,
but commonwealth still does not pro-
vide for the ability to vote for Presi-
dent, for the ability to vote for 6 or 7
Members of Congress as Puerto Rico
would be entitled to, or for the ability
to vote for 2 Senators. On the other
hand, commonwealth also does not
allow for Puerto Rico’s independence.
So I think we have to fully understand,
and I think the problem that we face
these days when we discuss this issue
and as we celebrate, commemorate, ob-
serve or lament over the 100-year rela-
tionship, tomorrow, July 25, is the fact
that such a large number of Americans,
if not the vast majority, have no idea
what the relationship is between the
United States and Puerto Rico.

If one goes through any neighborhood
in this country and you ask people, are
you aware that all people who live on
the island of Puerto Rico are citizens
like you, you would be shocked to find
a large number of people do not have
the slightest idea. If you then ask
them, do you know that Puerto Ricans
served in our wars and participated in
our wars and were drafted just like all
other Americans when we had a draft,
the answer would be no, I did not know
that. If you then tell them that they
were and that they are citizens and
they still do not vote for President,
that would shock anywhere, I would
say, from 75, 80, 90 percent of the Amer-
ican people who are not aware of the
relationship. I think what will happen
tomorrow and throughout the rest of
this year is more and more people will
become aware of the relationship and
become aware of the need to speak
about where the future of that rela-
tionship should take us.

Now, let me digress for a second and
just set myself up as an example of the
uniqueness or the embarrassment of
that relationship. I was born in Puerto
Rico. I came to New York, as so many
Puerto Ricans did, when I was a very
young child. I studied in New York, I
became involved in politics, I served in
the State assembly; I then came here
in 1990. I am a Member of Congress.
One cannot really express better fulfill-
ment of one’s citizenship than what I
have accomplished personally, yet my
cousins who live on the island of Puer-
to Rico do not have the same rights I
have, the difference being that I moved
and they did not.

That is almost to suggest that if one
stays in Texas or one stays in New
York, one would have less rights than
if one came to California. Well, I am
sure there are probably some Califor-
nians who would like Texans and New
Yorkers to have less rights, but that is
just the way we behave in this country.
The fact of life is that these folks are
there with a totally different system of
government overseeing them.

So the commonwealth came in and
the commonwealth was set up basically
to tell the United Nations, I believe,
look, we are obeying the rules, we are
doing what you wanted us to do; we do
not have a situation that can create a
problem for anybody. Puerto Rico is
not a colony.

Now, in order to fully understand
how people feel about the different sta-
tus options, one has to understand that
in the early 1950s there was a strong,
and in the 1940s and 1930s, a strong na-
tionalist movement, a movement that
wanted independence for Puerto Rico,
and that movement in history will
speak to this more and more every day,
was discredited, both by people here in
Washington and people who lent them-
selves to that in Puerto Rico.

It was suggested somehow that if one
wanted independence for Puerto Rico,
one wanted the worst for the island,
one was not a good American, one was
not a good Puerto Rican, and that was
the way people were treated. So many
of its leadership was jailed. Within a
democracy, Puerto Rico being an arm
of the United States, if you will, is sup-
posed to behave in a democratic fash-
ion, and yet to the folks who supported
independence, they were, many of them
were just discredited and many of them
were jailed.

In 1952, after the commonwealth
issue came in, and by the way, the way
commonwealth came in was the United
States gave the people of Puerto Rico a
choice: Commonwealth, yes or no.
There has never been, and we should
note this at this moment, there has
never been a congressionally, federally
sponsored vote on the island of Puerto
Rico which has asked the people of
Puerto Rico, do you support independ-
ence, do you support Statehood, or do
you support remaining the way you are
now, or making changes? There have
been different kinds of votes to speak
to that, but never the full question
asked.

So in the early 1950s, the question
was, do you want to become a common-
wealth, or do you want to remain the
kind of territory you are now? Yes or
no. So, of course, most of the people
voted yes to better the conditions, be-
cause as my friend from Guam, BOB
UNDERWOOD has said at times, there are
bad colonies and there are slightly bet-
ter off colonies, and people at that
time opted to become I guess a better
off colony, but still did not have the
rights of an independent nation or a
State. They were allowed to pick their
own Constitution, write their own Con-
stitution. But get this: Anything in the

Constitution had to be approved by the
Federal Government, and Puerto Rico
cannot pass any laws that will not be
accepted by Congress. If so, then they
just cannot continue to be as laws in
Puerto Rico.

So for all of these 40 years, 50 years,
Puerto Rico has been a commonwealth
of the United States, and during that
time, on many occasions, there have
been attempts to solve the present sta-
tus dilemma.

On July 23, 1967, based on the rec-
ommendation of the Commission on
the Status of Puerto Rico, a plebiscite,
an election was held, to determine
which status Puerto Ricans want
among commonwealth, Statehood or
independence. Little more than 66 per-
cent of all registered voters partici-
pated.

Now, for us in the States 66 percent is
a large turnout, but Puerto Rico is a
place where 85, 90 percent of the people
vote, so when 66 percent turns out, it
means there was kind of dissent on the
issue on the ballot. The popular Demo-
cratic Party which defends common-
wealth defended commonwealth in the
campaign. A problem developed in the
Republican Party which supported
statehood with the old guard saying we
will not participate and the younger
guard saying we will, and then the
Independence Party abstained from the
election at all.

So basically we had half of the State-
hood Party saying we will not partici-
pate, all of the independence move-
ment saying, it is not a fair plebiscite,
and only the Commonwealth Party
participating, and the results indicated
just that: Commonwealth received 60
percent of the vote, statehood nearly
39, and independence less than 1 per-
cent.

The statehooders who participated in
the plebiscite and went on and formed
their own party, the new Progressive
Party which got the governor re-
elected, and it was the first defeat for
the Democratic Party in 28 years. By
the way, just for clarification, the fact
that they call themselves Popular
Democrats has really nothing to do
with the Democratic Party in this
country, it is just a title.

In 1970, President Nixon said it is
time to do something, let us talk about
statehood or independence for Puerto
Rico, but nothing happened. Again, in
1971 the same thing. In 1977, and every
year since then there has been a discus-
sion as to what the future of Puerto
Rico will be. Then, finally, this year,
for the first time in a long time, and a
bill was passed here by one of our col-
leagues, sponsored by one of our col-
leagues on the Republican side, the
gentleman from Alaska (Mr. YOUNG),
which would allow the choice between
the present commonwealth, statehood
or independence.

The bill was supported and is sup-
ported by those who support statehood;
it is supported by those who support
independence; it is not supported by
the Commonwealth Party, because



CONGRESSIONAL RECORD — HOUSEH6426 July 24, 1998
they feel that in no way does it really
speak to what they wish to be. What
the bill does is speak to what we are, to
what Puerto Rico is, to what the rela-
tionship is, and therein lies the prob-
lem.

The United States has spent, our
country has spent a lot of time and a
lot of energy basically suggesting to
the world what democratic principles
they should follow, and I think that
there is not a single person listening or
watching us that does not agree that
we have a role to play in promoting de-
mocracy throughout the world.

I think the big question we have to
ask ourselves, and especially the
younger people in this country who
will be around for a long, long time
have to ask is, is it right for this coun-
try on one hand to preach democracy
throughout the world and on the other
hand hold for 100 years tomorrow a col-
ony, a territory in the Caribbean. For
the Puerto Rican community, the pain
goes deeper. Before these 100 years
which will be culminated tomorrow, we
spent 405 years with Spain. That is 505
years of a colonial status, the longest
running colony in the world.

Now, understand that our govern-
ment, for the first time in passing the
bill on the House floor, admitted in leg-
islation, in writing that Puerto Rico,
in fact, was a territory of the United
States. For years we have been telling
the U.N. that we were something else.
No, Puerto Rico is a commonwealth
that has a special understanding. Look,
it is very simple. If you do not have the
same rights other American citizens
have, you can call it what you want, it
is not a state, it is not an independent
nation, it is a colony.

Why should this be important to all
Americans? Why should all Americans
be concerned with this issue? Well, be-
cause we have invaded Puerto Rico,
Puerto Rico did not invade us, so we
have to eventually come to a conclu-
sion on this subject.

Secondly, one cannot have nearly 4
million, 3.8 American citizens living in
Puerto Rico not enjoying the same
rights that other Americans have.

b 1630

So I think the time has come, and
perhaps that is what this observance
will begin tomorrow. For this Con-
gress, for this Senate, for the American
people, for the American media to be-
come aware of the issue and begin to
discuss the possibility of finding a solu-
tion.

For this Congressman, the solution is
very simple. Either we take Puerto
Rico in as the 51st State of the Union,
or we grant them, work with them on
attaining full independence.

I believe, unlike some of my col-
leagues and unlike some people on the
island or in the Puerto Rican commu-
nities in the United States, I believe
that the Puerto Rican people on the is-
land are fully equipped, talented
enough, and intelligent enough to be
the 51st State of the Union. I also be-

lieve that those folks are talented
enough, educated enough, to be a suc-
cessful independent Nation.

What they should not continue to be
is a people in limbo. And we should not
continue to profess to be the
safekeepers of democracy and demo-
cratic principles and allow that situa-
tion to exist.

On many occasions on this House
Floor I mix, to the dismay of some of
my colleagues, I relate the issues of
Cuba and Puerto Rico. People say what
is the relationship? Well, the relation-
ship is very simple. We spend a lot of
time and energy demanding, quote-un-
quote, democratic changes in Cuba.
How will those democratic changes sat-
isfy us? If they become the kind of
changes which allow for people to vote
and deal with the issues. That is what
we claim.

Well, the same thing has to happen in
Puerto Rico. And tomorrow as people
observe, lament, or celebrate this rela-
tionship, I think it is important that
we Americans take a step back and
analyze what role, if any, we want to
play in this issue.

I do not think, in all honesty, that
the American educational system on
this issue has done the job it should do.
I know for a fact that not enough time
is taken, not enough energy is ex-
pended, not enough resources, if any,
are spent on dealing with this issue in
our school system. To educate young
people to the fact that we have this sit-
uation.

There are, of course, concerns. Most
people in this Congress are concentrat-
ing on the issue of statehood and they
will not move on the issue of Puerto
Rico because they are dealing with the
issue of statehood.

Mr. Speaker, I said a few seconds ago
that the issue could be independence. It
does not have to be statehood. Either
way, it has to be solved and the prob-
lem is that too many people spend too
much time determining what kind of a
state Puerto Rico would be.

I have two things to say about that.
One is if we do not want a state that
looks and sounds and acts like Puerto
Rico, independence is the solution.
Just do that. But if we are now going
to question Puerto Ricans to see what
kind of good American citizens they
would make, it might be 100 years too
late. After all, not a single Puerto
Rican was question on the issue of lan-
guage when he was sent off to World
War I, World War II, Korea, Vietnam,
the Gulf War. That was never a ques-
tion. Now that has become a question.

Do Puerto Ricans speak English?
Should we have a state where the ma-
jority of the people do not speak
English? I hate to tell my colleagues,
but there are states in this country
where a majority of people who do not
speak English. They speak an English,
but the English that they have been
speaking for a while now has been
badly put together.

We could easily suggest that the time
for the relationship has come to a

point where it is time that we solve it
simply by taking an up-or-down vote,
independence or statehood, and not
play with anything in between, and I
mean that.

This present status is neither here
nor there, neither for us or for the peo-
ple who live in Puerto Rico. It is an un-
fair status for us, because we should
not have a colony in the Caribbean.
And it is an unfair status for the people
in Puerto Rico, because they should
take their place in the world as a free
Nation or take the place as a State of
the Union.

And so I am hopeful, Mr. Speaker,
that as we continue to deliberate on
this issue, and as the news media cov-
ers the fact that tomorrow there will
be everything, as I said, from laments
to celebration, from joy to sadness,
from demonstrations to joyous exuber-
ant demonstrations that we will see on
TV and in the newspapers. We will see
pictures and video of people celebrat-
ing their citizenship and people ques-
tioning what kind of citizenship they
have. We will see people in Puerto Rico
and in the New York community and
other Puerto Rican communities
throughout the Nation showing glee at
the fact that we have reached 100 years
with the U.S., and we will also see peo-
ple lamenting the fact that we have
spent these 100 years in this kind of a
condition.

Mr. Speaker, I think it is important
for all Americans to try to reach a
point. So I would hope that all Ameri-
cans begin to speak to their represent-
atives and to tell them that we have to
solve this situation. I would hope that
within the next few years, Puerto Rico
and the United States can reach an
agreement. An agreement to either
bring it in as the 51st state, or to grant
it independence. Nothing else is accept-
able.

The present status is embarrassing to
us. It is embarrassing to the Puerto
Rican people. It is wrong. It is unfair.

I can think back, and I will close
with this, Mr. Speaker. I can think
back to my father and to my mother.
They came to New York from Puerto
Rico. He, with 2 years of school, and
my mother with 6 years of school. They
came in 1950, and they brought up my
brother and me, my brother Eli and
me.

They always told us to do everything
that good families do. To work hard,
obey the law, to study, and to be good
citizens. But those two folks, as much
lacking formal education as they were,
were always very much aware of the
fact that there was something wrong
with the relationship and that they
would always tell us that that relation-
ship some day had to come to a conclu-
sion.

They are no longer with me. They
were not here on March 28, 1990, 38
years exactly to the date when they
came from Puerto Rico, when I was
elected to Congress and got sworn in.
And, in fact, I held my swearing in. I
asked then Speaker Foley to swear me
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in a day after I was supposed to, so
that I could pay tribute to their arrival
in New York and their fight to create a
community and create a family and to
celebrate my accomplishment in their
honor.

They always told us that this had to
be settled somehow. Tomorrow, as we
commemorate the 100th year anniver-
sary, I think it behooves the United
States Congress to move ahead and cre-
ate a better situation for itself and for
Puerto Rico. To do anything else would
be a shame. To do anything else would
be an undemocratic act.

f

CONFERENCE REPORT ON H.R. 4059

Mr. PACKARD submitted the follow-
ing conference report and statement on
the bill (H.R. 4059) making appropria-
tions for military construction, family
housing, and base realignment and clo-
sure for the Department of Defense for
the fiscal year ending September 30,
1999, and for other purposes:

CONFERENCE REPORT (H. REPT. 105–647)

The committee of conference on the dis-
agreeing votes of the two Houses on the
amendment of the Senate to the bill (H.R.
4059) ‘‘making appropriations for military
construction, family housing, and base
realignment and closure for the Department
of Defense for the fiscal year ending Septem-
ber 30, 1999, and for other purposes’’, having
met, after full and free conference, have
agreed to recommend and do recommend to
their respective Houses as follows:

That the House recede from its disagree-
ment to the amendment of the Senate, and
agree to the same with an amendment, as
follows:

In lieu of the matter stricken and inserted
by said amendment, insert:
That the following sums are appropriated, out
of any money in the Treasury not otherwise ap-
propriated, for military construction, family
housing, and base realignment and closure
functions administered by the Department of
Defense, for the fiscal year ending September 30,
1999, and for other purposes, namely:

MILITARY CONSTRUCTION, ARMY

For acquisition, construction, installation,
and equipment of temporary or permanent pub-
lic works, military installations, facilities, and
real property for the Army as currently author-
ized by law, including personnel in the Army
Corps of Engineers and other personal services
necessary for the purposes of this appropriation,
and for construction and operation of facilities
in support of the functions of the Commander in
Chief, $868,726,000, to remain available until
September 30, 2003: Provided, That of this
amount, not to exceed $64,269,000 shall be avail-
able for study, planning, design, architect and
engineer services, and host nation support, as
authorized by law, unless the Secretary of De-
fense determines that additional obligations are
necessary for such purposes and notifies the
Committees on Appropriations of both Houses of
Congress of his determination and the reasons
therefor.

MILITARY CONSTRUCTION, NAVY

For acquisition, construction, installation,
and equipment of temporary or permanent pub-
lic works, naval installations, facilities, and real
property for the Navy as currently authorized
by law, including personnel in the Naval Facili-
ties Engineering Command and other personal
services necessary for the purposes of this ap-
propriation, $604,593,000, to remain available
until September 30, 2003: Provided, That of this

amount, not to exceed $60,846,000 shall be avail-
able for study, planning, design, architect and
engineer services, as authorized by law, unless
the Secretary of Defense determines that addi-
tional obligations are necessary for such pur-
poses and notifies the Committees on Appropria-
tions of both Houses of Congress of his deter-
mination and the reasons therefor.

MILITARY CONSTRUCTION, AIR FORCE

For acquisition, construction, installation,
and equipment of temporary or permanent pub-
lic works, military installations, facilities, and
real property for the Air Force as currently au-
thorized by law, $615,809,000, to remain avail-
able until September 30, 2003: Provided, That of
this amount, not to exceed $38,092,000 shall be
available for study, planning, design, architect
and engineer services, as authorized by law, un-
less the Secretary of Defense determines that ad-
ditional obligations are necessary for such pur-
poses and notifies the Committees on Appropria-
tions of both Houses of Congress of his deter-
mination and the reasons therefor.

MILITARY CONSTRUCTION, DEFENSE-WIDE

(INCLUDING TRANSFER OF FUNDS)

For acquisition, construction, installation,
and equipment of temporary or permanent pub-
lic works, installations, facilities, and real prop-
erty for activities and agencies of the Depart-
ment of Defense (other than the military depart-
ments), as currently authorized by law,
$553,114,000, to remain available until September
30, 2003: Provided, That such amounts of this
appropriation as may be determined by the Sec-
retary of Defense may be transferred to such ap-
propriations of the Department of Defense avail-
able for military construction or family housing
as he may designate, to be merged with and to
be available for the same purposes, and for the
same time period, as the appropriation or fund
to which transferred: Provided further, That of
the amount appropriated, not to exceed
$26,005,000 shall be available for study, plan-
ning, design, architect and engineer services, as
authorized by law, unless the Secretary of De-
fense determines that additional obligations are
necessary for such purposes and notifies the
Committees on Appropriations of both Houses of
Congress of his determination and the reasons
therefor.

DEPARTMENT OF DEFENSE MILITARY
UNACCOMPANIED HOUSING IMPROVEMENT FUND

(RESCISSION OF FUNDS)

Of the funds appropriated for ‘‘Department
of Defense Military Unaccompanied Housing
Improvement Fund’’ under Public Law 104–196,
$5,000,000 is hereby rescinded.

MILITARY CONSTRUCTION, ARMY NATIONAL
GUARD

For construction, acquisition, expansion, re-
habilitation, and conversion of facilities for the
training and administration of the Army Na-
tional Guard, and contributions therefor, as au-
thorized by chapter 1803 of title 10, United
States Code, and Military Construction Author-
ization Acts, $142,403,000, to remain available
until September 30, 2003.

MILITARY CONSTRUCTION, AIR NATIONAL GUARD

For construction, acquisition, expansion, re-
habilitation, and conversion of facilities for the
training and administration of the Air National
Guard, and contributions therefor, as author-
ized by chapter 1803 of title 10, United States
Code, and Military Construction Authorization
Acts, $169,801,000, to remain available until Sep-
tember 30, 2003.

MILITARY CONSTRUCTION, ARMY RESERVE

For construction, acquisition, expansion, re-
habilitation, and conversion of facilities for the
training and administration of the Army Re-
serve as authorized by chapter 1803 of title 10,
United States Code, and Military Construction
Authorization Acts, $102,119,000, to remain
available until September 30, 2003.

MILITARY CONSTRUCTION, NAVAL RESERVE

For construction, acquisition, expansion, re-
habilitation, and conversion of facilities for the
training and administration of the reserve com-
ponents of the Navy and Marine Corps as au-
thorized by chapter 1803 of title 10, United
States Code, and Military Construction Author-
ization Acts, $31,621,000, to remain available
until September 30, 2003.

MILITARY CONSTRUCTION, AIR FORCE RESERVE

For construction, acquisition, expansion, re-
habilitation, and conversion of facilities for the
training and administration of the Air Force Re-
serve as authorized by chapter 1803 of title 10,
United States Code, and Military Construction
Authorization Acts, $34,371,000, to remain avail-
able until September 30, 2003.

NORTH ATLANTIC TREATY ORGANIZATION

SECURITY INVESTMENT PROGRAM

For the United States share of the cost of the
North Atlantic Treaty Organization Security In-
vestment Program for the acquisition and con-
struction of military facilities and installations
(including international military headquarters)
and for related expenses for the collective de-
fense of the North Atlantic Treaty Area as au-
thorized in Military Construction Authorization
Acts and section 2806 of title 10, United States
Code, $154,000,000, to remain available until ex-
pended.

FAMILY HOUSING, ARMY

For expenses of family housing for the Army
for construction, including acquisition, replace-
ment, addition, expansion, extension and alter-
ation and for operation and maintenance, in-
cluding debt payment, leasing, minor construc-
tion, principal and interest charges, and insur-
ance premiums, as authorized by law, as fol-
lows: for Construction, $135,290,000, to remain
available until September 30, 2003; for Operation
and Maintenance, and for debt payment,
$1,094,697,000; in all $1,229,987,000.

FAMILY HOUSING, NAVY AND MARINE CORPS

For expenses of family housing for the Navy
and Marine Corps for construction, including
acquisition, replacement, addition, expansion,
extension and alteration and for operation and
maintenance, including debt payment, leasing,
minor construction, principal and interest
charges, and insurance premiums, as authorized
by law, as follows: for Construction,
$295,590,000, to remain available until September
30, 2003; for Operation and Maintenance, and
for debt payment, $912,293,000; in all
$1,207,883,000.

FAMILY HOUSING, AIR FORCE

For expenses of family housing for the Air
Force for construction, including acquisition,
replacement, addition, expansion, extension and
alteration and for operation and maintenance,
including debt payment, leasing, minor con-
struction, principal and interest charges, and
insurance premiums, as authorized by law, as
follows: for Construction, $280,965,000, to remain
available until September 30, 2003; for Operation
and Maintenance, and for debt payment,
$783,204,000; in all $1,064,169,000.

FAMILY HOUSING, DEFENSE-WIDE

For expenses of family housing for the activi-
ties and agencies of the Department of Defense
(other than the military departments) for con-
struction, including acquisition, replacement,
addition, expansion, extension and alteration,
and for operation and maintenance, leasing,
and minor construction, as authorized by law,
as follows: for Construction, $345,000, to remain
available until September 30, 2003; for Operation
and Maintenance, $36,899,000; in all $37,244,000.

DEPARTMENT OF DEFENSE FAMILY HOUSING
IMPROVEMENT FUND

For the Department of Defense Family Hous-
ing Improvement Fund, $2,000,000, to remain
available until expended, as the sole source of
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funds for planning, administrative, and over-
sight costs incurred by the Housing Revitaliza-
tion Support Office relating to military family
housing initiatives undertaken pursuant to 10
U.S.C. 2883, pertaining to alternative means of
acquiring and improving military family hous-
ing and supporting facilities.

BASE REALIGNMENT AND CLOSURE ACCOUNT,
PART III

For deposit into the Department of Defense
Base Closure Account 1990 established by sec-
tion 2906(a)(1) of the Department of Defense Au-
thorization Act, 1991 (Public Law 101–510),
$427,164,000, to remain available until expended:
Provided, That not more than $271,800,000 of the
funds appropriated herein shall be available
solely for environmental restoration, unless the
Secretary of Defense determines that additional
obligations are necessary for such purposes and
notifies the Committees on Appropriations of
both Houses of Congress of his determination
and the reasons therefor.

BASE REALIGNMENT AND CLOSURE ACCOUNT,
PART IV

For deposit into the Department of Defense
Base Closure Account 1990 established by sec-
tion 2906(a)(1) of the Department of Defense Au-
thorization Act, 1991 (Public Law 101–510),
$1,203,738,000, to remain available until ex-
pended: Provided, That not more than
$426,036,000 of the funds appropriated herein
shall be available solely for environmental res-
toration, unless the Secretary of Defense deter-
mines that additional obligations are necessary
for such purposes and notifies the Committees
on Appropriations of both Houses of Congress of
his determination and the reasons therefor.

GENERAL PROVISIONS
SEC. 101. None of the funds appropriated in

Military Construction Appropriations Acts shall
be expended for payments under a cost-plus-a-
fixed-fee contract for construction, where cost
estimates exceed $25,000, to be performed within
the United States, except Alaska, without the
specific approval in writing of the Secretary of
Defense setting forth the reasons therefor.

SEC. 102. Funds appropriated to the Depart-
ment of Defense for construction shall be avail-
able for hire of passenger motor vehicles.

SEC. 103. Funds appropriated to the Depart-
ment of Defense for construction may be used
for advances to the Federal Highway Adminis-
tration, Department of Transportation, for the
construction of access roads as authorized by
section 210 of title 23, United States Code, when
projects authorized therein are certified as im-
portant to the national defense by the Secretary
of Defense.

SEC. 104. None of the funds appropriated in
this Act may be used to begin construction of
new bases inside the continental United States
for which specific appropriations have not been
made.

SEC. 105. No part of the funds provided in
Military Construction Appropriations Acts shall
be used for purchase of land or land easements
in excess of 100 percent of the value as deter-
mined by the Army Corps of Engineers or the
Naval Facilities Engineering Command, except:
(1) where there is a determination of value by a
Federal court; or (2) purchases negotiated by
the Attorney General or his designee; or (3)
where the estimated value is less than $25,000; or
(4) as otherwise determined by the Secretary of
Defense to be in the public interest.

SEC. 106. None of the funds appropriated in
Military Construction Appropriations Acts shall
be used to: (1) acquire land; (2) provide for site
preparation; or (3) install utilities for any fam-
ily housing, except housing for which funds
have been made available in annual Military
Construction Appropriations Acts.

SEC. 107. None of the funds appropriated in
Military Construction Appropriations Acts for
minor construction may be used to transfer or
relocate any activity from one base or installa-

tion to another, without prior notification to the
Committees on Appropriations.

SEC. 108. No part of the funds appropriated in
Military Construction Appropriations Acts may
be used for the procurement of steel for any con-
struction project or activity for which American
steel producers, fabricators, and manufacturers
have been denied the opportunity to compete for
such steel procurement.

SEC. 109. None of the funds available to the
Department of Defense for military construction
or family housing during the current fiscal year
may be used to pay real property taxes in any
foreign nation.

SEC. 110. None of the funds appropriated in
Military Construction Appropriations Acts may
be used to initiate a new installation overseas
without prior notification to the Committees on
Appropriations.

SEC. 111. None of the funds appropriated in
Military Construction Appropriations Acts may
be obligated for architect and engineer contracts
estimated by the Government to exceed $500,000
for projects to be accomplished in Japan, in any
NATO member country, or in countries border-
ing the Arabian Gulf, unless such contracts are
awarded to United States firms or United States
firms in joint venture with host nation firms.

SEC. 112. None of the funds appropriated in
Military Construction Appropriations Acts for
military construction in the United States terri-
tories and possessions in the Pacific and on
Kwajalein Atoll, or in countries bordering the
Arabian Gulf, may be used to award any con-
tract estimated by the Government to exceed
$1,000,000 to a foreign contractor: Provided,
That this section shall not be applicable to con-
tract awards for which the lowest responsive
and responsible bid of a United States contrac-
tor exceeds the lowest responsive and respon-
sible bid of a foreign contractor by greater than
20 percent: Provided further, That this section
shall not apply to contract awards for military
construction on Kwajalein Atoll for which the
lowest responsive and responsible bid is submit-
ted by a Marshallese contractor.

SEC. 113. The Secretary of Defense is to inform
the appropriate committees of Congress, includ-
ing the Committees on Appropriations, of the
plans and scope of any proposed military exer-
cise involving United States personnel thirty
days prior to its occurring, if amounts expended
for construction, either temporary or permanent,
are anticipated to exceed $100,000.

SEC. 114. Not more than 20 percent of the ap-
propriations in Military Construction Appro-
priations Acts which are limited for obligation
during the current fiscal year shall be obligated
during the last two months of the fiscal year.

(TRANSFER OF FUNDS)

SEC. 115. Funds appropriated to the Depart-
ment of Defense for construction in prior years
shall be available for construction authorized
for each such military department by the au-
thorizations enacted into law during the current
session of Congress.

SEC. 116. For military construction or family
housing projects that are being completed with
funds otherwise expired or lapsed for obligation,
expired or lapsed funds may be used to pay the
cost of associated supervision, inspection, over-
head, engineering and design on those projects
and on subsequent claims, if any.

SEC. 117. Notwithstanding any other provision
of law, any funds appropriated to a military de-
partment or defense agency for the construction
of military projects may be obligated for a mili-
tary construction project or contract, or for any
portion of such a project or contract, at any
time before the end of the fourth fiscal year
after the fiscal year for which funds for such
project were appropriated if the funds obligated
for such project: (1) are obligated from funds
available for military construction projects and
(2) do not exceed the amount appropriated for
such project, plus any amount by which the cost
of such project is increased pursuant to law.

(TRANSFER OF FUNDS)

SEC. 118. During the five-year period after ap-
propriations available to the Department of De-
fense for military construction and family hous-
ing operation and maintenance and construc-
tion have expired for obligation, upon a deter-
mination that such appropriations will not be
necessary for the liquidation of obligations or
for making authorized adjustments to such ap-
propriations for obligations incurred during the
period of availability of such appropriations,
unobligated balances of such appropriations
may be transferred into the appropriation ‘‘For-
eign Currency Fluctuations, Construction, De-
fense’’ to be merged with and to be available for
the same time period and for the same purposes
as the appropriation to which transferred.

SEC. 119. The Secretary of Defense is to pro-
vide the Committees on Appropriations of the
Senate and the House of Representatives with
an annual report by February 15, containing
details of the specific actions proposed to be
taken by the Department of Defense during the
current fiscal year to encourage other member
nations of the North Atlantic Treaty Organiza-
tion, Japan, Korea, and United States allies bor-
dering the Arabian Gulf to assume a greater
share of the common defense burden of such na-
tions and the United States.

(TRANSFER OF FUNDS)

SEC. 120. During the current fiscal year, in
addition to any other transfer authority avail-
able to the Department of Defense, proceeds de-
posited to the Department of Defense Base Clo-
sure Account established by section 207(a)(1) of
the Defense Authorization Amendments and
Base Closure and Realignment Act (Public Law
100–526) pursuant to section 207(a)(2)(C) of such
Act, may be transferred to the account estab-
lished by section 2906(a)(1) of the Department of
Defense Authorization Act, 1991, to be merged
with, and to be available for the same purposes
and the same time period as that account.

SEC. 121. No funds appropriated pursuant to
this Act may be expended by an entity unless
the entity agrees that in expending the assist-
ance the entity will comply with sections 2
through 4 of the Act of March 3, 1933 (41 U.S.C.
10a–10c, popularly known as the ‘‘Buy Amer-
ican Act’’).

SEC. 122. (a) In the case of any equipment or
products that may be authorized to be pur-
chased with financial assistance provided under
this Act, it is the sense of the Congress that en-
tities receiving such assistance should, in ex-
pending the assistance, purchase only Amer-
ican-made equipment and products.

(b) In providing financial assistance under
this Act, the Secretary of the Treasury shall
provide to each recipient of the assistance a no-
tice describing the statement made in subsection
(a) by the Congress.

(TRANSFER OF FUNDS)

SEC. 123. Subject to thirty days prior notifica-
tion to the Committees on Appropriations, such
additional amounts as may be determined by the
Secretary of Defense may be transferred to the
Department of Defense Family Housing Im-
provement Fund from amounts appropriated for
construction in ‘‘Family Housing’’ accounts, to
be merged with and to be available for the same
purposes and for the same period of time as
amounts appropriated directly to the Fund: Pro-
vided, That appropriations made available to
the Fund shall be available to cover the costs, as
defined in section 502(5) of the Congressional
Budget Act of 1974, of direct loans or loan guar-
antees issued by the Department of Defense pur-
suant to the provisions of subchapter IV of
chapter 169, title 10, United States Code, per-
taining to alternative means of acquiring and
improving military family housing and support-
ing facilities.

SEC. 124. None of the funds appropriated or
made available by this Act may be obligated for
Partnership for Peace Programs or to provide
support for non-NATO countries.
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SEC. 125. Payments received by the Secretary

of the Navy pursuant to subsection (b)(1) of sec-
tion 2842 of the National Defense Authorization
Act, 1993 (Public Law 102–484) are appropriated
and shall be available for the purpose author-
ized in subsection (d) of that section.

SEC. 126. (a) Not later than 60 days before
issuing any solicitation for a contract with the
private sector for military family housing, the
Secretary of the military department concerned
shall submit to the congressional defense com-
mittees the notice described in subsection (b).

(b)(1) A notice referred to in subsection (a) is
a notice of any guarantee (including the making
of mortgage or rental payments) proposed to be
made by the Secretary to the private party
under the contract involved in the event of—

(A) the closure or realignment of the instal-
lation for which housing is provided under the
contract;

(B) a reduction in force of units stationed at
such installation; or

(C) the extended deployment overseas of
units stationed at such installation.

(2) Each notice under this subsection shall
specify the nature of the guarantee involved
and assess the extent and likelihood, if any, of
the liability of the Federal Government with re-
spect to the guarantee.

(c) In this section, the term ‘‘congressional de-
fense committees’’ means the following:

(1) The Committee on Armed Services and
the Military Construction Subcommittee, Com-
mittee on Appropriations of the Senate.

(2) The Committee on National Security and
the Military Construction Subcommittee, Com-
mittee on Appropriations of the House of Rep-
resentatives.

(TRANSFER OF FUNDS)

SEC. 127. During the current fiscal year, in
addition to any other transfer authority avail-
able to the Department of Defense, amounts
may be transferred from the account established
by section 2906(a)(1) of the Department of De-
fense Authorization Act, 1991, to the fund estab-
lished by section 1013(d) of the Demonstration
Cities and Metropolitan Development Act of 1966
(42 U.S.C. 3374) to pay for expenses associated
with the Homeowners Assistance Program. Any
amounts transferred shall be merged with and
be available for the same purposes and for the
same time period as the fund to which trans-
ferred.

SEC. 128. It is the sense of the Congress that
the Secretary of the Army should name the ‘‘All
American Parkway’’ at Fort Bragg, North Caro-
lina, as the ‘‘W.G. ‘Bill’ Hefner All American
Parkway’’.

This Act may be cited as the ‘‘Military Con-
struction Appropriations Act, 1999’’.

And the Senate agree to the same.

RON PACKARD,
JOHN EDWARD PORTER,
DAVID L. HOBSON,
ROGER F. WICKER,
JACK KINGSTON,
MIKE PARKER,
TODD TIAHRT,
ZACH WAMP,
BOB LIVINGSTON,
W.G. (BILL) HEFNER,
JOHN W. OLVER,
CHET EDWARDS,
BUD CRAMER,
NORMAN DICKS,
DAVID OBEY,

Managers on the Part of the House.

JOINT EXPLANATORY STATEMENT OF
THE COMMITTEE OF CONFERENCE

The managers on the part of the House and
the Senate at the conference on the disagree-
ing votes of the two Houses on the amend-
ment of the Senate to the bill (H.R. 4059)
making appropriations for the Department
of Defense for the fiscal year ending Septem-
ber 30, 1999, and for other purposes, submit

the following joint statement to the House of
Representatives and the Senate in expla-
nation of the effect of the action agreed upon
by the managers and recommended in the ac-
companying conference report.

The Senate deleted the entire House bill
after the enacting clause and inserted the
Senate bill (S. 2160). The conference agree-
ment includes a revised bill.

ITEMS OF GENERAL INTEREST

Matters Addressed by Only One Committee.—
The language and allocations set forth in
House Report 105–578 and Senate Report 105–
213 should be complied with unless specifi-
cally addressed to the contrary in the con-
ference report and statement of the man-
agers. Report language included by the
House which is not changed by the report of
the Senate or the conference, and Senate re-
port language which is not changed by the
conference is approved by the committee of
conference. The statement of the managers,
while repeating some report language for
emphasis, does not intend to negate the lan-
guage referred to above unless expressly pro-
vided herein. In cases in which the House or
the Senate have directed the submission of a
report from the Department of Defense, such
report is to be submitted to both House and
Senate Committees on Appropriations.

Financial Management.—The conferees
agree that general reductions included in the
conference agreement are based on such fac-
tors as savings through favorable bids, re-
duced overhead costs, downsizing or can-
cellation due to force structure changes (if
any), other administrative cost reduction
initiatives, revised economic assumptions,
and inflation re-estimates. The conferees di-
rect that no project for which funds were
previously appropriated, or for which funds
are appropriated in this bill, may be can-
celled as a result of general reductions in-
cluded in the conference agreement.

The conference agreement includes reduc-
tions totaling $21,300,000 which result from
re-estimation of inflation undertaken by the
Office of Management and Budget as part of
the mid-session review of the budget request.
The conferees direct the Department to dis-
tribute these reductions proportionally
against each project and activity in each ac-
count, as follows:

Reductions resulting from economic assumptions
in OMB’s mid-session review of the budget re-
quest

Account Amount
Military Construction,

Army .............................. $2,000,000
Military Construction,

Navy ............................... 1,000,000
Military Construction, Air

Force .............................. 1,000,000
Military Construction, De-

fense-wide ....................... 1,300,000
NATO Security Investment

Program ......................... 1,000,000
Family Housing Oper-

ations, Army .................. 3,000,000
Family Housing Construc-

tion, Navy ....................... 1,000,000
Family Housing Oper-

ations, Navy ................... 3,000,000
Family Housing Construc-

tion, Air Force ............... 1,000,000
Family Housing Oper-

ations, Air Force ............ 2,000,000
Base Realignment and Clo-

sure, Part III .................. 2,000,000
Base Realignment and Clo-

sure, Part IV ................... 3,000,000
–––––– –

$21,300,000

Real Property Maintenance: Reporting Re-
quirement.—The conferees agree to the fol-
lowing general rules for repairing a facility

under Operation and Maintenance account
funding:

Components of the facility may be repaired
by replacement, and such replacement can be
up to current standards or codes.

Interior arrangements and restorations
may be included as repair, but additions, new
facilities, and functional conversions must
be performed as military construction
projects.

Such projects may be done concurrent with
repair projects, as long as the final conjunc-
tively funded project is a complete and usa-
ble facility.

The appropriate Service Secretary shall
submit a 21-day notification prior to carry-
ing out any repair project with an estimated
cost in excess of $10,000,000.

MILITARY CONSTRUCTION, ARMY

The conference agreement appropriates
$868,726,000 for Military Construction, Army,
instead of $780,599,000 as proposed by the
House, and $810,476,000 as proposed by the
Senate. Within this amount, the conference
agreement earmarks $64,269,000 for study,
planning, design, architect and engineer
services, and host nation support instead of
$63,792,000 as proposed by the House and
$67,269,000 as proposed by the Senate.

Kentucky—Fort Campbell: Sabre Heliport.—
The conferees recognize the critical impor-
tance of the Sabre Heliport to military oper-
ations at Fort Campbell and understand that
this facility needs essential renovations in
order to operate both safely and efficiently.
The U.S. Army Aeronautical Services Agen-
cy (USAASA) has issued a temporary waiver
that allows the facility to continue normal
operations until April 2001. Accordingly, the
conferees direct the Secretary of the Army
to report to the congressional defense com-
mittees not later than January 15, 1999, on
their plan and timetable to make the nec-
essary airfield improvements.

New York—Fort Drum: Consolidated Soldier/
Family Support Center.—The conferees have
deferred funding for this project, without
prejudice, and the Army is encouraged to in-
clude this project in the budget request for
fiscal year 2000.

Unspecified Minor Construction.—Within the
increased funds appropriated above the budg-
et request for Army, Unspecified Minor Con-
struction, the Army is directed to provide
the needed athletic facilities, such as ball
fields and a running track, at Camp McGov-
ern, Bosnia-Herzegovina.

MILITARY CONSTRUCTION, NAVY

The conference agreement appropriates
$604,593,000 for Military Construction, Navy,
instead of $570,643,000 as proposed by the
House, and $565,030,000 as proposed by the
Senate. Within this amount, the conference
agreement earmarks $60,846,000 for study,
planning, design, architect and engineer
services instead of $60,346,000 as proposed by
the House and $62,146,000 as proposed by the
Senate.

Florida—Key West Naval Air Station: Com-
patible Use Easements.—The conferees direct
the Navy to report on the need for continu-
ation of existing compatible use easements
which prevent construction of facilities on
privately owned land in connection with the
operation of the Key West Naval Air Station.
This report is to be submitted within 30 days
of enactment of this Act.

MILITARY CONSTRUCTION, AIR FORCE

The conference agreement appropriates
$615,809,000 for Military Construction, Air
Force, instead of $550,475,000 as proposed by
the House, and $627,874,000 as proposed by the
Senate. Within this amount, the conference
agreement earmarks $38,092,000 for study,
planning, design, architect and engineer
services instead of $37,592,000 as proposed by
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the House and $39,522,000 as proposed by the
Senate.

California—Beale AFB: Flightline Fire Sta-
tion.—The conferees direct the Air Force to
accelerate design and to include this project
in the budget request for fiscal year 2000.

Kansas—McConnell AFB: KC–135 Squadron
Operations/Aircraft Maintenance Unit #3.—The
conferees direct the Air Force to accelerate
design and to include this project in the
budget request for fiscal year 2000.

New York—Rome Labs: Consolidated Intel-
ligence and Reconnaissance Laboratory.—The
conferees direct the Air Force to accelerate
the design of the Consolidated Intelligence
and Reconnaissance Research Site at the De-
partment’s Rome Laboratory in New York
and include this project in its fiscal year 2000
Military Construction budget request.

MILITARY CONSTRUCTION, DEFENSE-WIDE

The conference agreement appropriates
$553,114,000 for Military Construction, De-
fense-wide, instead of $611,075,000 as proposed
by the House, and $571,485,000 as proposed by
the Senate. Within this amount, the con-
ference agreement earmarks $26,005,000 for
study, planning, design, architect and engi-
neer services instead of $24,866,000 as pro-
posed by the House and $25,066,000 as pro-
posed by the Senate.

Chemical Demilitarization Program.—The
conference agreement includes full funding
of all requested projects related to the chem-
ical demilitarization program, and also in-
cludes a general reduction of $50,500,000
against the entire program based on unobli-
gated prior year funds, delays in obtaining
the required environmental and construction
permits, and possible delays in equipment
delivery.

Energy Conservation Investment Program.—
In future budget submissions, the conferees
expect project-level information on the En-
ergy Conservation Investment Program
(ECIP) to be presented in tabular form, rath-
er than in Form 1391 detail.

MILITARY UNACCOMPANIED HOUSING
IMPROVEMENT FUND

Military Unaccompanied Housing Improve-
ment Fund.— The conferees agree to rescind
$5,000,000 from the Military Unaccompanied
Housing Improvement Fund. The House and
Senate bills had no similar provision. This
rescinds the full unobligated balance of
funds, due to the absence of any programmed
or anticipated projects under this account.

MILITARY CONSTRUCTION, ARMY NATIONAL
GUARD

The conference agreement appropriates
$142,403,000 for Military Construction, Army
National Guard, instead of $70,338,000 as pro-
posed by the House, and $124,599,000 as pro-
posed by the Senate.

Iowa-Camp Dodge: Damaged and Destroyed
Facilities.—The conferees direct the National
Guard Bureau to report on tornado and wind
damage sustained on June 29, 1998. This re-
port is to be submitted within 30 days of en-
actment of this Act, and is to include an as-
sessment of requirements for repair and re-
placement.

Montana—Fort Harrison: Sewer System.—The
conferees agree to grant the Army National
Guard reprogramming approval up to the
amount of $1,200,000 to cover the Army Na-
tional Guard’s contribution for connecting
the Fort Harrison complex to the city sewer
system, subject to approval of the proposed
source of funds.

Montana—Helena: Armed Forces Reserve
Center.—The conferees direct that the total
funding provided for this facility shall in-
clude the purchase and installation of
prewired workstations and furnishings.

North Carolina—Fort Bragg: Military Edu-
cation Facility.—The conferees recognize the

importance of the Military Education Facil-
ity to the Army National Guard and direct
the National Guard Bureau to begin the
planning and design and site preparation for
this National Guard facility. The conferees
direct the Department to include this project
in the Future Year Defense Plan (FYDP).
MILITARY CONSTRUCTION, AIR NATIONAL GUARD

The conference agreement appropriates
$169,801,000 for Military Construction, Air
National Guard, instead of $97,701,000 as pro-
posed by the House, and $163,161,000 as pro-
posed by the Senate.

California—Moffett Federal Airfield: Compos-
ite Maintenance Hangar.—The conferees ac-
knowledge the urgent and compelling need
to replace the existing World War II facility
at Moffett Federal Airfield and encourage
the Department to include this project in the
fiscal year 2000 budget request.

Georgia—Savannah IAP: Composite Support
Complex.—The conferees direct the Air Na-
tional Guard to include this project in the
budget request for fiscal year 2000, as pro-
grammed in the Future Year Defense Plan
submitted in support of the fiscal year 1999
budget.

MILITARY CONSTRUCTION, ARMY RESERVE

The conference agreement appropriates
$102,119,000 for Military Construction, Army
Reserve, instead of $71,894,000 as proposed by
the House, and $114,349,000 as proposed by the
Senate.

Utah—Salt Lake City: U.S. Army Reserve
Center (Phase II).—The conferees agree to
provide $5,076,000 as the second and final
funding phase for a U.S. Army Reserve Cen-
ter / Organizational Maintenance Shop / Di-
rect Support-General Support Facilities /
Equipment Concentration Site. Together
with $12,714,000 appropriated in fiscal year
1998 as the first funding phase, this provides
a total of $17,790,000 for this project.

MILITARY CONSTRUCTION, NAVAL RESERVE

The conference agreement appropriates
$31,621,000 for Military Construction, Naval
Reserve, instead of $33,721,000 as proposed by
the House, and $21,621,000 as proposed by the
Senate.
MILITARY CONSTRUCTION, AIR FORCE RESERVE

The conference agreement appropriates
$34,371,000 for Military Construction, Air
Force Reserve, instead of $35,371,000 as pro-
posed by the House, and $22,835,000 as pro-
posed by the Senate.

NORTH ATLANTIC TREATY ORGANIZATION
SECURITY INVESTMENT PROGRAM

The conference agreement appropriates
$154,000,000 for the North Atlantic Treaty Or-
ganization Security Investment Program
(NSIP), instead of $169,000,000 as proposed by
the House, and $152,600,000 as proposed by the
Senate.

North Atlantic Treaty Organization Security
Investment Program Funds.—The conferees
agree to a provision renumbered Section 124,
proposed by the Senate, which prohibits the
use of NSIP funds for any aspect of the Part-
nership for Peace Program or support to
non-NATO countries. The President’s budget
request for fiscal year 1999 included
$56,900,000 for the Department of Defense and
an additional $80,000,000 of foreign military
financing, administered by the Department
of State, for the Partnership for Peace Pro-
gram. The proposed funding level should pro-
vide sufficient resources for any expansion
initiatives anticipated by the Administra-
tion.

FAMILY HOUSING—OVERVIEW

Reprogramming Criteria.—The reprogram-
ming criteria that apply to military con-
struction projects (25 percent of the funded
amount or $2,000,000, whichever is less) also
apply to new housing construction projects
and to improvement projects over $2,000,000.

Family Housing Operation and Mainte-
nance.—The conferees direct that the details
of all expenditures from the Family Housing
Operation and Maintenance accounts which
exceed $20,000 per unit, per year for major
maintenance and repair of non-general and
flag officer quarters be included as part of
the budget justification material.

Exclusion of Costs Associated with Environ-
mental Hazard Remediation from Maintenance
and Repair Limits.—The conferees revise the
requirement for an after-the-fact notifica-
tion for projects when the costs associated
with environmental hazard remediation such
as asbestos removal, radon abatement, lead-
based paint removal or abatement, and any
other legislated environmental hazard reme-
diation cause the maintenance and repair
thresholds of $20,000 for a military family
housing unit, or $25,000 for a General or Flag
Officer Quarter to be exceeded. The notifica-
tion shall include work, scope, cost break-
out and other details pertinent to the envi-
ronmental hazard remediation and shall be
reported on a semi-annual basis. An after-
the-fact notification is acceptable provided
that such remediation requirements could
not be reasonably anticipated at the time of
the budget submission. This exclusion ap-
plies to projects appropriated in this budget
year, and also projects appropriated in prior
years for which construction contracts have
not been completed.

FAMILY HOUSING, ARMY

The conference agreement appropriates
$135,290,000 for Construction, Family Hous-
ing, Army, instead of $82,840,000 as proposed
by the House and $124,490,000 as proposed by
the Senate.

The conferees direct that the following
projects are to be accomplished within the
increased amount provided for construction
improvements:
Alaska-Fort Richardson (40

units) .............................. $7,400,000
Kentucky-Fort Campbell

(104 units) ....................... 8,800,000
New Mexico-White Sands

Missile Range (36 units) .. 3,650,000
The conference agreement appropriates

$1,094,697,000 for Operation and Maintenance,
Family Housing, Army, instead of
$1,097,697,000 as proposed by the House and
$1,104,733,000 as proposed by the Senate.

The conference agreement appropriates a
total of $1,229,987,000 for Family Housing,
Army, instead of $1,180,537,000 as proposed by
the House and $1,229,223,000 as proposed by
the Senate.

FAMILY HOUSING, NAVY AND MARINE CORPS

The conference agreement appropriates
$295,590,000 for Construction, Family Hous-
ing, Navy and Marine Corps, instead of
$130,457,000 as proposed by the House and
$286,590,000 as proposed by the Senate.

The conferees direct that the following
projects are to be accomplished within the
increased amount provided for construction
improvements:
California—Camp Pendle-

ton (171 units) ................. $10,000,000
Washington—Whidbey Is-

land NAS (80 units) ......... 5,800,000
The conference agreement appropriates

$912,293,000 for Operation and Maintenance,
Family Housing, Navy and Marine Corps, in-
stead of $915,293,000 as proposed by the House
and Senate.

The conference agreement appropriates a
total of $1,207,883,000 for Family Housing,
Navy and Marine Corps, instead of
$1,045,750,000 as proposed by the House and
$1,201,883,000 as proposed by the Senate.

Washington—Naval Station Puget Sound,
Everett: Real Property Conveyance.—Section
125 of this Act provides an appropriation of
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$6,000,000 in proceeds from the sale of land
and family housing units at Paine Field.
This funding shall be used for the acquisition
of land and/or housing units in the vicinity
of, or for, Naval Station Everett as author-
ized in Section 2842 of Public Law 102–484.

FAMILY HOUSING, AIR FORCE

The conference agreement appropriates
$280,965,000 for Construction, Family Hous-
ing, Air Force, instead of $207,880,000 as pro-
posed by the House and $297,475,000 as pro-
posed by the Senate.

The conferees direct that the following
projects are to be accomplished within the
increased amount provided for construction
improvements:
Georgia—Moody AFB (68

units) .............................. $5,220,000
North Carolina—Seymour

Johnson AFB (70 units) .. 8,000,000
South Carolina—Charles-

ton AFB (94 units) .......... 9,110,000
The conference agreement appropriates

$783,204,000 for Operation and Maintenance,
Family Housing, Air Force, instead of
$785,204,000 as proposed by the House and
$789,995,000 as proposed by the Senate.

The conference agreement appropriates a
total of $1,064,169,000 for Family Housing, Air
Force, instead of $993,084,000 as proposed by
the House and $1,087,470,000 as proposed by
the Senate.

FAMILY HOUSING, DEFENSE-WIDE

The conference agreement appropriates
$345,000 for Construction, Family Housing,
Defense-wide, as proposed by the House and
Senate.

The conference agreement appropriates
$36,899,000 for Operation and Maintenance,
Family Housing, Defense-wide, as proposed
by the House and Senate.

The conference agreement appropriates a
total of $37,244,000 for Family Housing, De-
fense-wide, as proposed by the House and
Senate.

DEPARTMENT OF DEFENSE FAMILY HOUSING
IMPROVEMENT FUND

The conference agreement appropriates
$2,000,000 for the Department of Defense
Family Housing Improvement Fund instead
of $242,438,000 as proposed by the House and
$7,000,000 as proposed by the Senate. The re-
duction from the level proposed by the House
reflects full funding of construction projects
and construction improvement projects in
the traditional family housing accounts,
rather than in the Family Housing Improve-
ment Fund. Transfer authority is provided
for the execution of any qualifying project
under privatization authority which resides
in the Fund.

The conferees note that the Housing Revi-
talization Support Office (HRSO) proposed to
expend 90 percent of the $7,000,000 budget re-
quest for consultant support. Further, HRSO
will expend $14,150,000 for consultant support
for fiscal years 1996 through 1998, which rep-
resents 90 percent of all resources available
for HRSO overhead. These expenditures for
consultant services have not produced any
contracts awarded under the 1996 privatiza-
tion authorities.

The conferees support the Department’s
privatization efforts, and recommend an ap-
propriation of $2,000,000 based on available
balances and excessive allocation for con-
sultant services.

The conferees continue to be concerned
over the delay in execution of family housing
construction projects for which funds have
been appropriated, for possible privatization
efforts. The new authorities were signed into
law in February 1996, yet no new agreements
have been finalized to build or renovate mili-
tary family housing. Several projects are
being considered, yet only one project, at

Lackland AFB, is close to contract signing.
The conferees strongly believe that the De-
partment needs to use all available tools to
address the family housing program in an op-
timum manner. This includes the traditional
construction program, privatization, and
adequate use of existing private sector hous-
ing. The conferees remind the Department
that Congress approved the new privatiza-
tion authorities as a pilot project, and that
these authorities will expire on February 10,
2001. It was never the intent of the House and
Senate Appropriations Committees for this
program to become a substitute for the tra-
ditional housing construction program.

The conferees direct the Office of the
Under Secretary of Defense for Acquisition
and Technology to carefully review the
planned privatization efforts and narrow the
scope to a reasonable number of projects
which may be executed prior to the expira-
tion of the pilot project authority. The con-
ferees expect to be notified on October 1,
1998, of a revised, scaled-back, reasonable
plan for the privatization effort. In addition,
the conferees anticipate that all prior year
appropriated family housing construction
projects which have been placed on hold will
be released for construction at that time, un-
less specific justification is provided to Con-
gress. Following the October 1st report, the
Department is expected to report quarterly
to the House and Senate Appropriations
Committees on the status of all privatization
efforts and the status of all family housing
construction and construction improvement
projects for which funds have been appro-
priated.

The conferees direct the Department to
display all family housing construction and
construction improvement projects which
are anticipated for privatization as such in
the fiscal year 2000 budget. This display
should include a detailed plan of the time
frame for execution of each privatization ef-
fort.

In addition, the Secretary of Defense is di-
rected to report to the House and Senate
Committees on Appropriations by December
1, 1998, on an integrated family housing
strategy for the Department of Defense. This
strategy should focus on the maximum use
of existing civilian housing, the use of en-
hanced housing referral services, coordina-
tion of housing allowances, and appropriate
use of privatization and traditional construc-
tion options. In particular, this report
should include a detailed plan for integrat-
ing the DOD offices which have responsibil-
ities for the military’s family housing pro-
gram. Responsibility for privatization and
for construction, operation and maintenance
lies with the Under Secretary of Defense for
Acquisition and Technology. Appropriations
for military-owned and leased family hous-
ing are included in the Services’ family
housing accounts. Responsibility for housing
allowances is under the Under Secretary for
Defense for Personnel and Readiness, and
housing allowances are included in the Serv-
ices’ military personnel accounts. The con-
ferees are concerned that privatization shifts
funding from military family housing con-
struction, operations, and maintenance ac-
counts to military personnel accounts to pay
for increased housing allowances, which are
used to pay rent to developers of privatized
housing. The conferees believe that this is
not being coordinated by the Department,
nor is it being budgeted for adequately. The
conferees believe that in order to have a
truly integrated family housing policy, these
functions need to be overseen by one office
within the Department.

The conferees request the Comptroller
General to monitor the progress of the De-
partment of Defense’s and individual Serv-
ices’ implementation of the family housing

privatization initiative. The monitoring of
the program shall include, but not be limited
to, obtaining information on the status of
family housing projects, reviewing life-cycle
costs analyses for projects, and determining
whether the privatization initiative is being
integrated and coordinated with the Depart-
ment’s other family housing programs. The
conferees request that the Comptroller Gen-
eral keep the House and Senate Committees
on Appropriations apprised of the progress
and submit a report to the Congress no later
than March 31, 2000.

HOMEOWNERS ASSISTANCE FUND, DEFENSE

The conference agreement appropriates no
funds for the Homeowners Assistance Fund,
Defense instead of $7,500,000 as proposed by
the House and $12,800,000 as proposed by the
Senate.

The conferees have included a new provi-
sion, Section 127, as proposed by the Senate,
which allows the transfer of funds from the
Base Realignment and Closure account into
the Homeowners Assistance Fund, Defense.
Any amounts transferred into the fund shall
be available to pay for expenses associated
with the program. Due to this transfer au-
thority, the conferees believe a direct appro-
priation to this account for fiscal year 1999 is
not necessary. The total estimated require-
ments for fiscal year 1999 are estimated at
$109,735,000 and will be funded with transfer
of appropriated funds, revenue from sales of
acquired property and prior year unobligated
balances. The Comptroller of the Depart-
ment of Defense is to notify the House and
Senate Subcommittees on Military Con-
struction twenty-one days prior to the use of
the transfer authority.

BASE REALIGNMENT AND CLOSURE—OVERVIEW

Construction Projects: Administrative Provi-
sion.—The conferees agree that any transfer
of funds which exceeds reprogramming
thresholds for any construction project fi-
nanced by any Base Realignment and Clo-
sure Account shall be subject to a 21-day no-
tification to the Committees, and shall not
be subject to reprogramming procedure.

Construction Budget Data.—The conferees
are concerned about the accuracy and reli-
ability of the base realignment and closure
(BRAC) construction budget data provided
annually to the Congress. The Office of the
Department of Defense Inspector General
and the General Accounting Office recently
found that the Services submitted BRAC
military construction data in the fiscal
years 1997 and 1998 military construction
budgets based on overstated requirements
and unsupported specifications and costs.
They also found that the major commands of
the Services did not effectively implement
management control procedures established
for the BRAC military construction plan-
ning, programming and budgeting process.
This has resulted in overstated and invalid
BRAC requirements and lack of supporting
documentation. The conferees direct the De-
partment to take the necessary corrective
action to ensure that these deficiencies are
corrected in the fiscal year 2000 budget sub-
mission.

Future Costs of Environmental Restoration.—
The conferees direct the Department of De-
fense to submit a legislative proposal for the
establishment of a Treasury account entitled
‘‘Base Realignment and Closure Environ-
mental Restoration’’, rather than budgeting
for future costs in the Operation and Mainte-
nance accounts. The conferees direct that fu-
ture costs for environmental restoration re-
lated to the four rounds of base closure con-
ducted from 1988 through 1995 shall be pro-
grammed and budgeted in this new account.

BASE REALIGNMENT AND CLOSURE ACCOUNT,
PART III

The conference agreement appropriates
$427,164,000 for the Base Realignment and
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Closure Account, Part III instead of
$433,464,000 as proposed by the House and
Senate. Within the amount appropriated, the
conference agreement earmarks $271,800,000
for environmental restoration, as proposed
by the House and Senate.

Reprogramming Action.—The Committees
have approved a reprogramming request
which accelerated one construction project
from fiscal year 1999 to fiscal year 1998, al-
lowing the program to absorb a reduction of
$4,300,000 from the budget request.

Revised Economic Assumptions.—As de-
scribed earlier in this report, the conferees
recommend a reduction of $2,000,000 from the
budget request based on reestimation of in-
flation.

BASE REALIGNMENT AND CLOSURE ACCOUNT,
PART IV

The conference agreement appropriates
$1,203,738,000 for the Base Realignment and
Closure Account, Part IV instead of
$1,297,240,000 as proposed by the House and
Senate. Within the amount appropriated, the
conference agreement earmarks $426,036,000
for environmental restoration, as proposed
by the House and Senate.

Reprogramming Actions.—The Committees
have approved reprogramming requests
which accelerated four construction projects
from fiscal year 1999 to fiscal year 1998, al-
lowing the program to absorb a reduction of
$28,802,000 from the budget request.

Revised Economic Assumptions.—As de-
scribed earlier in this report, the conferees
recommend a reduction of $3,000,000 from the
budget request based on reestimation of in-
flation.

Unreported Proceeds.—The Services have
collected $35,700,000 more in proceeds from
land sales and leases at closing or realigning
bases than reported in the fiscal year 1999
budget request. Statutes and Department of
Defense guidance state that proceeds from
the transfer, lease, or disposal of property
due to the Base Realignment and Closure
process shall be deposited into the Base Clo-
sure Accounts. The conferees understand
that, because such proceeds were collected
after the development of the budget, the Air
Force did not report $21,000,000 worth of pro-
ceeds, the Army did not report $3,900,000, and
the Navy did not report $10,800,000. The con-
ferees direct the Services to deposit these
proceeds into the Base Realignment and Clo-
sure Account, and have reduced the Base Re-
alignment and Closure Account, Part IV fis-
cal year 1999 appropriation by $35,700,000 to
reflect this action.

Funds Previously Withheld.—The conferees
recommend a reduction of $26,000,000 to the

Base Realignment and Closure Account, Part
IV. This reduction is based on funds that
were previously withheld from obligation
based on an inflation rate that was lower
than expected. At the time the fiscal year
1999 budget was submitted to Congress, these
funds were withheld from obligation, but
have subsequently been made available.
Thus, the budget request is overstated by
$26,000,000.

Kentucky—Louisville Naval Ordnance Sta-
tion: Environmental Restoration.—The con-
ferees urge the Navy to pursue the feasibility
for use of bioremediation technologies (such
as treatment by microbes and plants) for
cleanup of sub-surface contamination of soils
and groundwater, and to utilize such tech-
nologies if they are proven to be cost-effec-
tive.

GENERAL PROVISIONS

The conference agreement includes general
provisions that were in both the House and
Senate versions of the bill that were not
amended.

The conference agreement includes Section
101, as proposed by the House, prohibiting
the expenditure of funds for payments under
a cost-plus-a-fixed-fee contract for construc-
tion, where cost estimates exceeded $25,000,
to be performed within the United States,
except Alaska, without the specific approval
in writing of the Secretary of Defense, in-
stead of similar language as proposed by the
Senate.

The conference agreement includes Section
105, as proposed by the House, which makes
a technical correction to the word ‘‘per cen-
tum’’, instead of language as proposed by the
Senate.

The conference agreement includes Section
112 as proposed by the House, which makes a
technical correction to the word ‘‘per cen-
tum’’, instead of language as proposed by the
Senate.

The conference agreement includes Section
114, as proposed by the House, which makes
a technical correction to the word ‘‘per cen-
tum’’, instead of language as proposed by the
Senate.

The conference agreement includes a pro-
vision, Section 121, as proposed by the House,
which prohibits the expenditure of funds ex-
cept in compliance with the Buy American
Act. The Senate bill contained no similar
provision.

The conference agreement includes a pro-
vision, Section 122, as proposed by the House,
which states the Sense of the Congress noti-
fying recipients of equipment or products au-
thorized to be purchased with financial as-

sistance provided in this Act to purchase
American-made equipment and products.
The Senate bill contained no similar provi-
sion.

The conference agreement includes a pro-
vision renumbered Section 123, as proposed
by the Senate, permitting the transfer of
funds from Family Housing, Construction ac-
counts to the DOD Family Housing Improve-
ment Fund, instead of language as proposed
by the House.

The conference agreement includes a pro-
vision renumbered Section 124, as proposed
by the Senate, stating that none of the funds
appropriated or made available by this Act
may be obligated for Partnership for Peace
Programs or to provide support for non-
NATO countries.

The conference agreement includes a pro-
vision renumbered Section 127, as proposed
by the Senate, providing transfer authority
from the Base Realignment and Closure
(BRAC) accounts to the Homeowners Assist-
ance Program (HAP). The House bill con-
tained no similar provision.

The conference agreement includes a pro-
vision renumbered Section 128, as proposed
by the House, stating that it is the sense of
the Congress that the Secretary of the Army
should name the ‘‘All American Parkway’’ at
Fort Bragg, North Carolina, as the ‘‘W.G.
‘‘Bill’’ Hefner All American Parkway’’.

Those general provisions that were not in-
cluded in the conference agreement follow:

The conference agreement deletes the Sen-
ate provision stating that the sole source of
funds for planning, administrative, and over-
sight costs incurred by the Housing Revital-
ization Support Office must come from the
DOD Family Housing Improvement Fund.
This provision is included in the appropria-
tions paragraph for the ‘‘Department of De-
fense Family Housing Improvement Fund’’
as proposed in the House bill.

The conference agreement deletes the Sen-
ate provision increasing the ‘‘Military Con-
struction, Army National Guard’’ appropria-
tion and decreasing the ‘‘Military Construc-
tion, Army Reserve’’ appropriation. The
House bill contained no similar provision.

The conference agreement deletes the Sen-
ate provision increasing the ‘‘Military Con-
struction, Navy’’ appropriation and the
‘‘Family Housing, Air Force’’ appropriation
and decreasing the ‘‘Military Construction,
Defense-wide’’ appropriation. The House bill
contained no similar provision.
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CONFERENCE TOTAL—WITH COMPARISONS

The total new budget (obligational) au-
thority for the fiscal year 1999 recommended
by the Committee of Conference, with com-
parisons to the fiscal year 1998 amount, the
1999 budget estimates, and the House and
Senate bills for 1999 follow:

New budget (obligational)
authority, fiscal year
1998. ................................ $9,208,468,000

Budget estimates of new
(obligational) authority,
fiscal year 1999 ................ 7,784,074,000

House bill, fiscal year 1999 8,234,074,000
Senate bill, fiscal year 1999 8,480,574,000
Conference agreement, fis-

cal year 1999 .................... 8,449,742,000
Conference agreement

compared with:
New budget

(obligational) author-
ity, fiscal year 1998 ...... ¥758,726,000

Budget estimates of new
(obligational) author-
ity, fiscal year 1999 ...... +665,668,000

House bill, fiscal year
1999 .............................. +215,668,000

Senate bill, fiscal year
1999 .............................. ¥30,832,000

RON PACKARD,
JOHN EDWARD PORTER,
DAVID L. HOBSON,
ROGER F. WICKER,
JACK KINGSTON,
MIKE PARKER,
TODD TIAHRT,
ZACH WAMP,
BOB LIVINGSTON,
W.G. (BILL) HEFNER,
JOHN W. OLVER,
CHET EDWARDS,
BUD CRAMER,
NORMAN DICKS,
DAVID OBEY,

Managers on the Part of the House.

CONRAD BURNS,
KAY BAILEY HUTCHISON,
LAUCH FAIRCLOTH,
LARRY E. CRAIG,
TED STEVENS,
PATTY MURRAY,
HARRY REID,
DANIEL K. INOUYE,
ROBERT C. BYRD,

Managers on the Part of the Senate.

f

LEAVE OF ABSENCE

By unanimous consent, leave of ab-
sence was granted to:

Mr. YATES (at the request of Mr. GEP-
HARDT) for today, on account of illness
in the family.

Mr. FORD (at the request of Mr. GEP-
HARDT) for today, on account of per-
sonal business.

f

SPECIAL ORDERS GRANTED

By unanimous consent, permission to
address the House, following the legis-
lative program and any special orders
heretofore entered, was granted to:

(The following Members (at the re-
quest of Mr. FILNER) to revise and ex-
tend their remarks and include extra-
neous material:)

Mr. CONYERS, for 5 minutes, today.
Mr. ENGEL, for 5 minutes, today.
Ms. NORTON, for 5 minutes, today.
Ms. SLAUGHTER, for 5 minutes, today.
Mr. FALEOMAVAEGA, for 5 minutes,

today.

Ms. JACKSON-LEE of Texas, for 5 min-
utes, today.

Mr. LAMPSON, for 5 minutes, today.
(The following Members (at the re-

quest of Mr. COLLINS) to revise and ex-
tend their remarks and include extra-
neous material:)

Mr. GUTKNECHT, for 5 minutes, today.
Mr. BEREUTER, for 5 minutes, today.
Mr. COLLINS, for 5 minutes, today.

f

EXTENSION OF REMARKS

By unanimous consent, permission to
revise and extend remarks was granted
to:

Mr. OBERSTAR, and to include extra-
neous material, notwithstanding the
fact it exceeds two pages and is esti-
mated by the Public Printer to cost
$1,508.

(The following Members (at the re-
quest of Mr. FILNER) and to include ex-
traneous material:)

Mr. KIND.
Mr. BARRETT of Wisconsin.
Mr. MARKEY.
Mr. HALL of Ohio.
Mr. POSHARD.
Mr. COSTELLO.
Mr. HAMILTON.
Mr. ROEMER.
Ms. NORTON.
Mrs. MEEK of Florida.
Mr. LIPINSKI.
Mr. CONYERS.
Mr. FORD.
Mr. SANDERS.
Ms. ESHOO.
(The following Members (at the re-

quest of Mr. COLLINS) and to include
extraneous material:)

Mr. SMITH of Michigan.
Mr. SHAW.
Mr. GILMAN.
Mr. RADANOVICH.

f

ADJOURNMENT

Mr. SERRANO. Mr. Speaker, I move
that the House do now adjourn.

The motion was agreed to; accord-
ingly (at 4 o’clock and 38 minutes
p.m.), under its previous order, the
House adjourned until Monday, July 27,
1998, at 10:30 a.m., for morning hour de-
bates.

f

EXECUTIVE COMMUNICATIONS,
ETC.

Under clause 2 of rule XXIV, execu-
tive communications were taken from
the Speaker’s table and referred as fol-
lows:

10269. A letter from the Director, Office of
Regulatory Management and Information,
Environmental Protection Agency, transmit-
ting the Agency’s final rule—Pyripoxyfen (2-
[1-methyl-2- (4-phenoxyp enoxy)ethoxy
]pyridine; Pesticide Tolerance [OPP–300666;
FRL–5794–6] (RIN: 2070–AB78) received June
29, 1998, pursuant to 5 U.S.C. 801(a)(1)(A); to
the Committee on Agriculture.

10270. A communication from the President
of the United States, transmitting his re-
quest to make available appropriations of
$100,000,000 in budget authority for the De-
partment of Health and Human Services’

Low Income Home Energy Assistance Pro-
gram, pursuant to Public Law 105—78; (H.
Doc. No. 105—289); to the Committee on Ap-
propriations and ordered to be printed.

10271. A letter from the Assistant Sec-
retary of the Army (Research, Development
and Acquisition), Department of Army,
transmitting notification of munitions dis-
posal, pursuant to 50 U.S.C. 1512(4); to the
Committee on National Security.

10272. A letter from the Assistant Sec-
retary, Health Affairs, Department of De-
fense, transmitting a report on the Sharing
Agreement Authorized Under Section 743 of
the FY98 Defense Authorization Act Between
The Secretary of the Air Force and Gerald
Champion Memorial Hospital, pursuant to
Public Law 105—85; to the Committee on Na-
tional Security.

10273. A letter from the Director, Office of
Rulemaking Coordination, Department of
Energy, transmitting the Department’s final
rule—Security And Control Of Nuclear Ex-
plosives And Nuclear Weapons—received
July 7, 1998, pursuant to 5 U.S.C. 801(a)(1)(A);
to the Committee on National Security.

10274. A letter from the Acting Director,
Office of Management and Budget, transmit-
ting an account for contributions to defray
costs of U.S.operations in Southwest Asia; to
the Committee on National Security.

10275. A letter from the Secretary of De-
fense, transmitting a report to Congress en-
titled ‘‘Medical Tracking System for Mem-
bers Deployed Overseas,’’ pursuant to Pun.
L. 105—85; to the Committee on National Se-
curity.

10276. A letter from the Acting Director of
Communications and Legislative Affairs,
Equal Employment Opportunity Commis-
sion, transmitting the Department’s final
rule—Waiver of Rights and Claims Under the
Age Discrimination Act (ADEA) [29 CFR
Part 1625] received July 23, 1998, pursuant to
5 U.S.C. 801(a)(1)(A); to the Committee on
Education and the Workforce.

10277. A letter from the Secretary of Labor,
transmitting a report entitled ‘‘Minimum
Wage and Overtime Hours Report’’; to the
Committee on Education and the Workforce.

10278. A letter from the Secretary of En-
ergy, transmitting the Department’s report
entitled, ‘‘Summary of Expenditures of Re-
bates from the Low-Level Radioactive Waste
Surcharge Escrow Account for Calendar Year
1997,’’ pursuant to 42 U.S.C.
2120e(d)(2)(E)(ii)(II); to the Committee on
Commerce.

10279. A letter from the Director, Office of
Rulemaking Coordination, Department of
Energy, transmitting the Department’s final
rule—Worker Protection Management For
DOE Federal And Contractor Employees—re-
ceived July 7, 1998, pursuant to 5 U.S.C.
801(a)(1)(A); to the Committee on Commerce.

10280. A letter from the Director, Office of
Regulatory Management and Information,
Environmental Protection Agency, transmit-
ting the Agency’s final rule—National Prior-
ities List for Uncontrolled Hazardous Waste
Sites [FRL–6130–9] received July 23, 1998, pur-
suant to 5 U.S.C. 801(a)(1)(A); to the Commit-
tee on Commerce.

10281. A letter from the AMD—Perform-
ance Evaluation and Records Management,
Federal Communications Commission, trans-
mitting the Commission’s final rule—
Amendment of Section 73.202(b), Table of Al-
lotments, FM Broadcast Stations (Walla
Walla and Pullman, Washington, and
Hermiston, Oregon) [MM Docket No. 97–246;
RM–9205; RM–9250] received July 23, 1998, pur-
suant to 5 U.S.C. 801(a)(1)(A); to the Commit-
tee on Commerce.

10282. A letter from the AMD—Perform-
ance Evaluation and Records Management,
Federal Communications Commission, trans-
mitting the Commission’s final rule—
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Amendment of Section 73.202(b), Table of Al-
lotments, FM Broadcast Stations (Shen-
andoah, Virginia) [MM Docket No. 98–30;
RM–9228] received July 23, 1998, pursuant to 5
U.S.C. 801(a)(1)(A); to the Committee on
Commerce.

10283. A letter from the AMD—Perform-
ance Evaluation and Records Management,
Federal Communications Commission, trans-
mitting the Commission’s final rule—
Amendment of Section 73.202(b), Table of Al-
lotments, FM Broadcast Stations (Canton,
Normal and Heyworth, Illinois) [MM Docket
No. 96–225; RM–8894; RM–9004] received July
23, 1998, pursuant to 5 U.S.C. 801(a)(1)(A); to
the Committee on Commerce.

10284. A letter from the AMD—Perform-
ance Evaluation and Records Management,
Federal Communications Commission, trans-
mitting the Commission’s final rule—Fed-
eral-State Joint Board on Universal Service
[CC Docket No. 96–45] received July 23, 1998,
pursuant to 5 U.S.C. 801(a)(1)(A); to the Com-
mittee on Commerce.

10285. A letter from the AMD—Perform-
ance Evaluation and Records Management,
Federal Communications Commission, trans-
mitting the Commission’s final rule—
Amendment of the Commission’s Rules Con-
cerning Maritime Communications [PR
Docket No. 92–257; RM–7956; RM–8031; RM–
8352] received July 23, 1998, pursuant to 5
U.S.C. 801(a)(1)(A); to the Committee on
Commerce.

10286. A letter from the AMD—Perform-
ance Evaluation and Records Management,
Federal Communications Commission, trans-
mitting the Commission’s final rule—
Amendment of Section 73.202(b), Table of Al-
lotments, FM Broadcast Stations (Point
Arena, California) [MM Docket No. 97–236;
RM–9186] received July 23, 1998, pursuant to 5
U.S.C. 801(a)(1)(A); to the Committee on
Commerce.

10287. A letter from the AMD—Perform-
ance Evaluation and Records Management,
Federal Communications Commission, trans-
mitting the Commission’s final rule—
Amendment of Section 73.202(b), Table of Al-
lotments, FM Broadcast Stations (Horseshoe
Beach and Otter Creek, Florida) [MM Docket
No. 97–239; RM–9195; RM–9237] received July
23, 1998, pursuant to 5 U.S.C. 801(a)(1)(A); to
the Committee on Commerce.

10288. A letter from the AMD—Perform-
ance Evaluation and Records Management,
Federal Communications Commission, trans-
mitting the Commission’s final rule—
Amendment of Section 73.202(b), Table of Al-
lotments, FM Broadcast Stations, (Salmon,
Idaho) [MM Docket No. 98–51; RM–9241] re-
ceived July 23, 1998, pursuant to 5 U.S.C.
801(a)(1)(A); to the Committee on Commerce.

10289. A letter from the AMD—Perform-
ance Evaluation and Records Management,
Federal Communications Commission, trans-
mitting the Commission’s final rule—
Amendment of Section 73.202(b), Table of Al-
lotments, FM Broadcast Stations (Gurdon,
Arkansas) [MM Docket No. 98–40] received
July 23, 1998, pursuant to 5 U.S.C.
801(a)(1)(A); to the Committee on Commerce.

10290. A letter from the Acting Secretary,
Federal Trade Commission, transmitting the
Commission’s final rule—Amended Enforce-
ment Policy Concerning Clear and Conspicu-
ous Disclosure in Foreign Language Adver-
tising and Sales Materials—received June 29,
1998, pursuant to 5 U.S.C. 801(a)(1)(A); to the
Committee on Commerce.

10291. A letter from the Secretary of
Health and Human Services, transmitting
the fifteenth annual report to Congress of
the Orphan Products Board (OPB), pursuant
to 42 U.S.C. 236(e); to the Committee on Com-
merce.

10292. A letter from the Secretary, Securi-
ties and Exchange Commission, transmitting

the Commission’s final rule—Exemption for
Investment Advisers Operating in Multiple
States; Revisions to Rules Implementing
Amendment s to the Investment Advisers
Act of 1940; Investment Advisers with Prin-
cipal Offices and Places of Business in Colo-
rado or Iowa [Release No. IA–1733, File No.
S7–28–97] (RIN: 3235–AH22) received July 20,
1998, pursuant to 5 U.S.C. 801(a)(1)(A); to the
Committee on Commerce.

10293. A letter from the Secretary of De-
fense, transmitting second half FY 1997 semi-
annual report on Program Activities to Fa-
cilitate Weapons Destruction and Non-
proliferation in the Former Soviet Union,
pursuant to 22 U.S.C. 5956; to the Committee
on International Relations.

10294. A letter from the Chairman, Council
of the District of Columbia, transmitting a
copy of D.C. Act 12–386, ‘‘Sex Offender Reg-
istration Temporary Amendment Act of
1998’’ received July 21, 1998, pursuant to D.C.
Code section 1—233(c)(1); to the Committee
on Government Reform and Oversight.

10295. A letter from the Chairman, Council
of the District of Columbia, transmitting a
copy of D.C. Act 12–383, ‘‘School Transit Sub-
sidy Act of 1978 Amendment Act of 1998’’ re-
ceived July 21, 1998, pursuant to D.C. Code
section 1—233(c)(1); to the Committee on
Government Reform and Oversight.

10296. A letter from the Chairman, Council
of the District of Columbia, transmitting a
copy of D.C. Act 12–385, ‘‘Abatement of Con-
trolled Dangerous Substance Nuisances Tem-
porary Amendment Act of 1998’’ received
July 21, 1998, pursuant to D.C. Code section
1—233(c)(1); to the Committee on Govern-
ment Reform and Oversight.

10297. A letter from the Chairman, Council
of the District of Columbia, transmitting a
copy of D.C. ACT 12–393, ‘‘Quick Payment
Temporary Amendment Act of 1998’’ received
July 21, 1998, pursuant to D.C. Code section
1—233(c)(1); to the Committee on Govern-
ment Reform and Oversight.

10298. A letter from the Chairman, Council
of the District of Columbia, transmitting a
copy of D.C. Act 12–405 ‘‘Windshield Wipers
and Headlamp Regulation Amendment Act of
1998’’ received July 21, 1998, pursuant to D.C.
Code section 1—233(c)(1); to the Committee
on Government Reform and Oversight.

10299. A letter from the Chairman, Council
of the District of Columbia, transmitting a
copy of D.C. Act 12–404 ‘‘Closing of a Public
Alley in Square 185, S.O. 97–106, Act of 1998’’
received July 21, 1998, pursuant to D.C. Code
section 1—233(c)(1); to the Committee on
Government Reform and Oversight.

10300. A letter from the Chairman, Council
of the District of Columbia, transmitting a
copy of D.C. Act 12–384, ‘‘Bishop Aimilianos
Laloussis Park Designation Act of 1998’’ re-
ceived July 21, 1998, pursuant to D.C. Code
section 1—233(c)(1); to the Committee on
Government Reform and Oversight.

10301. A letter from the Chairman, Council
of the District of Columbia, transmitting a
copy of D.C. Act 12–407, ‘‘Closing of 8th, L,
and M Streets, N.W., and the Closing of Pub-
lic Alleys in Squares 400, 401, 402, 426, 425, and
424, S.O. 96–90, Act of 1998’’ received July 21,
1998, pursuant to D.C. Code section 1—
233(c)(1); to the Committee on Government
Reform and Oversight.

10302. A letter from the Chairman, Council
of the District of Columbia, transmitting a
copy of D.C. Act 12–402 ‘‘Washington Conven-
tion Center Authority Financing Amend-
ment Act of 1998’’ received July 21, 1998, pur-
suant to D.C. Code section 1—233(c)(1); to the
Committee on Government Reform and
Oversight.

10303. A letter from the Director, Personnel
and Family Readiness Division, Department
of the Navy, transmitting the annual report
of the Retirement Plan for Civilian Employ-

ees of the United States Marine Corps Mo-
rale, Welfare and Recreation Support Activ-
ity, and Miscellaneous Nonappropriated
Fund Instrumentalities, pursuant to 31
U.S.C. 9503(a)(1)(B); to the Committee on
Government Reform and Oversight.

10304. A letter from the Acting Assistant
General Counsel for Regulations, Depart-
ment of Education, transmitting the Depart-
ment’s final rule—Administration of grants
and agreements with institutions of higher
education, hospitals, and other non-profit or-
ganizations; and Uniform administrative re-
quirements for grants and cooperative agree-
ments to State and local governments [34
CFR Parts 74 and 80] received July 2, 1998,
pursuant to 5 U.S.C. 801(a)(1)(A); to the Com-
mittee on Government Reform and Over-
sight.

10305. A letter from the Acting Director,
Office of Management and Budget, transmit-
ting a copy of the report, ‘‘Agency Compli-
ance with Title II of the Unfunded Mandates
Reform Act of 1995,’’ pursuant to 2 U.S.C.
1538; to the Committee on Government Re-
form and Oversight.

10306. A letter from the Chairman, U.S.
Merit Systems Protection Board, transmit-
ting a report entitled ‘‘Federal Supervisors
and Strategic Human Resources Manage-
ment’’; to the Committee on Government
Reform and Oversight.

10307. A letter from the Secretary of
Health and Human Services, transmitting a
report on the Indian Lands Open Dump
Cleanup Act of 1997; to the Committee on Re-
sources.

10308. A letter from the Acting Secretary,
Federal Trade Commission, transmitting the
Commission’s final rule—Organization, Gen-
eral Procedures, Rules of Practice for Adju-
dicative Proceedings [16 CFR Parts 0, 1, and
3] received July 2, 1998, pursuant to 5 U.S.C.
801(a)(1)(A); to the Committee on the Judici-
ary.

10309. A letter from the Attorney, National
Council on Radiation Protection and Meas-
urements, transmitting the 1997 annual re-
port of independent auditors who have au-
dited the records of the National Council on
Radiation Protection and Measurements,
pursuant to Public Law 88—376, section 14(b)
(78 Stat. 323); to the Committee on the Judi-
ciary.

10310. A letter from the Executive Director,
National Mining Hall of Fame and Museum,
transmitting the Museum’s 1997 audited fi-
nancial statement and a copy of Form 990
which was filed with the Internal Revenue
Service, pursuant to 36 U.S.C. 4111; to the
Committee on the Judiciary.

10311. A letter from the Chief Counsel, Bu-
reau of the Public Debt, transmitting the
Department’s final rule—Regulations Gov-
erning Book-Entry Treasury BONDs, Notes,
and Bills; Determination Regarding State
Statutes; Georgia, Florida and Connecticut
[Department of the Treasury Circular, Pub-
lic Debt Series, No. 2–86] received July 2,
1998, pursuant to 5 U.S.C. 801(a)(1)(A); to the
Committee on Ways and Means.

10312. A letter from the Secretary of
Health and Human Services, transmitting
the Department’s final rule—Child Support
Enforcement Program Quarterly Wage and
Unemployment Compensations Claims Re-
porting to the National Directory of New
Hires (RIN: 0970–AB67) received June 31, 1998,
pursuant to 5 U.S.C. 801(a)(1)(A); to the Com-
mittee on Ways and Means.

10313. A letter from the Secretary of En-
ergy, transmitting a draft of proposed legis-
lation to provide for a more competitive
electric power industry, and for other pur-
poses; jointly to the Committees on Com-
merce and the Judiciary.

10314. A letter from the Secretary of
Health and Human Services, transmitting
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the Department’s ‘‘Major’’ final rule—Medi-
care Program; Medicare Coverage of and
Payment for Bone Mass Measurements
[HCFA–3004–IFC] (RIN: 0938–AI89) received
June 23, 1998, pursuant to 5 U.S.C.
801(a)(1)(A); jointly to the Committees on
Commerce and Ways and Means.

10315. A letter from the Administrator,
Agency for International Development,
transmitting a quarterly update report on
development assistance program allocations
updated as of March 31, 1998, pursuant to 22
U.S.C. 2413(a); jointly to the Committees on
International Relations and Appropriations.

f

REPORTS OF COMMITTEES ON
PUBLIC BILLS AND RESOLUTIONS

Under clause 2 of rule XIII, reports of
committees were delivered to the Clerk
of printing and reference to the proper
calendar, as follows:

Mr. SMITH of Texas: Committee on the Ju-
diciary. S. 1304. An act for the relief of Belin-
da McGregor (Rept. 105–646).

Mr. PACKARD: Committee of Conference.
Conference report on H.R. 4059. A bill mak-
ing appropriations for military construction,
family housing, and base realignment and
closure for the Department of Defense for
the fiscal year ending September 30, 1999, and
for other purposes (Rept. 105–647). Ordered to
be printed.

Mr. WOLF: Committee on Appropriations.
H.R. 4328. A bill making appropriations for
the Department of Transportation and relat-
ed agencies for the fiscal year ending Sep-
tember 30, 1999, and for other purposes (Rept.
105–648). Referred to the Committee of the
Whole House on the State of the Union.

Mr. GOODLING: Committee on Education
and the Workforce. H.R. 3254. A bill to amend
the Individuals with Disabilities Education
Act to clarify the requirements relating to
reducing or withholding payments to States
under that Act; with an amendment (Rept.
105–649). Referred to the Committee of the
Whole House on the State of the Union.

f

REPORTS OF COMMITTEES ON PRI-
VATE BILLS AND RESOLUTIONS

Under Clause 2 of rule XIII reports of
committees were delivered to the Clerk
of printing and reference to the proper
calendar, as follows:

Mr. SMITH of Texas: Committee on the Ju-
diciary. H.R. 379. A bill for the relief of Larry
Errol Pieterse (Rept. 105–644. Referred to the
Committee of the Whole House.

Mr. SMITH of Texas: Committee on the Ju-
diciary. H.R. 2744. A bill for the relief of
Chong Ho Kwak, (Rept. 105–645). Referred to
the Committee of the Whole House.

f

PUBLIC BILLS AND RESOLUTIONS

Under clause 5 of rule X and clause 4
of rule XXII, public bills and resolu-
tions were introduced and severally re-
ferred, as follows:

By Mr. SMITH of Oregon:
H.R. 4326. A bill to transfer administrative

jurisdiction over certain Federal lands lo-
cated within or adjacent to the Rogue River
National Forest and to clarify the authority
of the Bureau of Land Management to sell
and exchange other Federal lands in Oregon;
to the Committee on Resources.

By Mr. SAXTON (for himself, Mr.
HUNTER, Mr. GINGRICH, Mr. ARMEY,
Mr. SPENCE, Mr. LIVINGSTON, Mr.
WELDON of Pennsylvania, and Mrs.
BONO):

H.R. 4327. A bill to direct the President to
commence an emergency program to build
and field as quickly as possible a theater
missile defense system capable of defending
against the type of ballistic missile that was
flight tested by Iran on July 21, 1998; to the
Committee on National Security.

By Mr. WOLF:
H.R. 4328. A bill making appropriations for

the Department of Transportation and relat-
ed agencies for the fiscal year ending Sep-
tember 30, 1999, and for other purposes.

By Mr. CASTLE:
H.R. 4329. A bill to require the design of the

obverse side of the $1 coin to depict the Stat-
ue of Liberty; to the Committee on Banking
and Financial Services.

By Mr. COLLINS (for himself and Mr.
TANNER):

H.R. 4330. A bill to amend the Internal Rev-
enue Code of 1986 to allow capital gains
treatment and an exception from the uni-
form capitalization rules for timber which is
more than 4 years old when harvested; to the
Committee on Ways and Means.

By Mr. HILL:
H.R. 4331. A bill to provide for the estab-

lishment of an interpretive center and mu-
seum at Fort Peck Dam, Montana, and to
provide further protection for significant
fossil remains in the vicinity of Fort Peck
Dam; to the Committee on Transportation
and Infrastructure.

By Mr. HULSHOF (for himself, Mr.
MCCRERY, Mr. JEFFERSON, Mr. COL-
LINS, Mr. WELLER, Mr. CRANE, Mr.
KLECZKA, Mr. BUNNING of Kentucky,
Mr. SAM JOHNSON, Ms. DUNN of Wash-
ington, Mr. NUSSLE, Mr.
CHRISTENSEN, Mr. WATKINS, Mr.
BAKER, Mr. BACHUS, Mr. SESSIONS,
Mrs. NORTHUP, and Ms. GRANGER):

H.R. 4332. A bill to amend the Internal Rev-
enue Code of 1986 to repeal the 4.3-cent motor
fuel excise taxes on railroads and inland wa-
terway transportation which remain in the
general fund of the Treasury; to the Commit-
tee on Ways and Means.

By Mrs. MALONEY of New York:
H.R. 4333. A bill to amend the Public

Health Service Act, the Employee Retire-
ment Income Security Act of 1974, and the
Internal Revenue Code of 1986 to require that
group and individual health insurance cov-
erage and group health plans provide cov-
erage of annual mammograms and annual
prostate cancer screening tests following the
model established under the Medicare Pro-
gram; to the Committee on Commerce, and
in addition to the Committees on Education
and the Workforce, and Ways and Means, for
a period to be subsequently determined by
the Speaker, in each case for consideration
of such provisions as fall within the jurisdic-
tion of the committee concerned.

By Mr. YOUNG of Alaska:
H.R. 4334. A bill to prohibit the construc-

tion of new facilities and structures within
the boundaries of the George Washington
Memorial Parkway along the Potomac River
in Virginia between the Francis Scott Key
Bridge and the Theodore Roosevelt Memorial
Bridge; to the Committee on Resources.

By Mr. YOUNG of Alaska (for himself,
Mr. HERGER, Mr. POMBO, Mr.
NETHERCUTT, Mrs. CHENOWETH, Mr.
SMITH of Oregon, and Mr. CRAPO):

H.R. 4335. A bill to transfer to the Sec-
retary of the Interior the functions of the
Secretary of Commerce and the National
Marine Fisheries Service under the Endan-
gered Species Act of 1973; to the Committee
on Resources.

By Mr. BARR of Georgia:
H. Con. Res. 308. Concurrent resolution ex-

pressing the sense of the Congress with re-
spect to the failure of Attorney General
Janet Reno to seek application for an inde-

pendent counsel to investigate a number of
matters relating to the financing of cam-
paigns in the 1996 Federal election, including
the conduct of President Clinton and Vice
President Gore; to the Committee on the Ju-
diciary.

By Mr. PAYNE (for himself, Mr. BER-
MAN, Mr. GILMAN, Mr. SMITH of New
Jersey, Mr. MENENDEZ, Mr. LANTOS,
and Mr. HASTINGS of Florida):

H. Con. Res. 309. Concurrent resolution
condemning the forced abduction of Ugandan
children and their use as soldiers; to the
Committee on International Relations.

f

ADDITIONAL SPONSORS

Under clause 4 of rule XXII, sponsors
were added to public bills and resolu-
tions as follows:

H.R. 59: Mr. WHITFIELD.
H.R. 303: Ms. DELAURO.
H.R. 997: Mr. KOLBE.
H.R. 1126: Mr. SANDLIN, Mr. CRANE, and Ms.

DUNN of Washington.
H.R. 1283: Ms. VELAZQUEZ.
H.R. 1289: Ms. KAPTUR.
H.R. 1382: Ms. KAPTUR and Mr. KING of New

York.
H.R. 1401: Mr. SANDERS.
H.R. 1450: Mr. STOKES.
H.R. 1773: Mr. WAMP.
H.R. 1995: Mr. FRANKS of New Jersey.
H.R. 2023: Mr. ROTHMAN.
H.R. 2409: Mr. KAPTUR and Mr. SOUDER.
H.R. 2456: Mrs. WILSON.
H.R. 2602: Mr. LANTOS.
H.R. 2635: Ms. VELAZQUEZ and Mr. UPTON.
H.R. 2754: Mr. SHERMAN and Ms. CHRISTIAN-

GREEN.
H.R. 2951: Mr. HAYWORTH.
H.R. 3068: Ms. LEE.
H.R. 3081: Mrs. CLAYTON and Mr. MALONEY

of Connecticut.
H.R. 3215: Mrs. THURMAN.
H.R. 3248: Mr. ENSIGN and Mr. COLLINS.
H.R. 3254: Mr. CAMPBELL, Mrs. BONO, Mr.

ROYCE, and Mr. THOMAS.
H.R. 3290: Mrs. BONO.
H.R. 3320: Mr. FORBES, Mr. BISHOP, Ms.

MCKINNEY, and Mr. ADAM SMITH of Washing-
ton.

H.R. 3400: Mr. SHERMAN and Ms. CHRISTIAN-
GREEN.

H.R. 3445: Mr. FALEOMAVAEGA.
H.R. 3567: Mr. METCALF.
H.R. 3572: Mr. LAMPSON.
H.R. 3610: Mr. GORDON and Mr. DEAL of

Georgia.
H.R. 3629: Mr. SOUDER.
H.R. 3681: Mr. BACHUS.
H.R. 3734: Mr. PICKERING.
H.R. 3780: Mr. LEWIS of Georgia, Mr. EN-

SIGN, Mr. CALVERT, and Mr. CRANE.
H.R. 3783: Mr. BUYER, Ms. FURSE, Mr.

FOLEY, and Mr. CHRISTENSEN.
H.R. 3876: Mr. THOMPSON, Mr. GORDON, Mr.

CARDIN, Mr. EVANS, Ms. MCKINNEY, Mr.
LAMPSON, Mr. NADLER, and Mr. SHERMAN.

H.R. 3918: Mr. SERRANO, Mr. SCHUMER, and
Mr. NADLER.

H.R. 3992: Mr. WELLER, Mr. BUNNING of
Kentucky, Mr. GOODE, Mr. SESSIONS, Mr.
TALENT, and Mr. BONILLA.

H.R. 3995: Mr. FRANK of Massachusetts, Mr.
VENTO, and Ms. ROYBAL-ALLARD.

H.R. 4009: Mr. BOSWELL, Mr. CRAMER, Mr.
BONIOR, Ms. FURSE, Mrs. CAPPS, and Ms.
MCCARTHY of Missouri.

H.R. 4025: Mrs. THURMAN.
H.R. 4028: Mr. TAYLOR of Mississippi, Mr.

FILNER, and Ms. KAPTUR.
H.R. 4031: Mr. RUSH, Mr. WAXMAN, and Ms.

FURSE.
H.R. 4071: Mr. OBERSTAR, Mr. STRICKLAND,

and Mr. ADERHOLT.
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H.R. 4078: Mr. MCGOVERN, Mr. ABER-

CROMBIE, and Mr. FORD.
H.R. 4095: Mr. BONIOR, Mr. FALEOMAVAEGA,

Mr. MENENDEZ, and Mr. BEREUTER.
H.R. 4121: Ms. LOFGREN, Mr. ENGLISH of

Pennsylvania, Mrs. THURMAN, Mr. GREEN-
WOOD, and Ms. SANCHEZ.

H.R. 4134: Mr. BALDACCI.
H.R. 4167: Mr. CHRISTENSEN.
H.R. 4188: Mr. BILIRAKIS.
H.R. 4204: Mr. MCCOLLUM, Mr. NUSSLE, and

Mr. BLUNT.
H.R. 4206: Mr. DINGELL, Ms. ROYBAL-AL-

LARD, Mr. TOWNS, Mr. SCHUMER, Mr. MARKEY,
Ms. MCKINNEY, Mrs. MORELLA, Mr. PALLONE,
Mr. PAYNE, and Mr. MATSUI.

H.R. 4209: Mr. ENGEL.
H.R. 4211: Mr. EHLERS, Mr. HASTINGS of

Florida, and Mr. ENGLISH of Pennsylvania.
H.R. 4213: Mr. FOLEY and Mr. RILEY.
H.R. 4224: Mr. LEWIS of Georgia, Mr. BAES-

LER, and Mr. BONIOR.
H.R. 4233: Mr. SABO, Mr. STARK, Mrs. CLAY-

TON, Ms. FURSE, Mrs. TAUSCHER, and Mr. FIL-
NER.

H.R. 4250: Mr. BLUNT, Mr. KNOLLENBERG,
and Mr. HILL.

H.R. 4258: Mr. CANNON and Mr. BURR of
North Carolina.

H.R. 4265: Mr. NORWOOD, Mr. EDWARDS, Mr.
HILL, Ms. GRANGER, and Mr. INGLIS of South
Carolina.

H.R. 4275: Mr. ROGERS, Mr. HOUGHTON, Mrs.
EMERSON, Mr. HINCHEY, Mr. WATTS of Okla-
homa, Mr. NEY, Mr. CLYBURN, Mr. RAHALL,
Mr. PETERSON of Minnesota, Mr. BALDACCI,
Ms. DELAURO, Mr. WISE, Mr. MCGOVERN, Mr.
SANDLIN, Mr. LAMPSON, Mr. BOSWELL, Mr. LI-
PINSKI, Mr. BORSKI, Mr. HOLDEN, Ms. NORTON,
Mr. WALSH, Mr. BOUCHER, Mr. BUNNING of
Kentucky, Mr. ADERHOLT, Mr. BOEHLERT, and
Mr. WICKER.

H.R. 4281: Mr. GOODE.
H. Con. Res. 122: Mr. ABERCROMBIE, Mr.

ENGEL, Mr. FORBES, Mr. HINCHEY, Ms. ROS-
LEHTINEN, Mr. SPRATT, Mr. WAXMAN, and Mr.
YATES.

H. Con. Res. 148: Mr. FRANKS of New Jer-
sey.

H. Con. Res. 184: Mr. MCGOVERN.
H. Con. Res. 185: Mr. UNDERWOOD, Mr. MAR-

KEY, Mr. HOYER, Mr. OLVER, Mrs. MALONEY of
New York, Mr. SABO, Mr. PITTS, and Mr.
LAMPSON.

H. Con. Res. 203: Mr. PETRI.
H. Con. Res. 239: Ms. KILPATRICK.
H. Con. Res. 299: Mr. STUMP, Mr. CAMPBELL,

and Mr. HASTINGS of Washington.
H. Con. Res. 303: Mr. HINCHEY.
H. Con. Res. 304: Mr. CARDIN, Mrs. KELLY,

Mr. MILLER of California, and Mr. BONIOR.

f

PETITIONS, ETC.

Under clause 1 of rule XXII, petitions
and papers were laid on the clerk’s
desk and referred as follows:

69. The SPEAKER presented a petition of
Peter Strzelczyk, M.D., citizen of Katowise,
Poland, relative to a demand for damages for
the estate of his wife, Ewa Strzelczyk, re-
sulting from the Cavalese, Italy tragedy; to
the Committee on the Judiciary.

70. Also, a petition of Peter Strzelczyk,
M.D., citizen of Katowise, Poland, relative to
a demand for damages for the estate of his
son, Filip Strzelczyk, resulting from the
Cavalese, Italy tragedy; to the Committee on
the Judiciary.

f

DISCHARGE PETITIONS

Under clause 3 of rule XXVII, the fol-
lowing discharge petition was filed:

Petition 7. July 20, 1998, by Mr. GANSKE
on House Resolution 486, was signed by the

following Members: Greg Ganske, John D.
Dingell, Michael R. McNulty, John W. Olver,
Sherrod Brown, Bob Filner, Alcee L.
Hastings, Eddie Bernice Johnson, Lois
Capps, Elijah E. Cummings, Jesse L. Jack-
son, Jr., Gregory W. Meeks, Barney Frank,
Karen McCarthy, Lynn C. Woolsey, Anna G.
Eshoo, Frank Mascara, David E. Skaggs, Ron
Kind, Maurice D. Hinchey, Barbara Lee, Eliz-
abeth Furse, Eva M. Clayton, Carrie P.
Meek, Bill Pascrell, Jr., Max Sandlin, Chet
Edwards, Nydia M. Velazquez, Robert E.
Wise, Jr., Barbara B. Kennelly, Nick
Lampson, Lloyd Doggett, Ruben Hinojosa,
Steve R. Rothman, Dale E. Kildee, Jane Har-
man, Earl Blumenauer, Robert A. Borski,
Thomas C. Sawyer, John F. Tierney, James
P. McGovern, Robert A. Weygand, Bart Stu-
pak, Lynn N. Rivers, Patsy T. Mink, Scotty
Baesler, Albertr Russell Wynn, Thomas J.
Manton, Sidney R. Yates, Zoe Lofgren, Rosa
L. DeLauro, Jim Turner, Ellen O. Tauscher,
Loretta Sanchez, Vic Snyder, Marion Berry,
Sanford D. Bishop, Jr., Karen L. Thurman,
Debbie Stabenow, Jay W. Johnson, Howard
L. Berman, Cynthia A. McKinney, Gene
Green, Ken Bentsen, Darlene Hooley, Sheila
Jackson-Lee, Steny H. Hoyer, Bart Gordon,
John J. LaFalce, David E. Price, Jim Davis,
Danny K. Davis, Robert E. Andrews, Jose E.
Serrano, Brad Sherman, Melvin L. Watt,
Julia Carson, Martin Olav Sabo, David E.
Bonior, Ciro D. Rodriguez, Esteban Edward
Torres, Vic Fazio, Bruce F. Vento, John M.
Spratt, Jr., Diana DeGette, Charles E. Schu-
mer, Calvin M. Dooley, Carolyn McCarthy,
James E. Clyburn, Robert Menendez, Edward
J. Markey, Thomas H. Allen, Nita M. Lowey,
James P. Moran, Ron Klink, Jim
McDermott, Jerrold Nadler, Bob Clement,
Paul McHale, Robert E. (Bud) Cramer, Jr.,
Corrine Brown, George Miller, Sam Farr, Mi-
chael F. Doyle, Robert A. Brady, Xavier
Becerra, Nick J. Rahall II, Norman D. Dicks,
Frank Pallone, Jr., Gerald D. Kleczka, Sand-
er M. Levin, Neil Abercrombie, Dennis J.
Kucinich, George E. Brown, Jr., Leonard L.
Boswell, Tom Lantos, Peter Deutsch, Jerry
F. Costello, Maxine Waters, Nancy Pelosi,
Chaka Fattah, Louise McIntosh Slaughter,
John Elias Baldacci, Thomas M. Barrett,
Carolyn C. Kilpatrick, Henry A. Waxman,
William D. Delahunt, Patrick J. Kennedy,
Robert Wexler, Paul E. Kanjorski, Tony P.
Hall, Marcy Kaptur, John Conyers, Jr., Jo-
seph P. Kennedy II, Eliot L. Engel, Sam
Gejdenson, David R. Obey, Fortney Pete
Stark, Lane Evans, Earl Pomeroy, Tim
Holden, Ralph M. Hall, James H. Maloney,
Bobby L. Rush, James A. Barcia, Ike Skel-
ton, Peter A. DeFazio, Bernard Sanders, Luis
V. Gutierrez, Robert T. Matsui, Donald M.
Payne, Benjamin L. Cardin, Major R. Owens,
Bill Luther, William J. Coyne, Silvestre
Reyes, Carolyn B. Maloney, Ted Strickland,
Charles W. Stenholm, Martin T. Meehan, W.
G. (Bill) Hefner, William O. Lipinski, Rich-
ard A. Gephardt, Lucille Roybal-Allard,
Glenn Poshard, John Lewis, Earl F. Hilliard,
Martin Frost, Gary L. Ackerman, Edolphus
Towns, Bennie G. Thompson, Juanita
Millender-McDonald, Adam Smith, Rod R.
Blagojevich, Charles B. Rangel, Solomon
Ortiz, Lee H. Hamilton, Robert C. Scott,
Louis Stokes, Christopher John, William J.
Jefferson, John S. Tanner, Ed Pastor, Mike
McIntyre, William (Bill) Clay, Rick Boucher,
Julian C. Dixon, David Minge, Allen Boyd,
and Collin C. Peterson.

f

DISCHARGE PETITIONS—
ADDITIONS OR DELETIONS

The following Members added their
names to the following discharge peti-
tions:

Petition 1 by Mr. YATES on House Resolu-
tion 141: Earl Pomeroy and Frank Mascara.

Petition 6 by Mr. OBEY on House Resolu-
tion 473: Lee H. Hamilton, Ike Skelton, Neil
Abercrombie and Darlene Hooley.

f

AMENDMENTS

Under clause 6 of rule XXIII, pro-
posed amendments were submitted as
follows:

H.R. 2183

OFFERED BY: MR. SALMON

(To the Amendments Offered By: Mr.
Hutchinson)

AMENDMENT NO. 173: Add at the end the fol-
lowing new title:

TITLE ll—POSTING NAMES OF CERTAIN
AIR FORCE ONE PASSENGERS ON
INTERNET

SEC. ll01. REQUIREMENT THAT NAMES OF PAS-
SENGERS ON AIR FORCE ONE AND
AIR FORCE TWO BE MADE AVAIL-
ABLE THROUGH THE INTERNET.

(a) IN GENERAL.—The President shall make
available through the Internet the name of
any non-Government person who is a pas-
senger on an aircraft designated as Air Force
One or Air Force Two not later than 30 days
after the date that the person is a passenger
on such aircraft.

(b) EXCEPTION.—Subsection (a) shall not
apply in a case in which the President deter-
mines that compliance with such subsection
would be contrary to the national security
interests of the United States. In any such
case, not later than 30 days after the date
that the person whose name will not be made
available through the Internet was a pas-
senger on the aircraft, the President shall
submit to the chairman and ranking member
of the Permanent Select Committee on In-
telligence of the House of Representatives
and of the Select Committee on Intelligence
of the Senate—

(1) the name of the person; and
(2) the justification for not making such

name available through the Internet.
(c) DEFINITION OF PERSON.—As used in this

Act, the term ‘‘non-Government person’’
means a person who is not an officer or em-
ployee of the United States, a member of the
Armed Forces, or a Member of Congress.

H.R. 4194

OFFERED BY: MR. COBURN

AMENDMENT NO. 33: At the end of the bill,
insert after the last section (preceding the
short title) the following new sections:

SEC. . The amounts otherwise provided by
this Act are revised by reducing the amount
made available under the heading ‘‘DE-
PARTMENT OF HOUSING AND URBAN DE-
VELOPMENT—FEDERAL HOUSING ADMINIS-
TRATION—FHA—MUTUAL MORTGAGE INSURANCE
PROGRAM ACCOUNT’’ for non-overhead admin-
istrative expenses necessary to carry out the
Mutual Mortgage Insurance guarantee and
direct loan program, and increasing the
amount made available for ‘‘DEPARTMENT
OF VETERANS AFFAIRS—VETERANS
HEALTH ADMINISTRATION—MEDICAL CARE’’, by
$199,999,999.

SEC. . The amounts otherwise provided by
this Act are revised by reducing the amount
made available under the heading ‘‘DE-
PARTMENT OF HOUSING AND URBAN DE-
VELOPMENT—FEDERAL HOUSING ADMINIS-
TRATION—FHA—GENERAL AND SPECIAL RISK
PROGRAM ACCOUNT’’ for non-overhead admin-
istrative expenses necessary to carry out the
guaranteed and direct loan programs, and in-
creasing the amount made available for ‘‘DE-
PARTMENT OF VETERANS AFFAIRS—
VETERANS HEALTH ADMINISTRATION—MEDICAL
CARE’’, by $103,999,999.
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H.R. 4274

OFFERED BY: MR. DUNCAN

AMENDMENT NO. 1: Page 2, line 19, after
‘‘$150,572,000’’ insert ‘‘(decreased by
$61,402,000)’’.

H.R. 4276
OFFERED BY: MR. KOLBE

AMENDMENT NO. 19: At the end of the bill,
insert after the last section (preceding the
short title) the following:

TITLE —ADDITIONAL GENERAL
PROVISIONS

SEC. . None of the funds made available in
this or any other Act may be used to imple-
ment, administer, or enforce Executive
Order 13083 (titled ‘‘Federalism’’ and dated
May 14, 1998).

H.R. 4276

OFFERED BY: MR. KOLBE

AMENDMENT NO. 20: At the end of the bill,
insert after the last section (preceding the
short title) the following:

TITLE —ADDITIONAL GENERAL
PROVISIONS

SEC. . None of the funds made available in
this Act may be used to implement, admin-
ister, or enforce Executive Order 13083 (titled
‘‘Federalism’’ and dated May 14, 1998).

H.R. 4276

OFFERED BY: MR. SANDERS

AMENDMENT NO. 21: Page 101, line 21, insert
‘‘(increased by $4,000,000)’’ after the dollar
amount.

Page 102, line 3, insert ‘‘(increased by
$4,000,000)’’ after the dollar amount.

Page 100, line 13 insert ‘‘(decreased by
$4,000,000)’’ after the dollar amount.

H.R. 4276

OFFERED BY: MR. SANDERS

AMENDMENT NO. 22: Page 101, line 21 insert
‘‘(increased by $4,000,000)’’ after the dollar
amount.

Page 102, line 3 insert ‘‘(increased by
$4,000,000)’’ after the dollar amount.

Page 40, line 8 insert ‘‘(decreased by
$4,000,000)’’ after the dollar amount.
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Senate
The Senate met at 9:15 a.m. and was

called to order by the President pro
tempore [Mr. THURMOND].

The PRESIDENT pro tempore. Today
we have a guest Chaplain, the Reverend
Dr. Richard Foth, Falls Church, VA.
We are pleased to have you with us.

PRAYER

The guest Chaplain, the Reverend Dr.
Richard Foth, Falls Church, VA, of-
fered the following prayer:

Gracious Father, we come to You on
this warm summer morning absolutely
dependent on Your wisdom and Your
grace. We know that our friends in the
Senate have the people of this great
Nation on their hearts. And, although
they may not, in their own wisdom,
know what is best in every instance for
each citizen, You do.

So, we ask You to help this delibera-
tive body of chosen and able men and
women to keep pursuing matters of
State in fresh ways, that all the people
of our great land who depend on them
might be the better for it.

Our Senators come to this Chamber,
pressured almost beyond belief by in-
terests of every kind. Give them, we
pray, the insight to be able to differen-
tiate between what is good and what is
best. And as they do, thank You for
helping them manage their personal
and family concerns, while trying to
focus on the matters at hand.

As the heat of this late July day is
reflected in the heat of debates driven
by deadline, let cool heads prevail.
And, as the important task of mone-
tary appropriations is considered, we
take a moment to remember that You,
too, have appropriated something for
each of us: Your love and Your grace.
In that Name above all names, we
thank You for these things. Amen.

RECOGNITION OF THE ACTING
MAJORITY LEADER

The PRESIDENT pro tempore. The
able acting majority leader is recog-
nized.

Mr. ALLARD. Mr. President, good
morning.
f

SCHEDULE

Mr. ALLARD. Mr. President, this
morning, the Senate will immediately
proceed to a rollcall vote on passage of
the transportation appropriations bill.
Following that vote, the Senate will
begin consideration of H.R. 1151, the
credit union legislation. Any votes or-
dered today with respect to the credit
union bill, or any other legislative or
executive items, will be postponed, to
occur on Monday, July 27, at a time to
be determined by the two leaders. As
always, Members will be notified when
Monday’s voting schedule becomes
available.

I thank my colleagues for their at-
tention. I yield the floor.
f

DEPARTMENT OF TRANSPOR-
TATION AND RELATED AGEN-
CIES APPROPRIATIONS ACT, 1999

The PRESIDENT pro tempore. Under
the previous order, the Senate will now
resume consideration of the Depart-
ment of Transportation appropriations
bill, S. 2307, which the clerk will re-
port.

The assistant legislative clerk read
as follows:

A bill (S. 2307) making appropriations for
the Department of Transportation and relat-
ed agencies for the fiscal year ending Sep-
tember 30, 1999, and for other purposes.

The Senate resumed consideration of
the bill.

Mr. LAUTENBERG. Mr. President,
the Senate’s Transportation Appropria-
tions bill for fiscal year 1999 which the
Senate will approve today is of vital
importance to the state of New Jersey.

As the most densely populated state in
the nation, efficient and effective
transportation is critical to the eco-
nomic well being of my state, as well
as to the quality of life of its residents.

The Senate’s transportation appro-
priations bill provides over $900 million
in transportation investments to my
state. In addition, New Jersey will re-
ceive tremendous benefits from invest-
ments in Amtrak services, in the Wil-
liam J. Hughes FAA Technical Center
in Pomona, in the U.S. Coast Guard
training center in Cape May, the Coast
Guard air station in Pomona, and in
the airports in our state, particularly
Newark International Airport. This in-
vestment provides good paying jobs in
the short-term, and in the long-term, it
will create and maintain the infra-
structure that New Jersey needs to at-
tract and keep a strong workforce. Ul-
timately, these investments will serve
to reduce congestion, improve air qual-
ity, and enhance New Jerseyans’ qual-
ity of life.

Mr. President, I would like to high-
light some of the important provisions
in the Senate’s bill which I was able to
secure for the Garden State.

Transit is an intricate part of North-
ern New Jersey’s transportation plan.
The single largest component of New
Jersey’s mass transit initiatives is the
Urban Core. I was pleased to secure $70
million that will go toward additional
design and construction of the Hudson-
Bergen Light Rail link. This rail line
will reduce congestion and increase
mobility, and will spur economic devel-
opment in the communities along the
Hudson County waterfront and into
Bergen County. It will improve air
quality, and provide needed construc-
tion, operation and maintenance jobs.

In addition, the $12 million that is
provided for the Newark-Elizabeth Rail
Link is the first significant infusion of
federal dollars that will seriously initi-
ate this project. This mass transit
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project will first link Broad Street Sta-
tion to Penn Station in Newark, ex-
tending past Newark International Air-
port, through the City of Elizabeth and
into Union County. Also part of Urban
Core, the Newark-Elizabeth Rail Link
is an integral part of the ‘‘Circle of Mo-
bility’’ that will serve to reduce con-
gestion, improve air quality, and en-
hance New Jerseyans’ quality of life.
To date I have secured over $600 mil-
lion for Urban Core projects.

In addition to the Urban Core and
transit formula assistance, the bill
makes a number of bus and bus facility
projects eligible for federal assistance.
Among those are the Market Street
bus maintenance facility in Paterson,
New Jersey Transit jitney shuttle
buses, Newark, Morris and Essex Sta-
tion access and buses, the South
Amboy regional intermodal transpor-
tation initiative and New Jersey Tran-
sit clean fuel buses.

The bill also allocates $4 million to
the National Transit Institute at Rut-
gers University, of which $1 million
will go toward mass transit workplace
safety training.

Mr. President, I strongly believe that
Amtrak is a critical component of our
nation’s transportation system, par-
ticularly in New Jersey and through-
out the Northeast corridor. It provides
safe and effective transportation to
millions of customers every year, re-
ducing congestion on our roads and in
our skies. If Amtrak were not operat-
ing, there would be 18,000 cars a day on
New Jersey’s already dense highways.
This is untenable for my state. Despite
many difficulties, I am pleased that the
Senate bill provides $555 million for
Amtrak’s national rail operations. This
funding is in addition to the $2.2 billion
in capital funding provided by the Am-
trak Reform and Accountability Act of
1997. This investment will allow Am-
trak to continue its operations for an-
other year and further enable it to
reach its goal of self-sufficiency by
2002.

Mr. President, the bill also includes a
general provision concerning a High
Occupancy Vehicle lane along I–287 in
New Jersey. The provision would allow
the state to remove the HOV restric-
tions without being required to reim-
burse the federal government for con-
struction costs. A few years ago, I se-
cured $140 million for the HOV lane in
an appropriations bill at the request of
the state. Now operational, the HOV
lane is clearly not working, as only 72
cars an hour are using the lane, signifi-
cantly less than the 600 cars expected.
Currently, a state can appeal to the
federal government to decommission
an HOV lane without having to pay
back the funds if it successfully makes
the case that it is not ‘‘in the public in-
terest.’’ Since the I–287 lane was di-
rected by statute, the federal govern-
ment does not have the authority to
approve a state’s appeal. The general
provision allows New Jersey to appeal
to the Federal Highway Administra-
tion that the lane is not in the public

interest, and if the Secretary concurs,
the state will not have to pay back the
$140 million. No one is more committed
to cleaner air, energy conservation,
and innovations to cut traffic conges-
tion than I. HOV lanes have worked in
certain settings and I support them
where they are successful. But, in New
Jersey, it may be that our traffic pat-
terns, work schedules and other issues
make it difficult for the I–287 HOV lane
to work. This provision removes a sig-
nificant financial hurdle if the HOV
lane is proven to be a failed lane.

Mr. President, to make roads in New
Jersey as productive as possible, the
Senate bill includes $6 million for in-
telligent transportation system initia-
tives in New Jersey. These funds will
go to advance projects already under-
way and managed by TRANSCOM, a
consortium of 14 state and local agen-
cies in the NY/NJ/CN metropolitan
area. TRANSCOM is responsible for de-
veloping and coordinating the region’s
traffic management and incident detec-
tion system through the deployment of
significant investments in intelligent
transportation systems. Over half of
the congestion on the region’s road-
ways is due to traffic incidents and it
is TRANSCOM’s mission to improve
inter-agency response to such inci-
dents.

Mr. President, transportation is the
lifeblood of New Jersey and aviation is
in the center of it. I am pleased to cite
a number of provisions in this bill that
improve upon the state’s aviation sys-
tem. First, the bill includes $11 million
for the redesign of national air space,
of which $3 million will be used to
focus the FAA’s efforts of redesigning
the airspace in the New Jersey/New
York metropolitan area. This funding
will kick-off the redesign process,
which will hopefully alleviate conges-
tion and improve aircraft operations in
the region’s already dense and complex
airspace, leading to fewer delays and
reduced air noise levels. I was also
pleased to secure $100,000 for a ‘‘tech-
nical assistance grant’’ for a commu-
nity group to retain the services of an
expert to ensure that citizens are rep-
resented and included during the FAA’s
redesign effort.

I was also pleased to secure funding
that will greatly improve operations at
Newark International Airport. The bill
provides $2 million to begin work on in-
stalling state-of-the-art radar upgrades
and runway-monitoring improvements
that will reduce delays and enhance
safety at the airport. Moreover, the bill
includes report language that recog-
nizes the cooperative effort among the
FAA, the Port Authority of New York/
New Jersey, and airport users to make
Newark Airport among the best in the
country. The language directs the FAA
to report quarterly on the progress of
the cooperative working group and out-
lines the various equipment and initia-
tives that are priorities for the airport.

The bill also includes report language
expressing concern about staffing and
equipment needs at New Jersey/New

York area towers, the New York
TRACON and the New York Air Traffic
Control Center. This language will
serve to direct the FAA to do all it can
to improve the safety and efficiency of
these facilities. And, the bill includes a
provision directing the FAA to ensure
that the air traffic controllers serving
all the major FAA facilities in the re-
gion—air traffic control towers, the
New York TRACON and the New York
Center—are compensated equally. The
FAA’s proposed reclassification scheme
would create a pay gap that does not
recognize the equity of the work per-
formed at the facilities and will force
the experienced controllers serving the
towers to go to the Center and the
TRACON. The language prevents this
from happening.

Moreover, the bill fully funds the
Hughes Technical Center in Pomona.
The Technical Center is the world’s
premier aviation testing and develop-
ment center, with state-of-the-art fa-
cilities and an impressive workforce.
The bill provides funding to continue
the good work at the Tech Center.

Mr. President, I strongly supported
funding for the Office of Pipeline Safe-
ty, and I am pleased that the bill pro-
vides $32.7 million for pipeline safety
programs, with $1 million set aside for
One-Call programs. These programs re-
quire anyone who is going to dig—con-
tractors, utilities, for example—to find
out the exact location of pipelines be-
fore they break ground. We in New Jer-
sey know all too well the damage that
a pipeline accident can have on victims
of pipeline eruptions, and particularly
to the community. Four years ago,
around midnight, on March 24, 1994, a
major natural gas pipeline ruptured in
Edison, New Jersey, a densely popu-
lated, urban environment. This rupture
caused a deafening boom, awakening
residents of the Durham Woods apart-
ment complex and changing their lives
forever. The explosion was caused by
third party damage, something a
strong one-call program would address.
Thus, the bill includes language em-
phasizing the importance of One-Call
programs in preventing accidents. Two-
thirds of all pipeline accidents are
caused by people who dig without
knowing of the locations of pipelines.

Mr. President, the bill also provides
$2 million for the Biomechanics Con-
sortium, of which the University of
Medicine and Dentistry of New Jersey
(UMDNJ) is a member. These institu-
tions study the effects of motor vehicle
crash injuries on adults and children,
resulting in the deployment of more ef-
fective life-saving safety devices. These
life-saving funds are extremely impor-
tant and I am pleased that the bill
funds this program.

Mr. President, the Coast Guard has
an important presence in our state and
I am pleased that it is well funded. In
addition to the assistance provided to
the air station in Pomona and the
training center in Cape May, the bill
fully funds the Coast Guard’s Con-
tainer Inspection Program (CIP) at $3.6
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million. The CIP addresses environ-
mental and safety problems posed by
improper transport of containerized
hazardous materials into U.S. ports. I
established this program in 1994 to ad-
dress the environmental and safety
problems posed by improper transport
of containerized hazardous materials
into U.S. ports. This was highlighted
by the 1992 Santa Clara casualty, in
which several containers of highly
toxic arsenic trioxide were lost over-
board off the New Jersey coast, posing
a substantial threat to the marine en-
vironment and its resources. Following
this, the Coast Guard conducted inten-
sive, targeted inspections and discov-
ered wanton and widespread violations
of container handling and packaging
regulations. This program serves to
prevent such casualties and protect the
marine environment.

Mr. President, having better, more
efficient transit systems, roads, air-
ports and all other transportation sys-
tems will improve the quality of life
for thousands of residents and visitors
to New Jersey on a daily basis. I am
glad that as Ranking Minority Member
of this Transportation Appropriations
Subcommittee I was able to secure this
funding, as well as the bill and report
language for New Jersey. I appreciate
the generosity shown by the Chairman
of the Subcommittee, Senator RICHARD
SHELBY, who has been most coopera-
tive and helpful throughout the proc-
ess. His work will serve all New
Jerseyans and the nation well.

Mrs. MURRAY. Mr. President, I rise
today to extend my strong support for
S. 2307, the Department of Transpor-
tation’s Appropriations Bill for FY
1999. This funding comes at a critical
time for our nation and in particular,
Washington state.

Mr. President, as I fly home each
weekend, I join thousands of other
commuters in the Puget Sound Region
immersed in daily and agonizing grid-
lock. Our State Department of Trans-
portation is working furiously to con-
struct HOV lanes, park and rides and
additional interchanges. I applaud our
State Secretary Sid Morrison for his
innovative thinking and leadership
during this time of enormous growth.

Our region’s economic boom has
brought many advantages, however, its
impact on mobility in the region has
been dramatic and continually frus-
trates motorists. This bill will provide
much needed relief for our Puget Sound
Region and for infrastructure improve-
ments throughout Washington state. I
am most pleased that I was able to
work with the committee to secure $60
million for the Puget Sound’s Regional
Transit Authority, known as Sound
Move. This will include $47 million for
commuter rail between Seattle and Ta-
coma and $13 million to begin light rail
construction.

Additionally, I want to express my
support for the committee’s work in
funding the Elliot Bay Water Taxi, the
Columbia River Marine Fire and Safety
Association, ITS systems near Spo-

kane’s SR 395, airport improvements at
Everett’s Paine Field, Boeing Field and
the Pullman Airport. These projects
are vital to our region’s multi-modal
planning. The linking of car, bus, bike,
ferry, plane, train and pedestrian has
become the framework of every infra-
structure decision.

I wanted to personally thank Chair-
man SHELBY and our Ranking Member,
Senator LAUTENBERG for their dedi-
cated work. Their combined efforts and
leadership on our subcommittee have
produced enormous results that will be
felt by generations to come. I am
pleased to see our commitment to Am-
trak, the Coast Guard, FAA and the
National Highway Traffic Safety Ad-
ministration. I am committed to help-
ing this bill remain in conference and
urge my colleagues to support this im-
portant legislation.

Our work today is wonderful news for
the millions of Americans sitting right
now in parking lots which were once
called highways.

Ms. MOSELEY-BRAUN. Mr. Presi-
dent, this legislation includes critical
funding for our nation’s airports,
roads, mass transit systems, and other
transportation. I want to particularly
thank the managers of the bill for in-
cluding funding for Amtrak, and for a
number of key projects important to Il-
linois, including funding for Metra,
Metro Link, and the Chicago Transit
Authority.

I am disappointed that the legisla-
tion includes an amendment, added
last night, that provides for expedited
review of court challenges to the DBE
program. I hope that the conferees on
this bill will see fit to drop this ill-ad-
vised and unnecessary intrusion into
hundreds years of judicial process.
FEDERAL LANDS HIGHWAY PROGRAM (HIGHWAY

323)

Mr. BURNS. Mr. President, I would
like to clarify the Committee’s intent
regarding the directive to the Sec-
retary to make funds available for
Highway 323 in Southeastern Montana.

Under the Federal Lands Highway
Program, the Secretary is to make
funds available to conduct the environ-
mental review, design and, to the ex-
tent possible, right-of-way acquisition
for the future phased construction to a
paved secondary road standard for 50.4
miles along Highway 323 between the
communities of Alzada, Montana and
Ekalaka, Montana.

This additional language needs to be
recognized in order to discourage dupli-
cation of work that has already been
completed.

Mr. SHELBY. I agree with the Sen-
ator of Montana.
FEDERAL LANDS HIGHWAY PROGRAM (HIGHWAY

93)

Mr. BURNS. Mr. President, I would
like to clarify the Committee’s intent
on a couple of different issues in the
Transportation Appropriations bill.
Under the Federal Lands Highway Pro-
gram account, two separate highway
issues are addressed. I would like to en-
sure the Secretary is aware of the im-

portance of both of these highway
issues.

The first, is in Northeastern Mon-
tana. Highway 93 is the primary route
from Interstate 90 to the Flathead Val-
ley and Glacier National Park. This
area is growing in recreational popu-
larity. This beautiful valley is home to
Flathead Lake. Located between Kali-
spell and Polson, this is the largest
freshwater lake west of the Mississippi.

Glacier National Park receives nu-
merous visitors by air and train. But
the most popular means to reach the
park is by Highway 93.

Big Mountain recreational ski area is
located to the north of the Valley. This
resort area is a year-round attraction
for outdoor enthusaiasts—many of
whom drive to the area by way of High-
way 93.

I often travel this highway to visit
my constituents on the Salish and
Kootenai Indian reservation as well as
my constituents in Kalispell, and
Northwest Montana. Recently on this
highway, I noticed I was literally trav-
eling in bumper to bumper traffic. This
is not a common phenomenon in Mon-
tana but the increased summer traffic
in this area has many of the local users
concerned about their safety and the
safety of their passengers.

For nearly thirty years, Montana’s
American Legion has taken on the re-
sponsibility to remind drivers of the
dangers of highway travel by placing a
white cross along the roadside. The
roadside along Highway 93 is littered
with these white crosses.

As a result of the public outcry to
help reduce the number of accidents on
this highway, I, on behalf of the Mon-
tana Department of Transportation,
would like to ask the Committee to di-
rect the Secretary to authorize and re-
lease all funds designated for the four-
lane expansion of Highway 93. I would
also like to ask the Committee to di-
rect the Secretary to withdraw the
Federal Highway Administration’s
record of decision requiring resolution
at the State, local and tribal levels.

Mr. SHELBY. I understand the con-
cern expressed by my colleague from
Montana. It is the intent of the Com-
mittee that the Secretary should act as
we have encouraged him to and I will
work with you in conference to clarify
that.

The PRESIDENT pro tempore. Under
the previous order, the question is,
Shall the bill, S. 2307, as amended,
pass? The yeas and nays have been or-
dered. The clerk will call the roll.

The assistant legislative clerk called
the roll.

Mr. NICKLES. I announce that the
Senator from Utah (Mr. BENNETT), the
Senator from Montana (Mr. BURNS),
the Senator from Wyoming (Mr. ENZI),
the Senator from North Carolina (Mr.
HELMS), the Senator from Idaho (Mr.
KEMPTHORNE), the Senator From Ari-
zona (Mr. MCCAIN), and the Senator
from Alaska (Mr. STEVENS), are nec-
essarily absent.

I further announce that, if present
and voting, the Senator from Montana
(Mr. BURNS) would vote ‘‘yes.’’
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Mr. FORD. I announce that the Sen-

ator from California (Mrs. BOXER) and
the Senator from Arkansas (Mr. BUMP-
ERS) are necessarily absent.

The PRESIDING OFFICER (Mr. AL-
LARD). Are there any other Senators in
the Chamber desiring to vote?

The result was announced—yeas 90,
nays 1, as follows:

[Rollcall Vote No. 235 Leg.]

YEAS—90

Abraham
Akaka
Allard
Ashcroft
Baucus
Biden
Bingaman
Bond
Breaux
Brownback
Bryan
Byrd
Campbell
Chafee
Cleland
Coats
Cochran
Collins
Conrad
Coverdell
Craig
D’Amato
Daschle
DeWine
Dodd
Domenici
Dorgan
Durbin
Faircloth
Feingold

Feinstein
Ford
Frist
Glenn
Gorton
Graham
Gramm
Grams
Grassley
Gregg
Hagel
Harkin
Hatch
Hollings
Hutchinson
Hutchison
Inhofe
Inouye
Jeffords
Johnson
Kennedy
Kerrey
Kerry
Kohl
Landrieu
Lautenberg
Leahy
Levin
Lieberman
Lott

Lugar
Mack
McConnell
Mikulski
Moseley-Braun
Moynihan
Murkowski
Murray
Nickles
Reed
Reid
Robb
Roberts
Rockefeller
Roth
Santorum
Sarbanes
Sessions
Shelby
Smith (NH)
Smith (OR)
Snowe
Specter
Thomas
Thompson
Thurmond
Torricelli
Warner
Wellstone
Wyden

NAYS—1

Kyl

NOT VOTING—9

Bennett
Boxer
Bumpers

Burns
Enzi
Helms

Kempthorne
McCain
Stevens

The bill (S. 2307), as amended, was
passed.

(The text of the bill will be printed in
a future edition of the RECORD.)

Mr. SARBANES. Mr. President, I
move to reconsider the vote.

Mr. D’AMATO. I move to lay that
motion on the table.

The motion to lay on the table was
agreed to.

The PRESIDING OFFICER (Mr.
GRAMS). Under the previous order, the
Chair appoints the following Senators
to serve as conferees on the transpor-
tation appropriations bill.

The Presiding Officer appointed Mr.
SHELBY, Mr. DOMENICI, Mr. SPECTER,
Mr. BOND, Mr. GORTON, Mr. BENNETT,
Mr. FAIRCLOTH, Mr. STEVENS, Mr. LAU-
TENBERG, Mr. BYRD, Ms. MIKULSKI, Mr.
REID of Nevada, Mr. KOHL, Mrs. MUR-
RAY, and Mr. INOUYE conferees on the
part of the Senate.

f

CREDIT UNION MEMBERSHIP
ACCESS ACT

The PRESIDING OFFICER. Under
the previous order, the Senate will pro-
ceed to the consideration of H.R. 1151,
which the clerk will report.

A bill (H.R. 1151) to amend the Federal
Credit Union Act to clarify existing law with
regard to the field of membership of Federal
credit unions, to preserve the integrity and
purpose of Federal credit unions, to enhance

supervisory oversight of insured credit
unions, and for other purposes.

The Senate proceeded to consider the
bill, which had been reported from the
Committee on Banking, Housing, and
Urban Affairs, with an amendment to
strike all after the enacting clause and
inserting in lieu thereof the following:
SECTION 1. SHORT TITLE; TABLE OF CONTENTS.

(a) SHORT TITLE.—This Act may be cited as
the ‘‘Credit Union Membership Access Act’’.

(b) TABLE OF CONTENTS.—The table of con-
tents for this Act is as follows:
Sec. 1. Short title; table of contents.
Sec. 2. Findings.
Sec. 3. Definitions.

TITLE I—CREDIT UNION MEMBERSHIP
Sec. 101. Fields of membership.
Sec. 102. Criteria for approval of expansion of

membership of multiple common-
bond credit unions.

Sec. 103. Geographical guidelines for commu-
nity credit unions.

TITLE II—REGULATION OF CREDIT
UNIONS

Sec. 201. Financial statement and audit re-
quirements.

Sec. 202. Conversion of insured credit unions.
Sec. 203. Limitation on member business loans.
Sec. 204. Serving persons of modest means with-

in the field of membership of cred-
it unions.

Sec. 205. National Credit Union Administration
Board membership.

Sec. 206. Report and congressional review re-
quirement for certain regulations.

TITLE III—CAPITALIZATION AND NET
WORTH OF CREDIT UNIONS

Sec. 301. Prompt corrective action.
Sec. 302. National credit union share insurance

fund equity ratio, available assets
ratio, and standby premium
charge.

Sec. 303. Access to liquidity.
TITLE IV—MISCELLANEOUS PROVISIONS

Sec. 401. Study and report on differing regu-
latory treatment.

Sec. 402. Review of regulations and paperwork
reduction.

Sec. 403. Treasury report on reduced taxation
and viability of small banks.

SEC. 2. FINDINGS.
The Congress finds the following:
(1) The American credit union movement

began as a cooperative effort to serve the pro-
ductive and provident credit needs of individ-
uals of modest means.

(2) Credit unions continue to fulfill this public
purpose, and current members and membership
groups should not face divestiture from the fi-
nancial services institution of their choice as a
result of recent court action.

(3) To promote thrift and credit extension, a
meaningful affinity and bond among members,
manifested by a commonality of routine inter-
action, shared and related work experiences, in-
terests, or activities, or the maintenance of an
otherwise well-understood sense of cohesion or
identity is essential to the fulfillment of the pub-
lic mission of credit unions.

(4) Credit unions, unlike many other partici-
pants in the financial services market, are ex-
empt from Federal and most State taxes because
they are member-owned, democratically oper-
ated, not-for-profit organizations generally
managed by volunteer boards of directors and
because they have the specified mission of meet-
ing the credit and savings needs of consumers,
especially persons of modest means.

(5) Improved credit union safety and sound-
ness provisions will enhance the public benefit
that citizens receive from these cooperative fi-
nancial services institutions.
SEC. 3. DEFINITIONS.

As used in this Act—

(1) the term ‘‘Administration’’ means the Na-
tional Credit Union Administration;

(2) the term ‘‘Board’’ means the National
Credit Union Administration Board;

(3) the term ‘‘Federal banking agencies’’ has
the same meaning as in section 3 of the Federal
Deposit Insurance Act;

(4) the terms ‘‘insured credit union’’ and
‘‘State-chartered insured credit union’’ have the
same meanings as in section 101 of the Federal
Credit Union Act; and

(5) the term ‘‘Secretary’’ means the Secretary
of the Treasury.

TITLE I—CREDIT UNION MEMBERSHIP
SEC. 101. FIELDS OF MEMBERSHIP.

Section 109 of the Federal Credit Union Act
(12 U.S.C. 1759) is amended—

(1) in the first sentence—
(A) by striking ‘‘Federal credit union member-

ship shall consist of’’ and inserting ‘‘(a) IN GEN-
ERAL.—Subject to subsection (b), Federal credit
union membership shall consist of’’; and

(B) by striking ‘‘, except that’’ and all that
follows through ‘‘rural district’’; and

(2) by adding at the end the following new
subsections:

‘‘(b) MEMBERSHIP FIELD.—Subject to the other
provisions of this section, the membership of any
Federal credit union shall be limited to the mem-
bership described in 1 of the following cat-
egories:

‘‘(1) SINGLE COMMON-BOND CREDIT UNION.—1
group that has a common bond of occupation or
association.

‘‘(2) MULTIPLE COMMON-BOND CREDIT
UNION.—More than 1 group—

‘‘(A) each of which has (within the group) a
common bond of occupation or association; and

‘‘(B) the number of members of each of which
(at the time the group is first included within
the field of membership of a credit union de-
scribed in this paragraph) does not exceed any
numerical limitation applicable under sub-
section (d).

‘‘(3) COMMUNITY CREDIT UNION.—Persons or
organizations within a well-defined local com-
munity, neighborhood, or rural district.

‘‘(c) EXCEPTIONS.—
‘‘(1) GRANDFATHERED MEMBERS AND GROUPS.—
‘‘(A) IN GENERAL.—Notwithstanding sub-

section (b)—
‘‘(i) any person or organization that is a mem-

ber of any Federal credit union as of the date of
enactment of the Credit Union Membership Ac-
cess Act may remain a member of the credit
union after that date of enactment; and

‘‘(ii) a member of any group whose members
constituted a portion of the membership of any
Federal credit union as of that date of enact-
ment shall continue to be eligible to become a
member of that credit union, by virtue of mem-
bership in that group, after that date of enact-
ment.

‘‘(B) SUCCESSORS.—If the common bond of any
group referred to in subparagraph (A) is defined
by any particular organization or business en-
tity, subparagraph (A) shall continue to apply
with respect to any successor to the organiza-
tion or entity.

‘‘(2) EXCEPTION FOR UNDERSERVED AREAS.—
Notwithstanding subsection (b), in the case of a
Federal credit union, the field of membership
category of which is described in subsection
(b)(2), the Board may allow the membership of
the credit union to include any person or orga-
nization within a local community, neighbor-
hood, or rural district if—

‘‘(A) the Board determines that the local com-
munity, neighborhood, or rural district—

‘‘(i) meets the requirements of paragraph (3)
and subparagraphs (A) and (B) of paragraph
(4) of section 233(b) of the Bank Enterprise Act
of 1991, and such additional requirements as the
Board may impose; and

‘‘(ii) is underserved, based on data of the
Board and the Federal banking agencies (as de-
fined in section 3 of the Federal Deposit Insur-
ance Act), by other depository institutions (as
defined in section 19(b)(1)(A) of the Federal Re-
serve Act); and
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‘‘(B) the credit union establishes and main-

tains an office or facility in the local commu-
nity, neighborhood, or rural district at which
credit union services are available.

‘‘(d) MULTIPLE COMMON-BOND CREDIT UNION
GROUP REQUIREMENTS.—

‘‘(1) NUMERICAL LIMITATION.—Except as pro-
vided in paragraph (2), only a group with fewer
than 3,000 members shall be eligible to be in-
cluded in the field of membership category of a
credit union described in subsection (b)(2).

‘‘(2) EXCEPTIONS.—In the case of any Federal
credit union, the field of membership category of
which is described in subsection (b)(2), the nu-
merical limitation in paragraph (1) of this sub-
section shall not apply with respect to—

‘‘(A) any group that the Board determines, in
writing and in accordance with the guidelines
and regulations issued under paragraph (3),
could not feasibly or reasonably establish a new
single common-bond credit union, the field of
membership category of which is described in
subsection (b)(1) because—

‘‘(i) the group lacks sufficient volunteer and
other resources to support the efficient and ef-
fective operation of a credit union;

‘‘(ii) the group does not meet the criteria that
the Board has determined to be important for
the likelihood of success in establishing and
managing a new credit union, including demo-
graphic characteristics such as geographical lo-
cation of members, diversity of ages and income
levels, and other factors that may affect the fi-
nancial viability and stability of a credit union;
or

‘‘(iii) the group would be unlikely to operate
a safe and sound credit union;

‘‘(B) any group transferred from another cred-
it union—

‘‘(i) in connection with a merger or consolida-
tion recommended by the Board or any appro-
priate State credit union supervisor based on
safety and soundness concerns with respect to
that other credit union; or

‘‘(ii) by the Board in the Board’s capacity as
conservator or liquidating agent with respect to
that other credit union; or

‘‘(C) any group transferred in connection with
a voluntary merger, having received conditional
approval by the Administration of the merger
application prior to October 25, 1996, but not
having consummated the merger prior to Octo-
ber 25, 1996, if the merger is consummated not
later than 180 days after the date of enactment
of the Credit Union Membership Access Act.

‘‘(3) REGULATIONS AND GUIDELINES.—The
Board shall issue guidelines or regulations, after
notice and opportunity for comment, setting
forth the criteria that the Board will apply in
determining under this subsection whether or
not an additional group may be included within
the field of membership category of an existing
credit union described in subsection (b)(2).

‘‘(e) ADDITIONAL MEMBERSHIP ELIGIBILITY
PROVISIONS.—

‘‘(1) MEMBERSHIP ELIGIBILITY LIMITED TO IM-
MEDIATE FAMILY OR HOUSEHOLD MEMBERS.—No
individual shall be eligible for membership in a
credit union on the basis of the relationship of
the individual to another person who is eligible
for membership in the credit union, unless the
individual is a member of the immediate family
or household (as those terms are defined by the
Board, by regulation) of the other person.

‘‘(2) RETENTION OF MEMBERSHIP.—Except as
provided in section 118, once a person becomes a
member of a credit union in accordance with
this title, that person or organization may re-
main a member of that credit union until the
person or organization chooses to withdraw
from the membership of the credit union.’’.
SEC. 102. CRITERIA FOR APPROVAL OF EXPAN-

SION OF MEMBERSHIP OF MULTIPLE
COMMON-BOND CREDIT UNIONS.

Section 109 of the Federal Credit Union Act
(12 U.S.C. 1759) is amended by adding at the end
the following new subsection:

‘‘(f) CRITERIA FOR APPROVAL OF EXPANSION
OF MULTIPLE COMMON-BOND CREDIT UNIONS.—

‘‘(1) IN GENERAL.—The Board shall—
‘‘(A) encourage the formation of separately

chartered credit unions instead of approving an
application to include an additional group with-
in the field of membership of an existing credit
union whenever practicable and consistent with
reasonable standards for the safe and sound op-
eration of the credit union; and

‘‘(B) if the formation of a separate credit
union by the group is not practicable or consist-
ent with the standards referred to in subpara-
graph (A), require the inclusion of the group in
the field of membership of a credit union that is
within reasonable proximity to the location of
the group whenever practicable and consistent
with reasonable standards for the safe and
sound operation of the credit union.

‘‘(2) APPROVAL CRITERIA.—The Board may not
approve any application by a Federal credit
union, the field of membership category of
which is described in subsection (b)(2) to include
any additional group within the field of mem-
bership of the credit union (or an application by
a Federal credit union described in subsection
(b)(1) to include an additional group and be-
come a credit union described in subsection
(b)(2)), unless the Board determines, in writing,
that—

‘‘(A) the credit union has not engaged in any
unsafe or unsound practice (as defined in sec-
tion 206(b)) that is material during the 1-year
period preceding the date of filing of the appli-
cation;

‘‘(B) the credit union is adequately capital-
ized;

‘‘(C) the credit union has the administrative
capability to serve the proposed membership
group and the financial resources to meet the
need for additional staff and assets to serve the
new membership group;

‘‘(D) pursuant to the most recent evaluation
of the credit union under section 215, the credit
union is satisfactorily providing affordable cred-
it union services to all individuals of modest
means within the field of membership of the
credit union;

‘‘(E) any potential harm that the expansion of
the field of membership of the credit union may
have on any other insured credit union and its
members is clearly outweighed in the public in-
terest by the probable beneficial effect of the ex-
pansion in meeting the convenience and needs
of the members of the group proposed to be in-
cluded in the field of membership; and

‘‘(F) the credit union has met such additional
requirements as the Board may prescribe, by
regulation.’’.
SEC. 103. GEOGRAPHICAL GUIDELINES FOR COM-

MUNITY CREDIT UNIONS.
Section 109 of the Federal Credit Union Act

(12 U.S.C. 1759) is amended by adding at the end
the following new subsection:

‘‘(g) REGULATIONS REQUIRED FOR COMMUNITY
CREDIT UNIONS.—

‘‘(1) DEFINITION OF WELL-DEFINED LOCAL COM-
MUNITY, NEIGHBORHOOD, OR RURAL DISTRICT.—
The Board shall prescribe, by regulation, a defi-
nition for the term ‘well-defined local commu-
nity, neighborhood, or rural district’ for pur-
poses of—

‘‘(A) making any determination with regard to
the field of membership of a credit union de-
scribed in subsection (b)(3); and

‘‘(B) establishing the criteria applicable with
respect to any such determination.

‘‘(2) SCOPE OF APPLICATION.—The definition
prescribed by the Board under paragraph (1)
shall apply with respect to any application to
form a new credit union, or to alter or expand
the field of membership of an existing credit
union, that is filed with the Board after the
date of enactment of the Credit Union Member-
ship Access Act.’’.

TITLE II—REGULATION OF CREDIT
UNIONS

SEC. 201. FINANCIAL STATEMENT AND AUDIT RE-
QUIREMENTS.

(a) IN GENERAL.—Section 202(a)(6) of the Fed-
eral Credit Union Act (12 U.S.C. 1782(a)(6)) is

amended by adding at the end the following
new subparagraphs:

‘‘(C) ACCOUNTING PRINCIPLES.—
‘‘(i) IN GENERAL.—Accounting principles ap-

plicable to reports or statements required to be
filed with the Board by each insured credit
union shall be uniform and consistent with gen-
erally accepted accounting principles.

‘‘(ii) BOARD DETERMINATION.—If the Board
determines that the application of any generally
accepted accounting principle to any insured
credit union is not appropriate, the Board may
prescribe an accounting principle for applica-
tion to the credit union that is no less stringent
than generally accepted accounting principles.

‘‘(iii) DE MINIMUS EXCEPTION.—This subpara-
graph shall not apply to any insured credit
union, the total assets of which are less than
$10,000,000, unless prescribed by the Board or an
appropriate State credit union supervisor.

‘‘(D) LARGE CREDIT UNION AUDIT REQUIRE-
MENT.—

‘‘(i) IN GENERAL.—Each insured credit union
having total assets of $500,000,000 or more shall
have an annual independent audit of the finan-
cial statements of the credit union, performed in
accordance with generally accepted auditing
standards by an independent certified public ac-
countant or public accountant licensed by the
appropriate State or jurisdiction to perform
those services.

‘‘(ii) VOLUNTARY AUDITS.—If a Federal credit
union that is not required to conduct an audit
under clause (i), and that has total assets of
more than $10,000,000 conducts such an audit
for any purpose, using an independent auditor
who is compensated for his or her audit services
with respect to that audit, the audit shall be
performed consistent with the accountancy laws
of the appropriate State or jurisdiction, includ-
ing licensing requirements.’’.

(b) TECHNICAL AND CONFORMING AMEND-
MENT.—Section 202(a)(6)(B) of the Federal Cred-
it Union Act (12 U.S.C. 1782(a)(6)(B)) is amend-
ed by striking ‘‘subparagraph (A)’’ and insert-
ing ‘‘subparagraph (A) or (D)’’.
SEC. 202. CONVERSION OF INSURED CREDIT

UNIONS.
Section 205(b) of the Federal Credit Union Act

(12 U.S.C. 1785(b)) is amended—
(1) in paragraph (1), by striking ‘‘Except with

the prior written approval of the Board, no in-
sured credit union shall’’ and inserting ‘‘Except
as provided in paragraph (2), no insured credit
union shall, without the prior approval of the
Board’’;

(2) by redesignating paragraph (2) as para-
graph (3); and

(3) by inserting after paragraph (1) the follow-
ing new paragraph:

‘‘(2) CONVERSION OF INSURED CREDIT UNIONS
TO MUTUAL SAVINGS BANKS.—

‘‘(A) IN GENERAL.—Notwithstanding para-
graph (1), an insured credit union may convert
to a mutual savings bank or savings association
(if the savings association is in mutual form), as
those terms are defined in section 3 of the Fed-
eral Deposit Insurance Act, without the prior
approval of the Board, subject to the require-
ments and procedures set forth in the laws and
regulations governing mutual savings banks and
savings associations.

‘‘(B) CONVERSION PROPOSAL.—A proposal for
a conversion described in subparagraph (A)
shall first be approved, and a date set for a vote
thereon by the members (either at a meeting to
be held on that date or by written ballot to be
filed on or before that date), by a majority of
the directors of the insured credit union. Ap-
proval of the proposal for conversion shall be by
the affirmative vote of a majority of the members
of the insured credit union who vote on the pro-
posal.

‘‘(C) NOTICE OF PROPOSAL TO MEMBERS.—An
insured credit union that proposes to convert to
a mutual savings bank or savings association
under subparagraph (A) shall submit notice to
each of its members who is eligible to vote on the
matter of its intent to convert—
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‘‘(i) 90 days before the date of the member vote

on the conversion;
‘‘(ii) 60 days before the date of the member

vote on the conversion; and
‘‘(iii) 30 days before the date of the member

vote on the conversion.
‘‘(D) NOTICE OF PROPOSAL TO BOARD.—The

Board may require an insured credit union that
proposes to convert to a mutual savings bank or
savings association under subparagraph (A) to
submit a notice to the Board of its intent to con-
vert during the 90-day period preceding the date
of the completion of the conversion.

‘‘(E) INAPPLICABILITY OF ACT UPON CONVER-
SION.—Upon completion of a conversion de-
scribed in subparagraph (A), the credit union
shall no longer be subject to any of the provi-
sions of this Act.

‘‘(F) LIMIT ON COMPENSATION OF OFFICIALS.—
‘‘(i) IN GENERAL.—No director or senior man-

agement official of an insured credit union may
receive any economic benefit in connection with
a conversion of the credit union as described in
subparagraph (A), other than—

‘‘(I) director fees; and
‘‘(II) compensation and other benefits paid to

directors or senior management officials of the
converted institution in the ordinary course of
business.

‘‘(ii) SENIOR MANAGEMENT OFFICIAL.—For pur-
poses of this subparagraph, the term ‘senior
management official’ means a chief executive of-
ficer, an assistant chief executive officer, a chief
financial officer, and any other senior executive
officer (as defined by the appropriate Federal
banking agency pursuant to section 32(f) of the
Federal Deposit Insurance Act).

‘‘(G) CONSISTENT RULES.—
‘‘(i) IN GENERAL.—Not later than 6 months

after the date of enactment of the Credit Union
Membership Access Act, the Administration
shall promulgate final rules applicable to char-
ter conversions described in this paragraph that
are consistent with rules promulgated by other
financial regulators, including the Office of
Thrift Supervision and the Office of the Comp-
troller of the Currency. The rules required by
this clause shall provide that charter conversion
by an insured credit union shall be subject to
regulation that is no more or less restrictive
than that applicable to charter conversions by
other financial institutions.

‘‘(ii) OVERSIGHT OF MEMBER VOTE.—The mem-
ber vote concerning charter conversion under
this paragraph shall be administered by the Ad-
ministration, and shall be verified by the Fed-
eral or State regulatory agency that would have
jurisdiction over the institution after the conver-
sion. If either the Administration or that regu-
latory agency disapproves of the methods by
which the member vote was taken or procedures
applicable to the member vote, the member vote
shall be taken again, as directed by the Admin-
istration or the agency.’’.
SEC. 203. LIMITATION ON MEMBER BUSINESS

LOANS.
The Federal Credit Union Act (12 U.S.C. 1701

et seq.) is amended by inserting after section 107
the following new section:
‘‘SEC. 107A. LIMITATION ON MEMBER BUSINESS

LOANS.
‘‘(a) IN GENERAL.—On and after the date of

enactment of this section, no insured credit
union may make any member business loan that
would result in a total amount of such loans
outstanding at that credit union at any one
time equal to more than the lesser of—

‘‘(1) 1.75 times the actual net worth of the
credit union; or

‘‘(2) 1.75 times the minimum net worth re-
quired under section 216(c)(1)(A) for a credit
union to be well capitalized.

‘‘(b) EXCEPTIONS.—Subsection (a) does not
apply in the case of—

‘‘(1) an insured credit union chartered for the
purpose of making, or that has a history of pri-
marily making, member business loans to its
members, as determined by the Board; or

‘‘(2) an insured credit union that—
‘‘(A) serves predominantly low-income mem-

bers, as defined by the Board; or
‘‘(B) is a community development financial in-

stitution, as defined in section 103 of the Com-
munity Development Banking and Financial In-
stitutions Act of 1994.

‘‘(c) DEFINITIONS.—As used in this section—
‘‘(1) the term ‘member business loan’—
‘‘(A) means any loan, line of credit, or letter

of credit, the proceeds of which will be used for
a commercial, corporate or other business invest-
ment property or venture, or agricultural pur-
pose; and

‘‘(B) does not include an extension of credit—
‘‘(i) that is fully secured by a lien on a 1- to

4-family dwelling that is the primary residence
of a member;

‘‘(ii) that is fully secured by shares in the
credit union making the extension of credit or
deposits in other financial institutions;

‘‘(iii) that is described in subparagraph (A), if
it was made to a borrower or an associated mem-
ber that has a total of all such extensions of
credit in an amount equal to less than $50,000;

‘‘(iv) the repayment of which is fully insured
or fully guaranteed by, or where there is an ad-
vance commitment to purchase in full by, any
agency of the Federal Government or of a State,
or any political subdivision thereof; or

‘‘(v) that is granted by a corporate credit
union (as that term is defined by the Board) to
another credit union.

‘‘(2) the term ‘net worth’—
‘‘(A) with respect to any insured credit union,

means the credit union’s retained earnings bal-
ance, as determined under generally accepted
accounting principles; and

‘‘(B) with respect to a credit union that serves
predominantly low-income members, as defined
by the Board, includes secondary capital ac-
counts that are—

‘‘(i) uninsured; and
‘‘(ii) subordinate to all other claims against

the credit union, including the claims of credi-
tors, shareholders, and the Fund; and

‘‘(3) the term ‘associated member’ means any
member having a shared ownership, investment,
or other pecuniary interest in a business or com-
mercial endeavor with the borrower.

‘‘(d) EFFECT ON EXISTING LOANS.—An insured
credit union that has, on the date of enactment
of this section, a total amount of outstanding
member business loans that exceeds the amount
permitted under subsection (a) shall, not later
than 3 years after that date of enactment, re-
duce the total amount of outstanding member
business loans to an amount that is not greater
than the amount permitted under subsection
(a).’’.
SEC. 204. SERVING PERSONS OF MODEST MEANS

WITHIN THE FIELD OF MEMBERSHIP
OF CREDIT UNIONS.

(a) IN GENERAL.—Title II of the Federal Credit
Union Act (12 U.S.C. 1781 et seq.) is amended by
adding at the end the following new section:
‘‘SEC. 215. SERVING PERSONS OF MODEST MEANS

WITHIN THE FIELD OF MEMBERSHIP
OF CREDIT UNIONS.

‘‘(a) CONTINUING AND AFFIRMATIVE OBLIGA-
TION.—The purpose of this section is to reaffirm
that insured credit unions have a continuing
and affirmative obligation to meet the financial
services needs of persons of modest means, con-
sistent with safe and sound operation.

‘‘(b) EVALUATION BY THE BOARD.—The Board
shall, before the end of the 12-month period be-
ginning on the date of enactment of the Credit
Union Membership Access Act—

‘‘(1) prescribe criteria for periodically review-
ing the record of each insured credit union in
providing affordable credit union services to all
individuals of modest means (including low- and
moderate-income individuals) within the field of
membership of the credit union; and

‘‘(2) provide for making the results of the re-
views publicly available.

‘‘(c) ADDITIONAL CRITERIA FOR COMMUNITY
CREDIT UNIONS REQUIRED.—The Board shall, by
regulation—

‘‘(1) prescribe additional criteria for annually
evaluating the record of any insured credit
union that is organized to serve a well-defined
local community, neighborhood, or rural district
in meeting the credit needs and credit union
service needs of the entire field of membership of
the credit union; and

‘‘(2) prescribe procedures for remedying the
failure of any insured credit union described in
paragraph (1) to meet the criteria established
pursuant to paragraph (1), including the dis-
approval of any application by the credit union
to expand the field of membership of the credit
union.

‘‘(d) EMPHASIS ON PERFORMANCE, NOT PAPER-
WORK.—In evaluating any insured credit union
under this section, the Board—

‘‘(1) shall focus on the actual performance of
the insured credit union; and

‘‘(2) may not impose burdensome paperwork or
recordkeeping requirements.’’.

(b) ANNUAL REPORTS.—With respect to each of
the first 5 years that begin after the date of en-
actment of this Act, the Board shall include in
the annual report to the Congress under section
102(d) of the Federal Credit Union Act, a report
on the progress of the Board in implementing
section 215 of that Act (as added by subsection
(a) of this section).
SEC. 205. NATIONAL CREDIT UNION ADMINISTRA-

TION BOARD MEMBERSHIP.
Section 102(b) of the Federal Credit Union Act

(12 U.S.C. 1752a(b)) is amended—
(1) by striking ‘‘(b) The Board’’ and inserting

‘‘(b) MEMBERSHIP AND APPOINTMENT OF
BOARD.—

‘‘(1) IN GENERAL.—The Board’’; and
(2) by adding at the end the following new

paragraph:
‘‘(2) APPOINTMENT CRITERIA.—
‘‘(A) EXPERIENCE IN FINANCIAL SERVICES.—In

considering appointments to the Board under
paragraph (1), the President shall give consider-
ation to individuals who, by virtue of their edu-
cation, training, or experience relating to a
broad range of financial services, financial serv-
ices regulation, or financial policy, are espe-
cially qualified to serve on the Board.

‘‘(B) LIMIT ON APPOINTMENT OF CREDIT UNION
OFFICERS.—Not more than 1 member of the
Board may be appointed to the Board from
among individuals who, at the time of the ap-
pointment, are, or have recently been, involved
with any insured credit union as a committee
member, director, officer, employee, or other in-
stitution-affiliated party.’’.
SEC. 206. REPORT AND CONGRESSIONAL REVIEW

REQUIREMENT FOR CERTAIN REGU-
LATIONS.

A regulation prescribed by the Board shall be
treated as a major rule for purposes of chapter
8 of title 5, United States Code, if the regulation
defines, or amends the definition of—

(1) the term ‘‘immediate family or household’’
for purposes of section 109(e)(1) of the Federal
Credit Union Act (as added by section 101 of
this Act); or

(2) the term ‘‘well-defined local community,
neighborhood, or rural district’’ for purposes of
section 109(g) of the Federal Credit Union Act
(as added by section 103 of this Act).

TITLE III—CAPITALIZATION AND NET
WORTH OF CREDIT UNIONS

SEC. 301. PROMPT CORRECTIVE ACTION.
(a) IN GENERAL.—Title II of the Federal Credit

Union Act (12 U.S.C. 1781 et seq.) is amended by
adding at the end the following new section:
‘‘SEC. 216. PROMPT CORRECTIVE ACTION.

‘‘(a) RESOLVING PROBLEMS TO PROTECT
FUND.—

‘‘(1) PURPOSE.—The purpose of this section is
to resolve the problems of insured credit unions
at the least possible long-term loss to the Fund.

‘‘(2) PROMPT CORRECTIVE ACTION REQUIRED.—
The Board shall carry out the purpose of this
section by taking prompt corrective action to re-
solve the problems of insured credit unions.
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‘‘(b) REGULATIONS REQUIRED.—
‘‘(1) INSURED CREDIT UNIONS.—
‘‘(A) IN GENERAL.—The Board shall, by regu-

lation, prescribe a system of prompt corrective
action for insured credit unions that is—

‘‘(i) consistent with this section; and
‘‘(ii) comparable to section 38 of the Federal

Deposit Insurance Act.
‘‘(B) COOPERATIVE CHARACTER OF CREDIT

UNIONS.—The Board shall design the system re-
quired under subparagraph (A) to take into ac-
count that credit unions are not-for-profit co-
operatives that—

‘‘(i) do not issue capital stock;
‘‘(ii) must rely on retained earnings to build

net worth; and
‘‘(iii) have boards of directors that consist pri-

marily of volunteers.
‘‘(2) NEW CREDIT UNIONS.—
‘‘(A) IN GENERAL.—In addition to regulations

under paragraph (1), the Board shall, by regu-
lation, prescribe a system of prompt corrective
action that shall apply to new credit unions in
lieu of this section and the regulations pre-
scribed under paragraph (1).

‘‘(B) CRITERIA FOR ALTERNATIVE SYSTEM.—
The Board shall design the system prescribed
under subparagraph (A)—

‘‘(i) to carry out the purpose of this section;
‘‘(ii) to recognize that credit unions (as co-

operatives that do not issue capital stock) ini-
tially have no net worth, and give new credit
unions reasonable time to accumulate net
worth;

‘‘(iii) to create adequate incentives for new
credit unions to become adequately capitalized
by the time that they either—

‘‘(I) have been in operation for more than 10
years; or

‘‘(II) have more than $10,000,000 in total as-
sets;

‘‘(iv) to impose appropriate restrictions and
requirements on new credit unions that do not
make sufficient progress toward becoming ade-
quately capitalized; and

‘‘(v) to prevent evasion of the purpose of this
section.

‘‘(c) NET WORTH CATEGORIES.—
‘‘(1) IN GENERAL.—For purposes of this section

the following definitions shall apply:
‘‘(A) WELL CAPITALIZED.—An insured credit

union is ‘well capitalized’ if—
‘‘(i) it has a net worth ratio of not less than

7 percent; and
‘‘(ii) it meets any applicable risk-based net

worth requirement under subsection (d).
‘‘(B) ADEQUATELY CAPITALIZED.—An insured

credit union is ‘adequately capitalized’ if—
‘‘(i) it has a net worth ratio of not less than

6 percent; and
‘‘(ii) it meets any applicable risk-based net

worth requirement under subsection (d).
‘‘(C) UNDERCAPITALIZED.—An insured credit

union is ‘undercapitalized’ if—
‘‘(i) it has a net worth ratio of less than 6 per-

cent; or
‘‘(ii) it fails to meet any applicable risk-based

net worth requirement under subsection (d).
‘‘(D) SIGNIFICANTLY UNDERCAPITALIZED.—An

insured credit union is ‘significantly under-
capitalized’—

‘‘(i) if it has a net worth ratio of less than 4
percent; or

‘‘(ii) if—
‘‘(I) it has a net worth ratio of less than 5 per-

cent; and
‘‘(II) it—
‘‘(aa) fails to submit an acceptable net worth

restoration plan within the time allowed under
subsection (f); or

‘‘(bb) materially fails to implement a net
worth restoration plan accepted by the Board.

‘‘(E) CRITICALLY UNDERCAPITALIZED.—An in-
sured credit union is ‘critically undercapital-
ized’ if it has a net worth ratio of less than 2
percent (or such higher net worth ratio, not to
exceed 3 percent, as the Board may specify by
regulation).

‘‘(2) ADJUSTING NET WORTH LEVELS.—
‘‘(A) IN GENERAL.—If, for purposes of section

38(c) of the Federal Deposit Insurance Act, the
Federal banking agencies increase or decrease
the required minimum level for the leverage limit
(as those terms are used in that section 38), the
Board may, by regulation, and subject to sub-
paragraph (B) of this paragraph, correspond-
ingly increase or decrease 1 or more of the net
worth ratios specified in subparagraphs (A)
through (D) of paragraph (1) of this subsection
in an amount that is equal to not more than the
difference between the required minimum level
most recently established by the Federal bank-
ing agencies and 4 percent of total assets (with
respect to institutions regulated by those agen-
cies).

‘‘(B) DETERMINATIONS REQUIRED.—The Board
may increase or decrease net worth ratios under
subparagraph (A) only if the Board—

‘‘(i) determines, in consultation with the Fed-
eral banking agencies, that the reason for the
increase or decrease in the required minimum
level for the leverage limit also justifies the ad-
justment in net worth ratios; and

‘‘(ii) determines that the resulting net worth
ratios are sufficient to carry out the purpose of
this section.

‘‘(C) TRANSITION PERIOD REQUIRED.—If the
Board increases any net worth ratio under this
paragraph, the Board shall give insured credit
unions a reasonable period of time to meet the
increased ratio.

‘‘(d) RISK-BASED NET WORTH REQUIREMENT
FOR COMPLEX CREDIT UNIONS.—

‘‘(1) IN GENERAL.—The regulations required
under subsection (b)(1) shall include a risk-
based net worth requirement for insured credit
unions that are complex, as defined by the
Board based on the portfolios of assets and li-
abilities of credit unions.

‘‘(2) STANDARD.—The Board shall design the
risk-based net worth requirement to take ac-
count of any material risks against which the
net worth ratio required for an insured credit
union to be adequately capitalized may not pro-
vide adequate protection.

‘‘(e) EARNINGS-RETENTION REQUIREMENT AP-
PLICABLE TO CREDIT UNIONS THAT ARE NOT
WELL CAPITALIZED.—

‘‘(1) IN GENERAL.—An insured credit union
that is not well capitalized shall annually set
aside as net worth an amount equal to not less
than 0.4 percent of its total assets.

‘‘(2) BOARD’S AUTHORITY TO DECREASE EARN-
INGS-RETENTION REQUIREMENT.—

‘‘(A) IN GENERAL.—The Board may, by order,
decrease the 0.4 percent requirement in para-
graph (1) with respect to a credit union to the
extent that the Board determines that the de-
crease—

‘‘(i) is necessary to avoid a significant re-
demption of shares; and

‘‘(ii) would further the purpose of this section.
‘‘(B) PERIODIC REVIEW REQUIRED.—The Board

shall periodically review any order issued under
subparagraph (A).

‘‘(f) NET WORTH RESTORATION PLAN RE-
QUIRED.—

‘‘(1) IN GENERAL.—Each insured credit union
that is undercapitalized shall submit an accept-
able net worth restoration plan to the Board
within the time allowed under this subsection.

‘‘(2) ASSISTANCE TO SMALL CREDIT UNIONS.—
The Board (or the staff of the Board) shall,
upon timely request by an insured credit union
with total assets of less than $10,000,000, and
subject to such regulations or guidelines as the
Board may prescribe, assist that credit union in
preparing a net worth restoration plan.

‘‘(3) DEADLINES FOR SUBMISSION AND REVIEW
OF PLANS.—The Board shall, by regulation, es-
tablish deadlines for submission of net worth
restoration plans under this subsection that—

‘‘(A) provide insured credit unions with rea-
sonable time to submit net worth restoration
plans; and

‘‘(B) require the Board to act on net worth
restoration plans expeditiously.

‘‘(4) FAILURE TO SUBMIT ACCEPTABLE PLAN
WITHIN TIME ALLOWED.—

‘‘(A) FAILURE TO SUBMIT ANY PLAN.—If an in-
sured credit union fails to submit a net worth
restoration plan within the time allowed under
paragraph (3), the Board shall—

‘‘(i) promptly notify the credit union of that
failure; and

‘‘(ii) give the credit union a reasonable oppor-
tunity to submit a net worth restoration plan.

‘‘(B) SUBMISSION OF UNACCEPTABLE PLAN.—If
an insured credit union submits a net worth res-
toration plan within the time allowed under
paragraph (3) and the Board determines that
the plan is not acceptable, the Board shall—

‘‘(i) promptly notify the credit union of why
the plan is not acceptable; and

‘‘(ii) give the credit union a reasonable oppor-
tunity to submit a revised plan.

‘‘(5) ACCEPTING PLAN.—The Board may accept
a net worth restoration plan only if the Board
determines that the plan is based on realistic as-
sumptions and is likely to succeed in restoring
the net worth of the credit union.

‘‘(g) RESTRICTIONS ON UNDERCAPITALIZED
CREDIT UNIONS.—

‘‘(1) RESTRICTION ON ASSET GROWTH.—An in-
sured credit union that is undercapitalized shall
not generally permit its average total assets to
increase, unless—

‘‘(A) the Board has accepted the net worth
restoration plan of the credit union for that ac-
tion;

‘‘(B) any increase in total assets is consistent
with the net worth restoration plan; and

‘‘(C) the net worth ratio of the credit union
increases at a rate that is consistent with the
net worth restoration plan.

‘‘(2) RESTRICTION ON MEMBER BUSINESS
LOANS.—Notwithstanding section 107A(a), an
insured credit union that is undercapitalized
may not make any increase in the total amount
of member business loans (as defined in section
107A(c)) outstanding at that credit union at any
one time, until such time as the credit union be-
comes adequately capitalized.

‘‘(h) MORE STRINGENT TREATMENT BASED ON
OTHER SUPERVISORY CRITERIA.—With respect to
the exercise of authority by the Board under
regulations comparable to section 38(g) of the
Federal Deposit Insurance Act—

‘‘(1) the Board may not reclassify an insured
credit union into a lower net worth category, or
treat an insured credit union as if it were in a
lower net worth category, for reasons not per-
taining to the safety and soundness of that
credit union; and

‘‘(2) the Board may not delegate its authority
to reclassify an insured credit union into a
lower net worth category or to treat an insured
credit union as if it were in a lower net worth
category.

‘‘(i) ACTION REQUIRED REGARDING CRITICALLY
UNDERCAPITALIZED CREDIT UNIONS.—

‘‘(1) IN GENERAL.—The Board shall, not later
than 90 days after the date on which an insured
credit union becomes critically undercapital-
ized—

‘‘(A) appoint a conservator or liquidating
agent for the credit union; or

‘‘(B) take such other action as the Board de-
termines would better achieve the purpose of
this section, after documenting why the action
would better achieve that purpose.

‘‘(2) PERIODIC REDETERMINATIONS REQUIRED.—
Any determination by the Board under para-
graph (1)(B) to take any action with respect to
an insured credit union in lieu of appointing a
conservator or liquidating agent shall cease to
be effective not later than the end of the 180-day
period beginning on the date on which the de-
termination is made, and a conservator or liq-
uidating agent shall be appointed for that credit
union under paragraph (1)(A), unless the Board
makes a new determination under paragraph
(1)(B) before the end of the effective period of
the prior determination.

‘‘(3) APPOINTMENT OF LIQUIDATING AGENT RE-
QUIRED IF OTHER ACTION FAILS TO RESTORE NET
WORTH.—



CONGRESSIONAL RECORD — SENATES8960 July 24, 1998
‘‘(A) IN GENERAL.—Notwithstanding para-

graphs (1) and (2), the Board shall appoint a
liquidating agent for an insured credit union if
the credit union is critically undercapitalized on
average during the calendar quarter beginning
18 months after the date on which the credit
union became critically undercapitalized.

‘‘(B) EXCEPTION.—Notwithstanding subpara-
graph (A), the Board may continue to take such
other action as the Board determines to be ap-
propriate in lieu of appointment of a liquidating
agent if—

‘‘(i) the Board determines that—
‘‘(I) the insured credit union has been in sub-

stantial compliance with an approved net worth
restoration plan that requires consistent im-
provement in the net worth of the credit union
since the date of the approval of the plan; and

‘‘(II) the insured credit union has positive net
income or has an upward trend in earnings that
the Board projects as sustainable; and

‘‘(ii) the Board certifies that the credit union
is viable and not expected to fail.

‘‘(4) NONDELEGATION.—
‘‘(A) IN GENERAL.—Except as provided in sub-

paragraph (B), the Board may not delegate the
authority of the Board under this subsection.

‘‘(B) EXCEPTION.—The Board may delegate
the authority of the Board under this subsection
with respect to an insured credit union that has
less than $5,000,000 in total assets, if the Board
permits the credit union to appeal any adverse
action to the Board.

‘‘(j) REVIEW REQUIRED WHEN FUND INCURS
MATERIAL LOSS.—For purposes of determining
whether the Fund has incurred a material loss
with respect to an insured credit union (such
that the inspector general of the Board must
make a report), a loss is material if it exceeds
the sum of—

‘‘(1) $10,000,000; and
‘‘(2) an amount equal to 10 percent of the

total assets of the credit union at the time at
which the Board initiated assistance under sec-
tion 208 or was appointed liquidating agent.

‘‘(k) APPEALS PROCESS.—Material supervisory
determinations, including decisions to require
prompt corrective action, made pursuant to this
section by Administration officials other than
the Board may be appealed to the Board pursu-
ant to the independent appellate process re-
quired by section 309 of the Riegle Community
Development and Regulatory Improvement Act
of 1994 (or, if the Board so specifies, pursuant to
separate procedures prescribed by regulation).

‘‘(l) CONSULTATION AND COOPERATION WITH
STATE CREDIT UNION SUPERVISORS.—

‘‘(1) IN GENERAL.—In implementing this sec-
tion, the Board shall consult and seek to work
cooperatively with State officials having juris-
diction over State-chartered insured credit
unions.

‘‘(2) EVALUATING NET WORTH RESTORATION
PLAN.—In evaluating any net worth restoration
plan submitted by a State-chartered insured
credit union, the Board shall seek the views of
the State official having jurisdiction over the
credit union.

‘‘(3) DECIDING WHETHER TO APPOINT CON-
SERVATOR OR LIQUIDATING AGENT.—With respect
to any decision by the Board on whether to ap-
point a conservator or liquidating agent for a
State-chartered insured credit union—

‘‘(A) the Board shall—
‘‘(i) seek the views of the State official having

jurisdiction over the credit union; and
‘‘(ii) give that official an opportunity to take

the proposed action;
‘‘(B) the Board shall, upon timely request of

an official referred to in subparagraph (A),
promptly provide the official with—

‘‘(i) a written statement of the reasons for the
proposed action; and

‘‘(ii) reasonable time to respond to that state-
ment;

‘‘(C) if the official referred to in subparagraph
(A) makes a timely written response that dis-
agrees with the proposed action and gives rea-

sons for that disagreement, the Board shall not
appoint a conservator or liquidating agent for
the credit union, unless the Board, after consid-
ering the views of the official, has determined
that—

‘‘(i) the Fund faces a significant risk of loss
with respect to the credit union if a conservator
or liquidating agent is not appointed; and

‘‘(ii) the appointment is necessary to reduce—
‘‘(I) the risk that the Fund would incur a loss

with respect to the credit union; or
(II) any loss that the Fund is expected to

incur with respect to the credit union; and
‘‘(D) the Board may not delegate any deter-

mination under subparagraph (C).
‘‘(m) CORPORATE CREDIT UNIONS EXEMPTED.—

This section does not apply to any insured cred-
it union that—

‘‘(1) operates primarily for the purpose of
serving credit unions; and

‘‘(2) permits individuals to be members of the
credit union only to the extent that applicable
law requires that such persons own shares.

‘‘(n) OTHER AUTHORITY NOT AFFECTED.—This
section does not limit any authority of the
Board or a State to take action in addition to
(but not in derogation of) that required under
this section.

‘‘(o) DEFINITIONS.—For purposes of this sec-
tion the following definitions shall apply:

‘‘(1) FEDERAL BANKING AGENCY.—The term
‘Federal banking agency’ has the same meaning
as in section 3 of the Federal Deposit Insurance
Act.

‘‘(2) NET WORTH.—The term ‘net worth’—
‘‘(A) with respect to any insured credit union,

means retained earnings balance of the credit
union, as determined under generally accepted
accounting principles; and

‘‘(B) with respect to a low-income credit
union, includes secondary capital accounts that
are—

‘‘(i) uninsured; and
‘‘(ii) subordinate to all other claims against

the credit union, including the claims of credi-
tors, shareholders, and the Fund.

‘‘(3) NET WORTH RATIO.—The term ‘net worth
ratio’ means, with respect to a credit union, the
ratio of the net worth of the credit union to the
total assets of the credit union.

‘‘(4) NEW CREDIT UNION.—The term ‘new credit
union’ means an insured credit union that—

‘‘(A) has been in operation for less than 10
years; and

‘‘(B) has not more than $10,000,000 in total as-
sets.’’.

(b) CONSERVATORSHIP AND LIQUIDATION
AMENDMENTS TO FACILITATE PROMPT CORREC-
TIVE ACTION.—

(1) CONSERVATORSHIP.—Section 206(h) of the
Federal Credit Union Act (12 U.S.C. 1786(h)) is
amended—

(A) in paragraph (1)—
(i) in subparagraph (D), by striking ‘‘or’’ at

the end;
(ii) in subparagraph (E), by striking the pe-

riod at the end and inserting a semicolon; and
(iii) by adding at the end the following new

subparagraphs:
‘‘(F) the credit union is significantly under-

capitalized, as defined in section 216, and has
no reasonable prospect of becoming adequately
capitalized, as defined in section 216; or

‘‘(G) the credit union is critically under-
capitalized, as defined in section 216.’’; and

(B) in paragraph (2)—
(i) in subparagraph (A), by striking ‘‘In the

case’’ and inserting ‘‘Except as provided in sub-
paragraph (C), in the case’’; and

(ii) by adding at the end the following new
subparagraph:

‘‘(C) In the case of a State-chartered insured
credit union, the authority conferred by sub-
paragraphs (F) and (G) of paragraph (1) may
not be exercised unless the Board has complied
with section 216(l).’’.

(2) LIQUIDATION.—Section 207(a) of the Fed-
eral Credit Union Act (12 U.S.C. 1787(a)) is
amended—

(A) in paragraph (1)(A), by striking ‘‘himself’’
and inserting ‘‘itself’’; and

(B) by adding at the end the following new
paragraph:

‘‘(3) LIQUIDATION TO FACILITATE PROMPT COR-
RECTIVE ACTION.—The Board may close any
credit union for liquidation, and appoint itself
or another (including, in the case of a State-
chartered insured credit union, the State official
having jurisdiction over the credit union) as liq-
uidating agent of that credit union, if—

‘‘(A) the Board determines that—
‘‘(i) the credit union is significantly under-

capitalized, as defined in section 216, and has
no reasonable prospect of becoming adequately
capitalized, as defined in section 216; or

‘‘(ii) the credit union is critically under-
capitalized, as defined in section 216; and

‘‘(B) in the case of a State-chartered insured
credit union, the Board has complied with sec-
tion 216(l).’’.

(c) CONSULTATION REQUIRED.—In developing
regulations to implement section 216 of the Fed-
eral Credit Union Act (as added by subsection
(a) of this section), the Board shall consult with
the Secretary, the Federal banking agencies,
and the State officials having jurisdiction over
State-chartered insured credit unions.

(d) DEADLINES FOR REGULATIONS.—
(1) IN GENERAL.—Except as provided in para-

graph (2), the Board shall—
(A) publish in the Federal Register proposed

regulations to implement section 216 of the Fed-
eral Credit Union Act (as added by subsection
(a) of this section) not later than 270 days after
the date of enactment of this Act; and

(B) promulgate final regulations to implement
that section 216 not later than 18 months after
the date of enactment of this Act.

(2) RISK-BASED NET WORTH REQUIREMENT.—
(A) ADVANCE NOTICE OF PROPOSED RULE-

MAKING.—Not later than 180 days after the date
of enactment of this Act, the Board shall pub-
lish in the Federal Register an advance notice of
proposed rulemaking, as required by section
216(d) of the Federal Credit Union Act, as added
by this Act.

(B) FINAL REGULATIONS.—The Board shall
promulgate final regulations, as required by
that section 216(d) not later than 2 years after
the date of enactment of this Act.

(e) EFFECTIVE DATE.—
(1) IN GENERAL.—Except as provided in para-

graph (2), section 216 of the Federal Credit
Union Act (as added by this section) shall be-
come effective 2 years after the date of enact-
ment of this Act.

(2) RISK-BASED NET WORTH REQUIREMENT.—
Section 216(d) of the Federal Credit Union Act
(as added by this section) shall become effective
on January 1, 2001.

(f) REPORT TO CONGRESS REQUIRED.—When
the Board publishes proposed regulations pursu-
ant to subsection (d)(1)(A), or promulgates final
regulations pursuant to subsection (d)(1)(B), the
Board shall submit to the Congress a report that
specifically explains—

(1) how the regulations carry out section
216(b)(1)(B) of the Federal Credit Union Act (as
added by this section), relating to the coopera-
tive character of credit unions; and

(2) how the regulations differ from section 38
of the Federal Deposit Insurance Act, and the
reasons for those differences.

(g) CONFORMING AMENDMENTS.—
(1) AMENDMENTS RELATING TO ENFORCEMENT

OF PROMPT CORRECTIVE ACTION.—Section 206(k)
of the Federal Credit Union Act (12 U.S.C.
1786(k)) is amended—

(A) in paragraph (1), by inserting ‘‘or section
216’’ after ‘‘this section’’ each place it appears;
and

(B) in paragraph (2)(A)(ii), by inserting ‘‘, or
any final order under section 216’’ before the
semicolon.

(2) CONFORMING AMENDMENT REGARDING AP-
POINTMENT OF STATE CREDIT UNION SUPERVISOR
AS CONSERVATOR.—Section 206(h)(1) of the Fed-
eral Credit Union Act (12 U.S.C. 1786(h)(1)) is
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amended by inserting ‘‘or another (including, in
the case of a State-chartered insured credit
union, the State official having jurisdiction over
the credit union)’’ after ‘‘appoint itself’’.

(3) AMENDMENT REPEALING SUPERSEDED PRO-
VISION.—Section 116 of the Federal Credit Union
Act (12 U.S.C. 1762) is repealed.
SEC. 302. NATIONAL CREDIT UNION SHARE IN-

SURANCE FUND EQUITY RATIO,
AVAILABLE ASSETS RATIO, AND
STANDBY PREMIUM CHARGE.

(a) IN GENERAL.—Section 202 of the Federal
Credit Union Act (12 U.S.C. 1782) is amended—

(1) by striking subsection (b) and inserting the
following:

‘‘(b) CERTIFIED STATEMENT.—
‘‘(1) STATEMENT REQUIRED.—
‘‘(A) IN GENERAL.—For each calendar year, in

the case of an insured credit union with total
assets of not more than $50,000,000, and for each
semi-annual period in the case of an insured
credit union with total assets of $50,000,000 or
more, an insured credit union shall file with the
Board, at such time as the Board prescribes, a
certified statement showing the total amount of
insured shares in the credit union at the close of
the relevant period and both the amount of its
deposit or adjustment of deposit and the amount
of the insurance charge due to the Fund for
that period, both as computed under subsection
(c).

‘‘(B) EXCEPTION FOR NEWLY INSURED CREDIT
UNION.—Subparagraph (A) shall not apply with
respect to a credit union that became insured
during the reporting period.

‘‘(2) FORM.—The certified statements required
to be filed with the Board pursuant to this sub-
section shall be in such form and shall set forth
such supporting information as the Board shall
require.

‘‘(3) CERTIFICATION.—The president of the
credit union or any officer designated by the
board of directors shall certify, with respect to
each statement required to be filed with the
Board pursuant to this subsection, that to the
best of his or her knowledge and belief the state-
ment is true, correct, complete, and in accord-
ance with this title and the regulations issued
under this title.’’;

(2) in subsection (c)(1)(A), by striking clause
(iii) and inserting the following:

‘‘(iii) PERIODIC ADJUSTMENT.—The amount of
each insured credit union’s deposit shall be ad-
justed as follows, in accordance with procedures
determined by the Board, to reflect changes in
the credit union’s insured shares:

‘‘(I) annually, in the case of an insured credit
union with total assets of not more than
$50,000,000; and

‘‘(II) semi-annually, in the case of an insured
credit union with total assets of $50,000,000 or
more.’’;

(3) in subsection (c), by striking paragraphs
(2) and (3) and inserting the following:

‘‘(2) INSURANCE PREMIUM CHARGES.—
‘‘(A) IN GENERAL.—Each insured credit union

shall, at such times as the Board prescribes (but
not more than twice in any calendar year), pay
to the Fund a premium charge for insurance in
an amount stated as a percentage of insured
shares (which shall be the same for all insured
credit unions).

‘‘(B) RELATION OF PREMIUM CHARGE TO EQ-
UITY RATIO OF FUND.—The Board may assess a
premium charge only if—

‘‘(i) the Fund’s equity ratio is less than 1.3
percent; and

‘‘(ii) the premium charge does not exceed the
amount necessary to restore the equity ratio to
1.3 percent.

‘‘(C) PREMIUM CHARGE REQUIRED IF EQUITY
RATIO FALLS BELOW 1.2 PERCENT.—If the Fund’s
equity ratio is less than 1.2 percent, the Board
shall, subject to subparagraph (B), assess a pre-
mium charge in such an amount as the Board
determines to be necessary to restore the equity
ratio to, and maintain that ratio at, 1.2 percent.

‘‘(3) DISTRIBUTIONS FROM FUND REQUIRED.—

‘‘(A) IN GENERAL.—The Board shall effect a
pro rata distribution to insured credit unions
after each calendar year if, as of the end of that
calendar year—

‘‘(i) any loans to the Fund from the Federal
Government, and any interest on those loans,
have been repaid;

‘‘(ii) the Fund’s equity ratio exceeds the nor-
mal operating level; and

‘‘(iii) the Fund’s available assets ratio exceeds
1.0 percent.

‘‘(B) AMOUNT OF DISTRIBUTION.—The Board
shall distribute under subparagraph (A) the
maximum possible amount that—

‘‘(i) does not reduce the Fund’s equity ratio
below the normal operating level; and

‘‘(ii) does not reduce the Fund’s available as-
sets ratio below 1.0 percent.

‘‘(C) CALCULATION BASED ON CERTIFIED STATE-
MENTS.—In calculating the Fund’s equity ratio
and available assets ratio for purposes of this
paragraph, the Board shall determine the aggre-
gate amount of the insured shares in all insured
credit unions from insured credit unions cer-
tified statements under subsection (b) for the
final reporting period of the calendar year re-
ferred to in subparagraph (A).’’;

(4) in subsection (c), by adding at the end the
following new paragraph:

‘‘(4) TIMELINESS AND ACCURACY OF DATA.—In
calculating the available assets ratio and equity
ratio of the Fund, the Board shall use the most
current and accurate data reasonably avail-
able.’’; and

(5) by striking subsection (h) and inserting the
following:

‘‘(h) DEFINITIONS.—For purposes of this sec-
tion, the following definitions shall apply:

‘‘(1) AVAILABLE ASSETS RATIO.—The term
‘available assets ratio’, when applied to the
Fund, means the ratio of—

‘‘(A) the amount determined by subtracting—
‘‘(i) direct liabilities of the Fund and contin-

gent liabilities for which no provision for losses
has been made, from

‘‘(ii) the sum of cash and the market value of
unencumbered investments authorized under
section 203(c), to

‘‘(B) the aggregate amount of the insured
shares in all insured credit unions.

‘‘(2) EQUITY RATIO.—The term ‘equity ratio’,
when applied to the Fund, means the ratio of—

‘‘(A) the amount of Fund capitalization, in-
cluding insured credit unions’ 1 percent capital-
ization deposits and the retained earnings bal-
ance of the Fund (net of direct liabilities of the
Fund and contingent liabilities for which no
provision for losses has been made); to

‘‘(B) the aggregate amount of the insured
shares in all insured credit unions.

‘‘(3) INSURED SHARES.—The term ‘insured
shares’, when applied to this section, includes
share, share draft, share certificate, and other
similar accounts as determined by the Board,
but does not include amounts exceeding the in-
sured account limit set forth in section 207(c)(1).

‘‘(4) NORMAL OPERATING LEVEL.—The term
‘normal operating level’, when applied to the
Fund, means an equity ratio specified by the
Board, which shall be not less than 1.2 percent
and not more than 1.5 percent.’’.

(b) EFFECTIVE DATE.—This section and the
amendments made by this section shall become
effective on January 1 of the first calendar year
beginning more than 180 days after the date of
enactment of this Act.
SEC. 303. ACCESS TO LIQUIDITY.

Section 204 of the Federal Credit Union Act
(12 U.S.C. 1784) is amended by adding at the end
the following new subsections:

‘‘(f) ACCESS TO LIQUIDITY.—The Board shall—
‘‘(1) periodically assess the potential liquidity

needs of each insured credit union, and the op-
tions that the credit union has available for
meeting those needs; and

‘‘(2) periodically assess the potential liquidity
needs of insured credit unions as a group, and

the options that insured credit unions have
available for meeting those needs.

‘‘(g) SHARING INFORMATION WITH FEDERAL
RESERVE BANKS.—The Board shall, for the pur-
pose of facilitating insured credit unions’ access
to liquidity, make available to the Federal re-
serve banks (subject to appropriate assurances
of confidentiality) information relevant to mak-
ing advances to such credit unions, including
the Board’s reports of examination.’’.
TITLE IV—MISCELLANEOUS PROVISIONS

SEC. 401. STUDY AND REPORT ON DIFFERING
REGULATORY TREATMENT.

(a) STUDY.—The Secretary shall conduct a
study of—

(1) the differences between credit unions and
other federally insured financial institutions,
including regulatory differences with respect to
regulations enforced by the Office of Thrift Su-
pervision, the Office of the Comptroller of the
Currency, the Federal Deposit Insurance Cor-
poration, and the Administration; and

(2) the potential effects of the application of
Federal laws, including Federal tax laws, on
credit unions in the same manner as those laws
are applied to other federally insured financial
institutions.

(b) REPORT.—Not later than 1 year after the
date of enactment of this Act, the Secretary
shall submit a report to the Congress on the re-
sults of the study required by subsection (a).
SEC. 402. REVIEW OF REGULATIONS AND PAPER-

WORK REDUCTION.
Section 303 of the Riegle Community Develop-

ment and Regulatory Improvement Act of 1994
(12 U.S.C. 4803) is amended to read as follows:
‘‘SEC. 303. REGULAR REVIEW OF REGULATIONS

AND PAPERWORK REDUCTION.
‘‘(a) REVIEW.—During the 1-year period fol-

lowing the date of enactment of the Credit
Union Membership Access Act, each Federal
banking agency and the National Credit Union
Administration shall, to the maximum extent
possible and consistent with the principles of
safety and soundness, statutory law and policy,
and the public interest—

‘‘(1) conduct a review of the regulations and
written policies of each such agency—

‘‘(A) to streamline and modify those regula-
tions and policies in order to improve efficiency,
reduce unnecessary costs, and reduce the paper-
work burden for insured depository institutions;
and

‘‘(B) to remove inconsistencies and outmoded
and duplicative requirements; and

‘‘(2) work jointly to make uniform all regula-
tions and guidelines implementing common stat-
utory or supervisory policies.

‘‘(b) REPORT TO CONGRESS.—Not later than 1
year after the date of enactment of the Credit
Union Membership Access Act, each agency re-
ferred to in subsection (a) shall submit a report
to Congress detailing the progress of the agency
in carrying out this section and making rec-
ommendations to the Congress on the need for
statutory changes, if any, that would assist in
the effort to reduce the paperwork burden for
insured institutions.’’.
SEC. 403. TREASURY REPORT ON REDUCED TAX-

ATION AND VIABILITY OF SMALL
BANKS.

The Secretary shall, not later than 1 year
after the date of enactment of this Act, submit
a report to the Congress containing—

(1) recommendations for such legislative and
administrative action as the Secretary deems ap-
propriate, that would reduce and simplify the
tax burden for—

(A) insured depository institutions having less
than $1,000,000,000 in assets; and

(B) banks having total assets of not less than
$1,000,000,000 nor more than $10,000,000,000; and

(2) any other recommendations that the Sec-
retary deems appropriate that would preserve
the viability and growth of small banking insti-
tutions in the United States.

PRIVILEGE OF THE FLOOR

Mr. SARBANES. Mr. President, I ask
unanimous consent that Dean
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Shahinian of our committee be allowed
on the floor of the Senate during con-
sideration of this bill.

The PRESIDING OFFICER (Mr. AL-
LARD). Without objection, it is so or-
dered.

Mr. D’AMATO addressed the Chair.
The PRESIDING OFFICER. The Sen-

ator from New York is recognized.
Mr. D’AMATO. Mr. President, I ask

unanimous consent that staff of the
Committee on Banking, Housing, and
Urban Affairs be permitted access to
the floor during consideration of this
bill.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. D’AMATO addressed the Chair.
The PRESIDING OFFICER. The Sen-

ator from New York is recognized.
Mr. D’AMATO. Mr. President, today,

we consider H.R. 1151, the Credit Union
Membership Access Act, which is criti-
cal legislation. It is legislation nec-
essary to preserve the ability of all
Americans to join the credit union of
their choice, and to ensure that 73 mil-
lion Americans who are currently
members of a credit union in no way
have their membership status jeopard-
ized.

Credit unions work, Mr. President.
They work for working families, they
work for the little guy. And in their
hour of gravest need, it is time for Con-
gress to work for them. I urge my col-
leagues to support this legislation as
enthusiastically as our friends in the
House did—by an overwhelming vote of
411–8. I am confident that we will act
to preserve the rights of all Americans
to join credit unions now and into the
future.

Mr. President, this legislation was
crafted in response to a Supreme Court
ruling that was decided on a very nar-
row legal point, handed down on Feb-
ruary 25 of this year. That ruling
placed 20 million Americans in imme-
diate jeopardy and tens of millions of
others of being kicked out of the credit
unions they belong to. Who are these
Americans? They are small business
employees and small business owners,
low- and moderate-income earners,
farmers, laborers, church members—
the hard-working American men and
women who have a right to affordable
financial services as much as anyone
else.

For decades, the American dream has
been made a reality by credit unions.
These cooperatives reach out to indi-
viduals, associations and communities
who have had the door slammed in
their faces by other financial institu-
tions. Make no mistake about it, Mr.
President, the economy, while strong
today, the economy—such that people
can get loans for a variety of reasons—
may not always be that strong. I hope
it is. But if history is any reminder of
what may be in the future, there will
be difficult times.

It has always been the credit union
that has given to the little guy, the
forgotten middle class—I don’t mean
little in terms of size and not as a pejo-

rative, but indeed I am talking about
the backbone of this country—the op-
portunity to look his or her neighbor
in the eye, who knows that they are
good and who knows they will work to
pay back that loan, as opposed to
somebody 2,000 miles away who doesn’t
even see that person, who gets an ap-
plication, who views it in terms of
what the income is or the fact that the
person is out of work, or the fact that
the person has a small farm and is run-
ning against tough times and says, no,
and turns them down.

It has traditionally been the credit
union neighbor, knowing a neighbor
employee, working next to his co-em-
ployee, recognizing their needs, mak-
ing that money available so they can
send their kid to school. It is one of the
great strengths of this country, and it
gives us economic diversity, it gives
people choice, and it provides competi-
tion.

There are those who do not like com-
petition, who set up a whole series—al-
most a canard as to, ‘‘Oh, no; credit
unions are a problem.’’ They are a
problem, because they give people af-
fordable opportunities to borrow at the
lowest rates, because they don’t pay in-
come taxes. Why? They are not paying
dividends out to people. Where do those
moneys go? Those moneys go so that
additional loans are available to their
members. I love it. I think it is great.
I think it really is Americana at its
best.

During good and prosperous times,
we should not turn away and we should
not create conditions that make it dif-
ficult, if not impossible, for them to
serve the needs of our neighbors and
our friends, and people in all of our
communities.

Mr. President, it is not good enough
to say, ‘‘I am going to vote for a credit
union bill,’’ and then attempt to fix a
whole series of measures aimed at im-
peding the credit unions from doing
their job. There are going to be some of
my good friends and colleagues who are
going to come here and say, ‘‘We want
to make it possible for others in the fi-
nancial services area to recognize that
we love them and we care for them,’’ et
cetera.

There are going to be a number of
amendments that are going to be put
forth. Some of these amendments, and
one in particular, one that would at-
tempt to remove the Community Rein-
vestment Act from the obligation of
community banks—if that is passed,
that will spell a veto of this bill.

I am not suggesting to you we
shouldn’t help community banks. I
want to help them. Indeed, our Presi-
dent who presides today has come
forth. I want to commend the Senator
from Colorado for some very creative,
long overdue actions to help commu-
nity banks in the most positive way by
seeing to it that they do not have un-
fair tax burdens placed upon them, by
seeing that they have the opportunity
to expand their board of directors or
their shareholders, the number of

shareholders, without falling into an-
other taxable area.

There are things we can do and
should be doing. But we shouldn’t be
attempting to do them, in my opinion,
on this bill because it clouds the issue
of whether or not we are going to give
credit unions the opportunity to con-
tinue to serve their people.

Let me suggest this. Our Senate bill
goes much further than the House bill
to ensure the safety and the soundness
of credit unions through tougher, more
detailed provisions requiring a system
of prompt, corrective action for feder-
ally insured credit unions.

This is not a giveaway. This is not
the same bill that came from the
House. It is improved. It is tougher on
them and fairer on them. We sat down
and negotiated with them. We said to
them that we are not going to place at
risk the FDIC insurance for the Amer-
ican taxpayer. They agreed.

The system is be patterned after the
prompt corrective action provisions of
the Federal Deposit Insurance Act.
This is a different bill from the one
that comes from the House. It is aimed
at protecting our taxpayers.

The Senate bill also includes for the
first time capital requirements for all
federally insured credit unions, includ-
ing a risk-based capital requirement
for complex credit unions. Together,
these provisions represent the most
significant legislative reform of credit
union safety and soundness since 1970
when the National Credit Union insur-
ance fund was created.

We have included the enhanced safe-
ty and soundness provisions upon the
recommendation of the Treasury De-
partment following an extensive Treas-
ury Department study placed in legis-
lation by our colleague, Senator BEN-
NETT. These are basic, prudent ap-
proaches to successfully manage any fi-
nancial institution that Congress has
already applied to banks and thrifts. In
the long run, it is the American tax-
payer that we protect by assuring that
credit unions reach and attain high
levels of capital, or face restrictions
with respect to their operations.

Credit unions, no matter how small
or how large, need a sufficient capital
buffer to handle unexpected downturns
in the economy and subsequent losses.
The capital requirements in this bill
will see to it that those goals are
achieved.

We all know how important preven-
tion is, along with legislative over-
sight, when dealing with financial in-
stitutions. Credit unions are no dif-
ferent from other financial institutions
when it comes to prevention and over-
sight.

There are those who will say you are
going in and giving to the masses. No.
We responded to their legitimate con-
cerns that they can continue business.
But we have tougher end requirements
as it relates to sound operation and
oversight and the ability to close those
down who may not be meeting their ob-
ligations.
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In 1991, the GAO issued an extensive

study which detailed the recommenda-
tions for corporate credit union invest-
ments and capital ratios that were
later adopted. These recommendations
were also adopted by the NCUA.

The failure of Cap Corp. in 1995 raised
specific concerns about the interest
rate risk that corporate credit unions
were taking. Our committee held hear-
ings in early 1995 and later reported
out a bill, S. 883. In 1997, NCUA issued
a comprehensive revision of the rules
governing corporate credit unions to
address concerns arising from the fail-
ure of Cap Corp.

Mr. President, credit unions all over
are now in solid shape, as concluded in
the exhaustive study done by Treasury
last year. The new safety and sound-
ness provisions, as recommended by
the Treasury Department, will further
strengthen insured credit unions across
the country and, in so doing, protect
our taxpayers.

Our legislation also goes much fur-
ther than the House in placing for the
first time significant restrictions on
member business loans. We are going
to hear something about that. We are
going to hear that we should restrict
loans that credit unions can make.
While the House bill simply puts a
freeze on current regulations and re-
quires a study, our bill places statu-
tory limits on the amount of total
business loans available for credit
unions.

This is not a bill crafted to please all.
This is a bill crafted to permit credit
unions to do that which they do best—
to make those loans, those personal
loans to their members, and, yes, to
meet the needs of the small business-
men.

In the Senate bill, the total amount
of outstanding member business loans
of a federally insured credit union can-
not exceed 12.25 percent of the assets of
the credit union. Credit unions that be-
come undercapitalized—that is, less
than 6 percent of their net worth—are
prohibited from making new commer-
cial loans that would result in an in-
crease in the total amount of member
business loans outstanding. Credit
unions that presently exceed the mem-
ber business loan limits will be given 3
years in which to come into compli-
ance.

Mr. President, this is a pretty tough
loan limitation, the first time. It is not
in the House bill—never had any limi-
tations on business loans. There are
going to be some who genuinely feel
that should be curtailed even further. I
would suggest to go further would real-
ly do violence to the ability of almost
200 of the Nation’s 1,500 credit unions
that make these loans available today.
It is unintended mischief that will take
place if that legislation passes. I say
‘‘unintended,’’ Mr. President. Notwith-
standing unintended, the consequences
will not be fair and will be disruptive.

These restrictions on business lend-
ing in our bill are real and they are
meaningful, and together with the ex-

panded safety and soundness provisions
in title III of the bill, we will ensure
that credit union business lending does
not present any safety and soundness
concerns. In a July 13 letter to the ma-
jority leader, Secretary Rubin has stat-
ed Treasury’s position that the prompt
corrective action in capital standard
provisions in the bill represent an ade-
quate response to any safety and
soundness concerns about credit union
business lending.

Furthermore, I have a copy of the
statement of the administration policy
dated July 22, 1998, which states that
there is no safety and soundness basis
for additional business loan require-
ments.

I ask unanimous consent that Sec-
retary Rubin’s letter and the State-
ment of the Administration Policy be
printed in the RECORD.

There being no objection, the mate-
rial was ordered to be printed in the
RECORD, as follows:

DEPARTMENT OF THE TREASURY,
Washington, DC, July 13, 1998.

Hon. TRENT LOTT,
Majority Leader, U.S. Senate,
Washington, DC.

DEAR TRENT: I appreciate your scheduling
H.R. 1151, the Credit Union Membership Ac-
cess Act, for Senate floor action beginning
July 17. I am writing to urge expeditious
Senate passage of the bill—as approved by
the Banking Committee on April 30—without
any extraneous amendments.

In revising the statute governing federal
credit unions’ field of membership, the bill
would protect existing credit union members
and membership groups, and remove uncer-
tainty created by the Supreme Court’s AT&T
decision.

The bill’s safety and soundness provisions
would represent the most significant legisla-
tive reform of credit union safety and sound-
ness safeguards since the creation of the Na-
tional Credit Union Share Insurance Fund in
1970. The bill would institute capital stand-
ards for all federally insured credit unions,
including a risk-based capital requirement
for complex credit unions. It would create a
system of prompt corrective action—specifi-
cally tailored to credit unions as not-for-
profit, member-owned cooperatives. It would
also take a series of steps to make the Share
Insurance Fund even stronger and more re-
silient.

These reforms involve little cost or burden
to credit unions today, yet they could pay
enormous dividends in more difficult times.

The bill rightly reaffirms and reinforces
credit unions’ mission of serving persons of
modest means. Section 204 would require
periodic review of each federally insured
credit union’s record of meeting the needs of
such persons within its field of membership.
This requirement is flexible, tailored to cred-
it unions, and will impose no unreasonable
burden. It rests on the Congressionally man-
dated mission of credit unions and on the
benefits of federal deposit insurance. Such
deposit insurance gives credit union mem-
bers ironclad assurance about the safety of
their savings, and thus helps credit unions
compete for deposits with larger, more wide-
ly known financial institutions (just as it
helps community banks and thrifts). Section
204 is particularly appropriate in view of how
the bill liberalizes the common bond require-
ment and thus facilitates credit unions’ ex-
pansion beyond their core membership
groups.

Finally, I would like to comment on the
safety and soundness of credit unions’ busi-

ness lending. Credit unions may make busi-
ness loans only to their members, and can-
not make loans to business corporations.
Under the National Credit Union Adminis-
tration’s regulations, each business loan
must be fully secured with good-quality col-
lateral, the borrower must be personally lia-
ble on the loan, and business loans to any
one borrower generally cannot exceed 15 per-
cent of the credit union’s reserves. Credit
unions’ business loans have delinquency
rates that are comparable to those on com-
mercial loans made by community banks
and thrifts, and charge-off (i.e., loss) rates
that compare favorably with those of banks
and thrifts. We believe that existing safe-
guards—together with such new statutory
protections as the 6 percent capital require-
ment, the risk-based capital requirement for
complex credit unions, and the system of
prompt corrective action—represent an ade-
quate response to safety and soundness con-
cerns about credit unions’ business lending.

We look forward to working with you and
other Senators to secure expeditious passage
of a clean bill.

Sincerely,
ROBERT E. RUBIN,

Secretary of the Treasury.

STATEMENT OF ADMINISTRATION POLICY

H.R. 1151—CREDIT UNION MEMBERSHIP ACCESS
ACT

The Administration strongly supports Sen-
ate passage of H.R. 1151, as approved by the
Senate Banking Committee, without extra-
neous or controversial amendments. The full
Senate should reject amendments rejected at
the Banking Committee mark-up, such as
the amendment that would substantially
weaken the Community Reinvestment Act
by exempting certain banks from the Act’s
requirements. If H.R. 1151 were presented to
the President with such an amendment, the
Secretary of the Treasury would recommend
that the President veto the bill.

The Senate Banking Committee version re-
flects a careful balancing of important goals:
(1) protecting existing credit union members
and membership groups; (2) removing uncer-
tainty created by the Supreme Court’s AT&T
decision; (3) facilitating credit union expan-
sion beyond core membership groups in ap-
propriate circumstances, such as when nec-
essary to meet the needs of underserved
areas; (4) reforming credit union safety and
soundness safeguards, by instituting capital
standards and a risk-based capital require-
ment, as well as further strengthening the
Share Insurance Fund; and (5) reaffirming
and reinforcing credit unions’ mission of
serving persons of modest means. The Ad-
ministration strongly opposes any efforts to
upset this balance by stripping the bill of
any of these important provisions.

Specifically, Section 204 would require
periodic review of each Federally-insured
credit union’s record of meeting the needs of
such persons within its membership. This re-
quirement is flexible, tailored to credit
unions, and will impose no unreasonable bur-
den. It rests on the Congressionally man-
dated mission of credit unions and on the
benefits of Federal deposit insurance. Inclu-
sion of Section 204 is particularly important
to keeping credit unions focused on their
public mission in view of how the bill liberal-
izes the common bond requirement.

In addition, the Administration sees no
safety and soundness basis for an amend-
ment that would limit the ability of credit
unions to make business loans to their mem-
bers. Existing safeguards, coupled with the
new capital and other reforms in the bill, are
sufficient to protect against any safety and
soundness risk from member business lend-
ing.
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PAY-AS-YOU-GO-SCORING

H.R. 1151 would affect direct spending and
receipts; therefore it is subject to the pay-as-
you-go requirements of the Omnibus Budget
Reconciliation Act of 1990. The Administra-
tion’s preliminary estimate is that H.R. 1151
would have a net budget cost of zero.

Mr. D’AMATO. We need to act expe-
ditiously on this legislation. I am deep-
ly grateful to the Senate majority
leader for making this time available
so that we can go forward. Make no
mistake about it, without the ability
to add new members and new groups,
the credit union movement would be
fatally injured.

I am convinced that we are going to
move in a prompt way and that the leg-
islation will pass by an overwhelming
margin. Why? Because it is the right
thing to do. It is the right thing to do
for 73 million Americans who now be-
long to credit unions, for the 20 million
Americans whose current credit union
membership is threatened, and for the
675 million Americans and small busi-
nesses who may be shut out, prevented
from joining a credit union in the fu-
ture. I certainly urge my colleagues to
support and expeditiously act on this
important legislation.

Mr. President, before I yield the
floor, I would be remiss if I did not
thank my colleague, the ranking mem-
ber of the Banking Committee, Senator
SARBANES, the distinguished senior
Senator from Maryland, for his out-
standing contribution and leadership in
helping to craft this legislation and to
bring it to this point in a totally bipar-
tisan fashion. We would not be here po-
sitioned to go forth on this legislation
were it not for his outstanding leader-
ship and that of a dedicated bipartisan
staff, might I add, on the minority
side. They have done an absolutely fab-
ulous job in bringing us to this point.

I yield the floor.
PRIVILEGE OF THE FLOOR

Mr. SARBANES. Mr. President, I ask
unanimous consent that Patience Sin-
gleton and Loretta Garrison, staff
members, be allowed privileges of the
floor.

The PRESIDING OFFICER (Mr.
DEWINE). Without objection, it is so or-
dered.

Mr. SARBANES. Mr. President, first
I want to thank my colleague, Chair-
man D’AMATO, for his kind words and
to underscore the very effective leader-
ship which the chairman has exercised
in bringing this legislation to this
point. This bill came out of the com-
mittee on a vote of 16 to 2. We had very
strong support within the Senate
Banking, Housing, and Urban Affairs
Committee, and I have been pleased to
be able to work closely with the chair-
man in trying to craft this legislation.

We had, as usual, outstanding con-
tributions by members of the staff on
both the Republican and the Demo-
cratic sides, and we are most appre-
ciative to them for the many long
hours they have put in on this legisla-
tion.

The time is now to straighten out the
credit union challenge which was posed

by the Supreme Court decision. This
legislation passed the House of Rep-
resentatives in the beginning of April
by a vote of 411 to 8. The Senate Bank-
ing Committee, after holding two hear-
ings on the issue, marked up the legis-
lation on April 30 and reported it with
amendments to the full Senate by a
vote of 16 to 2. Since April 30, we have
been looking for an opening on the
Legislative Calendar in order to take
the matter up in the Chamber, and the
majority leader has provided this open-
ing.

If I could have the attention of the
majority leader, I would like to ask, it
is my understanding the intention now
is to do the opening statements—I
know that Senator SHELBY and others
have amendments—and begin debate on
the amendments, continue that on
Monday afternoon beginning at about 1
o’clock, and any votes that would tran-
spire in relationship to the amend-
ments which have been offered would
occur beginning about 6 o’clock Mon-
day evening?

Mr. LOTT. Mr. President, if the Sen-
ator will yield, we would have to begin
those votes a little earlier than that,
probably at 5:30. It would be partially
driven by how many votes we have. If
we just had one vote lined up, for in-
stance, we could begin about 5:45. If we
have two or three, we would have to
begin at 5:30 in order to get the voting
sequence completed by 6:30.

So that is what we are up against. We
are trying to accommodate Senators
coming in late and Senators who have
to leave after 6:30. But the hope is that
you would have two or three amend-
ments ready to be voted on Monday
afternoon beginning around 5:30, with
the understanding that if we need to
hold that first vote a little while for
Senators coming in with a close plane
connection, we would be prepared to do
that, and then have the vote probably
on the Shelby amendment and final
passage Tuesday morning at 9:30.

I discussed that with Senator
DASCHLE, and he and I worked on try-
ing to accommodate Senators’ sched-
ules on all sides. I believe, if you could
go ahead and get debate on all amend-
ments today and Monday, then we
could have one or two or three votes
Monday afternoon, sometime between
5:30 and 6, probably not later than 5:45,
and then the last two votes Tuesday
morning.

Mr. SARBANES. As I understand it,
some people will be scrambling to be
here. I think if we didn’t start before
5:45, or if we let that first vote run a
little bit——

Mr. LOTT. A little bit, except Sen-
ators have to leave at 6:30, and I am
one of them, and that is the schedule I
am particularly interested in.

Mr. SARBANES. Of course, the Sen-
ator could make the beginning of the
last vote and leave.

Mr. LOTT. As long as I am out of
here at 6:30, everything will be fine.

Once again, I know we have had to
work late, but we have made good

progress on the appropriations bills.
This is a good bill. But I still think the
Senate should work during the day and
be home with their families at night.
That is a novel idea that I still advo-
cate, so I am going to be with my wife
eating supper Monday night at 7
o’clock. Good luck before then. But we
will try to accommodate everybody, in-
cluding my favorite lady in the world.

Mr. SARBANES. I just want to un-
derscore the intention is, and we have
every reasonable expectation that, we
are going to be able to complete this
bill finally by Tuesday morning and do
a good deal of it by Monday evening.

In addition to the broad bipartisan
support for this legislation in the Con-
gress, it is strongly supported by the
administration. Senator D’AMATO has
already placed in the RECORD a letter
that Secretary Rubin, our very able
Secretary of the Treasury, sent to the
majority leader and to the minority
leader urging expeditious Senate pas-
sage of the bill without any extraneous
amendments. Of course, the amend-
ments are the important issue that we
will be considering over the next few
days.

President Clinton has personally in-
dicated his support for this legislation,
urging the Senate to pass the bill with-
out weighing it down with extraneous
and controversial amendments that
would seriously jeopardize the legisla-
tion. H.R. 1151 is also supported by a
very diverse range of groups in the
community including the Consumer
Federation of America, the Seniors Co-
alition, the National Farmers Union,
National Educational Association,
Americans for Tax Reform, the Amer-
ican Small Business Association, AFL–
CIO, and the National Urban Coalition.

The broad support for this legislation
suggests the important role credit
unions play in our economy. Since the
founding of the first credit union in the
United States in 1909, almost a century
ago, credit unions have served as a way
for people of average means, without
easy access to credit, to pool their sav-
ings in order to make loans to fellow
credit union members at competitive
interest rates.

Mr. President, the impetus for H.R.
1151 came from a Supreme Court deci-
sion earlier this year. In a 5 to 4 deci-
sion, the Court held that under the
Federal Credit Union Act a federally
chartered credit union may only have a
single common bond of occupation.
This overturned a policy of the Na-
tional Credit Union Administration,
the regulators of the credit unions,
first adopted in 1982, which permitted
multiple groups each having a separate
common bond to be part of a single
Federal credit union.

The consequence of that Supreme
Court decision is to prohibit the forma-
tion of multiple group credit unions.
Even if the lower courts, in implement-
ing the Supreme Court decision, permit
existing multiple group credit unions
to stay in business and to accept mem-
bers from their current groups, em-
ployees from the large majority of
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companies in the United States will
find their future opportunities to be-
come a member of a Federal credit
union seriously constrained by the Su-
preme Court’s decision.

The National Credit Union Adminis-
tration generally does not permit
groups with less than 500 employees to
start a credit union because it is
judged the group is not broad enough
or numerous enough to support a credit
union in a safe and sound manner. The
only way for employees of these com-
panies to join a credit union is if the
companies affiliate with existing credit
unions. So, if new multiple bond credit
unions are prohibited, this will no
longer be possible and millions of
Americans may be denied the oppor-
tunity to join a credit union. This out-
come is clearly undesirable, in my
view, and is, of course, the basis for the
broad bipartisan support for enacting
this legislation.

This legislation would first grand-
father existing multiple group credit
unions and allow them to add members
from their current groups. In addition,
it would permit Federal credit unions
to have multiple groups, each of which,
after the first group, has a common
bond of occupation or association and
has less than 3,000 members. The bill
would also give the National Credit
Union Administration the power to au-
thorize credit unions to add additional
groups if it finds the groups cannot
safely establish and operate a credit
union on their own. The Credit Union
Administration could also permit a
Federal credit union to add a person or
organization located in a local commu-
nity, neighborhood, or rural district
that it has determined is underserved
by other depository institutions.

But, in order for a Federal credit
union to accept additional membership
groups, the NCUA would have to find
that the credit union is adequately
capitalized, has adequate managerial
or financial resources, and has a satis-
factory examination record. The legis-
lation directs the Credit Union Admin-
istration to encourage the formation of
separately chartered credit unions
whenever practicable and consistent
with safety and soundness.

In addition to addressing the mem-
bership issue, this legislation requires
significant new safety and soundness
standards for Federal credit unions.
These new requirements are based on
recommendations contained in a care-
fully prepared study of credit unions by
the Treasury Department conducted at
the direction of the Congress and sub-
mitted last year.

Earlier, in legislation, the Congress
directed the Treasury Department to
study credit unions and to submit a re-
port to the Congress. A good deal of
what is contained in this legislation re-
flects the outcome of that study.

The bill imposes, for the first time,
statutory capital standards on Federal
credit unions. The bill requires an in-
sured credit union to have a net worth
ratio of 7 percent to be ‘‘well capital-

ized’’ and 6 percent to be ‘‘adequately
capitalized.’’ A credit union with a net
worth ratio of less than 6 percent
would be ‘‘undercapitalized,’’ at 4 per-
cent it would be ‘‘significantly under-
capitalized,’’ and at 2 percent ‘‘criti-
cally undercapitalized.’’ The legisla-
tion provides a system of prompt cor-
rective action which requires the Na-
tional Credit Union Administration to
take a series of progressively more
stringent measures if the credit union
falls below the ‘‘adequately capital-
ized’’ level. Each insured credit union
that is undercapitalized would be re-
quired to submit an acceptable net
worth restoration plan to the NCUA.
Until that plan is approved, the credit
union generally would not be permitted
to increase its average total assets. If
an insured credit union becomes criti-
cally undercapitalized according to the
standards I mentioned earlier, the
NCUA would be required to liquidate
the credit union, appoint a conserva-
tor, or take such other action as it de-
termines could better achieve the pur-
pose of protecting the credit union in-
surance fund.

I have taken a few moments to dwell
on these provisions because I think
they are quite important. They have
generally not been involved in the de-
bate that has led up to considering the
measure on the floor, but I think Mem-
bers need to appreciate the very impor-
tant safety and soundness provisions
contained in this legislation. This is a
major step in ensuring financial stabil-
ity in the credit union industry. It has
led the Secretary of the Treasury, in
the letter which he sent to the leader-
ship, to make this statement. I just
want to quote this paragraph from Sec-
retary Rubin’s letter:

The bill’s safety and soundness provisions
would represent the most significant legisla-
tive reform of credit union safety and sound-
ness safeguards since the creation of the Na-
tional Credit Union Share Insurance Fund in
1970. The bill would institute capital stand-
ards for all federally insured credit unions,
including a risk-based capital requirement
for complex credit unions. It would create a
system of prompt corrective action—specifi-
cally tailored to credit unions as not-for-
profit, member-owned cooperative. It would
also take a series of steps to make the Share
Insurance Fund even stronger and more re-
silient.

These reforms involve little cost or burden
to credit unions today, yet they could pay
enormous dividends in more difficult times.

We worked closely with the Treasury
in considering the provisions that were
in the legislation. I think this is a
major step forward. I really commend
this aspect of the legislation to my col-
leagues as they consider the overall
bill.

Furthermore, this bill imposes, for
the first time, a limit on commercial
lending by credit unions. No such limit
currently exists. The bill provides that
a credit union would be generally lim-
ited in its member business loans to no
more than the lesser of 1.75 times the
minimum net worth required for well-
capitalized credit unions—namely 7
percent—or 1.7 times its actual net

worth. This would put a limit on mem-
ber business loans for a well-capital-
ized credit union at approximately
12.25 percent of its total loans. Loans of
less than $50,000 would be excluded—
that is an operating practice cur-
rently—and we would continue to ad-
here to that.

Many credit unions are chartered for
or have a history of making business
loans to their members. Members of a
specialized vocation—farmers, fisher-
men, taxi drivers and so forth—would
not be subject to this limit.

Furthermore, this legislation im-
poses, for the first time, a modest but
meaningful community obligation with
respect to reinvestment in insured
credit unions, which has been carefully
tailored to the membership-based na-
ture of credit unions. It would require
the National Credit Union Administra-
tion to prescribe criteria for periodi-
cally reviewing the record of each in-
sured credit union in providing afford-
able credit union services to all indi-
viduals of modest means, including
low- and moderate-income individuals,
within the field of membership of the
credit union, and provide for making
such results publicly available.

The bill also directs the National
Credit Union Administration, in evalu-
ating any insured credit union under
this requirement, to focus on the ac-
tual performance of the credit union
and not to impose burdensome paper-
work or recordkeeping requirements.
We think this is a modest but impor-
tant step in paying attention to the
needs of low- and moderate-income in-
dividuals, and thereby making access
to credit more broadly available.

In conclusion, let me just say this is
a very carefully developed and bal-
anced piece of legislation. As I said, the
committee held two extensive hearings
on the matter. It worked very carefully
over the provisions that have been in-
cluded in the legislation and brought
here before the Senate. This legislation
seeks to make credit union member-
ship accessible while strengthening the
safety and soundness of federally in-
sured credit unions and encourages
them to meet the financial service
needs of all of their members.

I strongly urge the support of this
legislation by my colleagues. I strongly
urge my colleagues to reject extra-
neous amendments that may be offered
to the legislation that may complicate
or jeopardize its enactment. We now
need to move this legislation forward.

I think a very careful package has
been put together here. The credit
union movement supports the legisla-
tion as reported by the committee. The
administration supports the legislation
as reported by the committee. I re-
spect, obviously, the motivation of my
colleagues who intend to offer amend-
ments, but I can only point out that
those amendments would greatly com-
plicate our efforts to move this legisla-
tion to final passage and signature into
law by the President. I very much hope
my colleagues can back the work that
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was done by the committee in bringing
this matter to the Senate floor.

I, again, thank Chairman D’AMATO
for his skillful work in developing the
legislation to this point and bringing it
to the floor of the Senate.

Mr. President, I yield the floor.
Mr. GRAMM addressed the Chair.
The PRESIDING OFFICER. The Sen-

ator from Texas.
Mr. GRAMM. Mr. President, let me

add my voice to those who have con-
gratulated Senator D’AMATO and Sen-
ator SARBANES for this bill. I believe
we have put together a good bill. I
think it is a dramatic improvement
over the House bill. It does, for the
first time, in an effective manner begin
to look at capital requirements and
safety and soundness, and, in doing so,
it will dramatically improve the qual-
ity and regulation of credit unions all
over the country. I think those who are
part of the credit union movement
want people to know that their depos-
its are safe, sound, insured, regulated
and protected in the savers’ interest.

Second, the bill, for the first time,
begins to put appropriate limits on the
amount of business loans that credit
unions can make. There are those who
believe, and I happen to be one of them,
that credit unions were chartered to
provide consumer credit to their mem-
bers as part of a cooperative effort. A
dramatic movement of credit unions
into commercial lending would cir-
cumvent the whole intent of the credit
union movement, and in my opinion, it
would be a negative factor on the
progress of the credit union movement.
In this bill, we for the first time set
limits on the amount of credit union
assets that can go into commercial
loans. That is a very positive step.

We deal with the common bond issue,
and we settle once and for all the prin-
ciple that every American ought to
have the right to join a credit union—
not any credit union—but join a credit
union within an appropriate field of
membership. it my view, and I believe
that we achieve this with this bill, that
it should be possible for every Amer-
ican citizen to find an appropriate field
of membership by which he or she can
associate with others, and have the op-
portunity to join a credit union and to
affiliate with that credit union if they
choose to do it.

Those are the positive things about
this bill. I am a strong supporter of the
bill. I intend to vote for this bill, but
there is one provision in the bill to
which I am very strongly opposed.

In this bill, for the first time ever, we
begin to have the Federal Government
direct credit unions as to how they will
use their members’ money. In this bill,
for the first time ever, we begin the
process of telling credit unions that
the government is going to allocate
some of a credit union’s resources to
promote a ‘‘public purpose,’’ even
though it may not be the purpose of
credit union members. I believe that
not only is this very bad and dangerous
public policy, but I think the logic of it

is totally inapplicable to credit unions
and the credit union movement.

The name—it is a wonderful sounding
name for a program that has nothing
to do with any one word in the name—
is Community Reinvestment Act. In
this bill, for the first time ever, we
apply in three different ways this Fed-
eral mandate and credit allocation to
credit unions.

Let me explain why, despite all the
arguments you can make on the merits
or demerits of the Community Rein-
vestment Act, why it does not belong
on this bill.

Credit unions are voluntary, private
associations. They are nonprofit orga-
nizations. They are tax-exempt organi-
zations. They represent a collective ef-
fort of members to pool their savings
with a common objective. They pool
their savings and they lend to each
other, the members of the credit union.
In doing so, they perform a cooperative
credit function. In many cases, they
provide credit that would not be avail-
able, certainly at rates that would not
be available, in many cases, to the con-
sumer.

They are not in the business of pro-
moting any broad, general purposes,
such as the general welfare of the coun-
try or the community. They are small,
private associations that are organized
for the purpose of promoting the wel-
fare of their members. The whole pur-
pose is to pool nickels, dimes and dol-
lars to build a cash base that can be
lent to members for things such as
buying a new car or new truck, buying
a new tractor.

The objective of the credit union is
to promote the interest of credit union
members. It is not a for-profit organi-
zation, and there is no logic to apply-
ing to it a provision of law where the
Government adds an additional man-
date that the credit unions should di-
rect the money of those members to
support some end other than the well-
being of the people who put up the
money in the first place.

Let me explain how this works, and I
want to read you some language—in
my mind, shocking language—that has
been included in this bill in the House,
and language that I believe should be
removed.

In the bill, the House has set up this
requirement for a Federal mandate and
capital allocation that goes by the
name of community reinvestment. I
will talk in a moment as to why this
provision has nothing to do with com-
munity or reinvestment.

This bill mandates that credit unions
conform to this Federal capital alloca-
tion. Here is how it is defined, and here
is basically how it works:

In three different places, we have a
reference to it in the bill. The first way
that the bill would measure whether a
credit union is complying with this
Federal mandate allocating their mem-
bers’ hard-earned money is on page 58
in new section 215. In subsection (b), it
is set out that credit unions have to
comply with this community reinvest-

ment, and that in doing so, they will be
regularly evaluated by the Federal
Government, and their record will be
looked at to see if the credit union is
‘‘providing’’—I want you to remember,
that is ‘‘ing’’—‘‘. . . providing afford-
able credit union services to all indi-
viduals of modest means . . . within
the field of membership of the credit
union. . . .’’

In other words, in this section, the
Federal Government will evaluate
whether or not this credit union, in
making loans, in allocating the money
of the people who have joined the cred-
it union, is providing affordable serv-
ices—and I don’t know how you define
‘‘affordable.’’ I think I know how you
define ‘‘providing;’’ you test whether
they are actually doing it, although I
could imagine some very interesting
and intrusive methods of testing that
the regulators might conjure up. But
the test of ‘‘providing’’ can be a very
rigorous test, since the standard is not
whether the credit union is offering its
services, it is not whether they are try-
ing to do it. They are required to do it.
They are to be ‘‘providing’’—you are
evaluating whether they are ‘‘. . . pro-
viding affordable credit union services
to all individuals of modest means . . .
within the field of membership of the
credit union.’’

You need to understand, field of
membership and membership are two
different things. A credit union consid-
ers itself successful if it is able to get
about 20 percent of the people who
could join that credit union to join it.
So that in any field of membership,
normally about 80 percent of the people
in the field of membership who were in-
vited to join the credit union, who were
invited to put up their money, said
‘‘No, I don’t want to join your credit
union; I don’t want to put my money
into your credit union.’’ But the first
provision of this bill requires that the
credit union, to comply with this law
on Federally mandated capital alloca-
tion, must be ‘‘. . . providing afford-
able’’—and where are these terms de-
fined? Nowhere—‘‘credit union services
to all individuals of modest means . . .
within the field of membership.’’

Now, I do not believe we ought to be
forcing credit union members, who put
up their own money, to provide serv-
ices to people that had an opportunity
to join the credit union but decided not
to join it. I think that violates the
whole spirit of the credit union move-
ment because a credit union is a coop-
erative, and if you want credit union
services, you join the credit union. You
participate in putting up the capital
and you apply for loans or services
from the credit union.

The second evaluation has to do with
community credit unions. And those
are credit unions that serve an entire
community. This second provision re-
quires that credit unions are ‘‘meet-
ing’’—not trying to meet—and please
note, the law does not say that you
‘‘offer’’ services, that you offer ‘‘afford-
able’’ services, whatever that means, to
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all people of modest means within your
field of membership. The law requires
that you ‘‘provide’’ it.

Now, the second reference is, that
you are ‘‘meeting the credit needs and
credit union service needs of the entire
field of membership of the credit
union.’’ That is on page 59—‘‘the entire
field of membership. * * *’’

So again, you are in a community.
This little credit union is providing
services to people in a town with 5,000
people; roughly 20 percent of those peo-
ple have joined the credit union. But
this law requires that they provide ‘‘af-
fordable’’ services—whatever that
means—to people who did not even join
the credit union. How can that be
right? Clearly, in my opinion, it cannot
be right.

Now, the third case, very similar to
the first, except the language gets even
more grandiose. Imagine writing a Fed-
eral law where you can threaten the
deposit insurance of a credit union and
put it completely out of business. If it
does not have Federal deposit insur-
ance, it is not going to be able to oper-
ate. This law applies to both Federal
credit unions and State credit unions,
as long as they receive Federal deposit
insurance.

Listen to this language. You have
regulation to see if the credit union is
‘‘satisfactorily’’—satisfactorily, mind
you—‘‘providing,’’ ‘‘affordable’’—I do
not know how you define these terms.
I have discussed ‘‘providing.’’ The cred-
it union is actually doing it. It is not
‘‘offering’’ services; it is ‘‘providing’’
them, services are being accepted and
received, not just offered. ‘‘Satisfac-
torily’’ is an undefined term, satisfac-
tory to whom? ‘‘Affordable’’ is unde-
fined and undefinable —that the ‘‘cred-
it union is satisfactorily providing af-
fordable credit union services to all in-
dividuals of modest means within the
field of membership of the credit
union,’’ whether or not they join the
credit union in the first place.

Mr. President, this provision does not
belong in this bill. This provision is pi-
racy. This provision came about be-
cause we have a crisis in the credit
union movement because of the court
ruling, a crisis which requires congres-
sional action. And what those in the
House, who put this provision in the
bill, have, in essence, said is, that in
order to resolve your crisis, you have
to pay tribute. And the tribute you
have to pay is that we are writing a
provision of law which says that every
year you will be evaluated by a group
of Federal bureaucrats who will deter-
mine whether you are satisfactorily
providing affordable credit union serv-
ices to people who are not even mem-
bers of the credit union. And then they
will publish their findings.

Now, what does this produce? What
this produces is a situation where you
literally—I am going to use some
strong language here; and I mean every
word of it—this produces a situation
where literally you have professional
protesters who extort resources from

banks, and if this bill passes un-
changed, they will be extorting re-
sources from credit unions. Here is how
it works. And I am going to give you
some examples. And you are going to
be shocked by these examples.

What happens is that periodically
you have this evaluation that is made
public, and whether or not the evalua-
tion is satisfactory, you have a group
of people who show up from various or-
ganizations to tell you how to use your
resource for their benefit. ACORN is
very active in this effort, and there are
many other organizations, it is a grow-
ing industry—they show up at the bank
and they say, ‘‘You’re not meeting
your CRA requirements. And here are
some things we want you to do. And if
you’ll do these things, then we will say
that you’re meeting these require-
ments, and we will stop protesting for
now.’’

It works like this. You have a bank
who may have a perfect record on CRA
requirements, but they want to merge
with another bank. Even though they
may have never had anything other
than an exemplary rating, protesters
can enter the process and challenge the
merger on the grounds of community
reinvestment and cost the banks mil-
lions of dollars because of the delays
that their protests cause.

Now, let me give you two examples of
where this has occurred.

The first I will refer to happened in
1989 in California. And let me say, Mr.
President, it is hard to get banks to
talk about this. I recently spoke to the
CEO of a major Fortune 500 company,
and I mentioned to him an effort I am
supporting, an effort Senator SHELBY is
undertaking to provide CRA relief for
small community banks. When I men-
tioned CRA, he said, ‘‘It’s extortion.’’
If I called him up and asked, ‘‘Could I
use your name?’’ how many people who
are being extorted want their name
used? They do not. They are afraid to
have their name used. When a CEO of a
Fortune 500 company in America is
afraid to say his mind publicly, to ex-
pose extortion, something is wrong in
America.

Now, let me give you my examples
and offer my amendment, and then we
will debate this again on Monday.

In 1989, California First Bank wanted
to merge with Union Bank. But when
they sought to merge, opposition was
lodged under the CRA provisions of
banking law, and in order for these pro-
tests to be withdrawn so that delays
could be ended and the merger could go
forward, here is what California First
Bank agreed to: One, to increase pur-
chases from women and minority-
owned vendors to 20 percent of pur-
chases within the next 5 years. Second,
they agreed to give charitable con-
tributions, cash grants, not loans, in
the amount of 1.4 percent of income in
1989 and 1.5 percent of income in 1990.

Now, I do not know this, but if I were
a U.S. attorney in that district, I would
go look and see if they gave those con-
tributions to the groups that protested

the merger. That would be a very inter-
esting inquiry.

Next, California First Bank commit-
ted that 60 percent of the employees
placed in middle and senior manage-
ment positions within the next 5 years
would be minorities and women. And
finally, they committed to appoint
three minority and women directors.

That is what they had to do in order
to get the right to merge with another
bank. Now, listen to this next one.

Sumitomo Bank of California—now I
do not know, but I guess that
Sumitomo Bank is a Japanese affiliate.
I think it is relevant because I want
you to put yourself in this position.
Let us assume that an Ohio bank had
opened an affiliate in the Dominican
Republic and that some government
agency there had said that, ‘‘You are
not meeting your CRA requirements.’’
And then they published that, and then
a group of people came to the bank and
said, ‘‘We want you to do some things
so that we then will tell the govern-
ment that you are meeting these re-
quirements.’’ Let’s see what the things
were that our Government in effect
forced this bank to do. Let me read to
you what they did.

No. 1, $500 million was committed to
CRA-related loans. No. 2, the bank
committed to spend 2 percent of in-
come on charity, nonprofit organiza-
tions, with two-thirds of the money
going to inner-city development, this
being cash, grant money. No. 3, the
bank committed to appoint minority
board members. No. 4, the bank agreed
to appoint a paid five-member minor-
ity advisory board to consult with
management. And, No. 5, the bank
agreed to give 20 to 25 percent of out-
side contracts to minority-owned ven-
dors.

Now if that happened to an Ohio
bank operating in the Dominican Re-
public, what would you call it? I would
call it extortion. That is what I would
call it. I would call it extortion, or
maybe even expropriation, a taking of
private property.

Now, how does something like that
happen? How it happens is that we let
people write into law provisions like
‘‘satisfactorily providing affordable
services,’’ which no one can define, no-
body knows what it means, and if you
have to comply—a regulator that is
willing to let protest groups file objec-
tions to banks merging, for example,
by simply the ability to hold that
merger up—they are able to extort re-
sources.

Now, I could go on for quite a while
and add to the list. For example, when
Bank One wanted to merge with First
Chicago. But what do you think hap-
pened when they filed that merger?
What happened was, they had a group
of protesters who showed up, who filed
a boilerplate objection which could be
drawn up in 15 minutes by any lawyer
who deals in this area. I am sure the
bank president said, ‘‘Well, we have an
exemplary CRA record.’’ The
protestors said, ‘‘We have objected to
your merger.’’
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So weeks go by, time goes by, and

this is the Woodstock Institute that
objected in Chicago—I better be careful
to get the name right—yes, in Chicago,
the Woodstock Institute objected. So
what happens in such cases? The bank
ends up allocating the resources of its
stockholders in order to eliminate the
objection just to be able to move for-
ward with its business.

Now, let me read a quote to just show
the arrogance of these people who we
are empowering under these laws. For-
give me if I get a little excited about
it, but it is the kind of practice I hate
worst. This comes from the proposed
merger of NationsBank and Bank of
America. They have received outstand-
ing CRA grades, but in spite of their
unprecedented $350 billion CRA pack-
ages of loans and services to inner cit-
ies, et cetera, CRA activists are raising
protests against the merger. One of the
activist leaders has said the follow-
ing—remember, this is about banks
that have exemplary CRA records, at
least according to the Government reg-
ulators who regulate this activity.
These banks have exemplary records.
But here is what the protester said,
‘‘We will close down their branches and
ensure they fail in California.’’ That is
what they said. ‘‘We will close down
their branches and ensure they fail in
California. This is going to be a street
fight and we’re prepared to engage in
it.’’

Do you know what this reminds me
of? This reminds me of a little immi-
grant storeowner. He and his wife and
three children are running a little
store, and these great big hoods come
knock on his door. They come in and
say, ‘‘Somebody could do you some
harm. There might be people who could
come and break in your store, steal
your goods. They might beat you up;
they might break your arm. But I will
tell you what we will do. If you will
pay us 5 percent of what you earn in
this store, we will see that nobody
comes and breaks your arm.’’

That is what this reminds me of.
That is exactly what this reminds me
of.

Now, I don’t like the fact that it is
going on. Some day I will get rid of it.
Some day this is going to be gone. I in-
tend to speak out on this for so long
with such great passion that in good
time Congress is ultimately going to
rise up and stop this. That is not likely
to happen here today, but some day it
will happen.

What I don’t want to do is, I don’t
want to start this business with credit
unions. Now, I am sure that we are
going to hear from someone who will
say credit unions don’t support this
amendment. Well, the credit unions
have been told, ‘‘You support the
Gramm amendment, and maybe your
bill won’t get passed. You support this
amendment, and maybe the President
won’t sign your bill. You support this
amendment, and maybe it will mean
endless delays.’’ Now, that is like say-
ing to someone sticking a gun to your

temple, saying, ‘‘You feel good about
things, don’t you?’’

We will vote on this amendment on
Monday afternoon.

I don’t want credit unions to have to
be evaluated on whether or not they
are providing satisfactory, affordable
services to people who didn’t even join
the credit union.

AMENDMENT NO. 3336

(Purpose: To strike provisions requiring
credit unions to use the funds of credit
union members to serve persons not mem-
bers of the credit union)
Mr. GRAMM. Mr. President, as a re-

sult of not wanting that to happen, I
send this amendment to the desk to
strike these provisions, and I ask for
its immediate consideration.

The PRESIDING OFFICER. The
clerk will report.

The bill clerk read as follows:
The Senator from Texas [Mr. GRAMM] pro-

poses an amendment numbered 3336.

Mr. GRAMM. Mr. President, I ask
unanimous consent that reading of the
amendment be dispensed with.

The PRESIDING OFFICER. Without
objection, it is so ordered.

The amendment is as follows:
Strike section 204 of the bill and renumber

the sections accordingly, and beginning on
page 45, line 24, strike all through page 46,
line 4, and redesignate subparagraph (E) and
(F) on page 46 as subparagraphs (D) and (E),
respectively.

Mr. GRAMM. Mr. President, it is my
understanding this will be the first
vote we have on Monday. It is also my
understanding that there will probably
be an hour set aside so each side will
have 30 minutes to debate the amend-
ment. Rather than stay around today
and debate it, I will use my 30 minutes
on Monday.

I thank my colleagues for their in-
dulgence. This is an important amend-
ment. We ought not to add these oner-
ous CRA provisions to credit unions,
which are investor owned, which are
set up as cooperatives to serve the peo-
ple who are members.

Imagine, for example, in New York,
where you have a credit union that was
set up so cabdrivers could save their
money and lend it to one another, and
the loans, then, would be made to buy
a Medallion so somebody could own
their own cab.

Now, with CRA, the Federal Govern-
ment comes in and says, ‘‘Hey, how
many loans have you made to people
who aren’t members of your credit
union who could have been—they are in
your field of membership, but they
didn’t choose to join your credit union;
how many Medallions have you helped
them buy?’’

So Joe Brown, who put money into
the credit union for 15 years, finally
gets to the point where he thinks he
can buy his Medallion, but because of
this provision, the credit union has to
take Joe’s money and lend it to some-
body who never joined the credit union,
never wanted to be in the credit union.

If you can defend that, good luck.
I yield the floor.

The PRESIDING OFFICER. The Sen-
ator from South Dakota.

Mr. JOHNSON. Mr. President, I rise
to address the overall issue of the legis-
lation before the Senate, H.R. 1151.

I want, first, to commend Chairman
D’AMATO and the ranking member,
Senator SARBANES, for their help in
this legislation getting to the floor in a
timely fashion.

I will not address the issue raised by
my colleague from Texas. I know there
are others who will want to talk about
that at much greater length.

There is an underlying legitimate de-
bate there about whether an industry
that benefits from Federal insurance,
Federal regulation assuring that indus-
try’s stability and long-term viability,
should, in turn, have to commit itself
to making investments back into its
own community or not. That debate
can go forward. But I want to talk
briefly about the underlying bill.

As we all, I think, understand, fol-
lowing the Supreme Court’s decision
earlier this year, the credit union
membership of some 20 million credit
union members all across America has
been in some jeopardy. There was ini-
tially legislation offered in the other
body that was designed simply to over-
turn the Supreme Court decision. The
other body chose not to do that. Never-
theless, they did reach a compromise
bill that passed in April on an over-
whelmingly vote of 411–8.

Following that debate, and passage of
that legislation, the Senate Banking
Committee took up our version of cred-
it union legislation, with the under-
standing that prompt action was in
fact needed. But again, rather than
simply choosing to overturn the Su-
preme Court decision and rather than
simply choosing to pass the legislation
passed in the House, the Senate Bank-
ing Committee crafted its own version,
strengthening significantly the lan-
guage of that original H.R. 1151.

Now, there is a compromise involved
here. Most Members in this body, and
many Americans, are members of both
credit unions and banks. It is impor-
tant that they both be viable, strong
contributors to our national economy.
It has always been—and it is the nature
of compromises—that some will go
away not entirely satisfied, but, on the
other hand, we can reach that balance
that will allow both the banking and
credit union industries to go forward in
a fair and competitive fashion. That
certainly, at least, is the goal of this
legislation.

So in the course of crafting this bill,
we were able to arrive at bipartisan
agreements on the level of restraint on
expansion of credit unions that ought
to be put into legislative language.
There are some who would rather have
no restraint whatsoever; others would
rather have much greater restraint on
what definition of ‘‘common bond’’ is
used. We did reach a level of restraint
in our legislation that, for the first
time, now exists. I think perhaps, most
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importantly, the Senate Banking Com-
mittee adopted the Treasury Depart-
ment’s recommendations on safety and
soundness.

I think one of the greatest concerns
all of us have had in this body is to
make sure that if we are going to have
an industry that is growing and pros-
perous, that it have underlying regu-
latory safety and soundness provisions
that are really necessary for its long-
term viability and for the confidence of
the American consumers—not to men-
tion the confidence the taxpayers
ought to be able to have that they will
not be called upon at some future time
to bail out an industry that may have
failed for lack of adequate safety and
soundness provisions. I think one of
the most important parts of the Senate
response to the crisis that we have
faced this year is stronger safety and
soundness provisions and the adoption
of the Treasury’s recommendations.

The committee also took up the issue
of restraint on commercial lending—or
member business loans, as they are
sometimes referred to—which now, for
the first time, is in place. Again, there
are those who would have much more
severe restrictions and those who
would have no restrictions and ask why
any restrictions ought to exist over
and above our safety and soundness
standards. But this compromise was
reached, and I think it is one that is
supported by the credit union industry
and is supported by the consumer
groups as well. And the Senate com-
mittee chose to retain language on
CRA—or ‘‘CRA-light’’ as it is some-
times referred to—that was instituted
by the other body when they took up
H.R. 1151.

Again, there are those who would
like to see a much more rigorous, ag-
gressive approach to CRA taken, and
there are those who are simply philo-
sophically disinclined to support any
kind of CRA, even though this ‘‘light’’
version is simply a direction to the reg-
ulator of credit unions to come up with
some assurance that, in fact, credit
unions are investing in their local com-
munities, which certainly has always
been the case, although now there are
larger credit unions with billions of
dollars of capital, and some question is
raised there. In any event, this is a pro-
vision that is accepted by the industry.

We need a strong banking industry
and we need a strong credit union in-
dustry. They both have legitimate, im-
portant roles to play in the provision
of credit across America. In my State
of South Dakota, with some 700,000
citizens, almost 200,000 of them belong
to credit unions. We have historically a
long track record of utilization of co-
operative ventures, whether it is our
rural electric, telephone co-ops, or
other agricultural cooperatives across
the State. We have that long tradition,
one that has contributed significantly
to affording more options, a greater
level of economic prosperity, to a great
number of people across rural America.

Mr. President, I ask unanimous con-
sent that a letter in support of this leg-

islation from the National Farmers
Union and a letter from the National
Rural Electric Cooperative Association
be printed in the RECORD.

There being no objection, the letters
were ordered to be printed in the
RECORD, as follows:

NATIONAL FARMERS UNION,
Washington, DC, June 23, 1998.

Re Credit Union Membership Access Act.

Hon. TIM JOHNSON,
Member of the U.S. Senate,
Washington, DC.

DEAR SENATOR JOHNSON: I am writing on
behalf of the 300,000 members of the National
Farmers Union (NFU) to urge you to support
H.R. 1151, the Credit Union Membership Ac-
cess Act, which will restore an open field of
membership to credit unions. In addition, we
urge you to oppose the Hagel-Bennett
amendment which would make it more dif-
ficult for farmers and ranchers to obtain
loans from their credit unions.

Farmers, ranchers, and rural citizens
around the country are facing tough times
right now due to low commodity prices. The
Hagel-Bennett amendment would unneces-
sarily restrict credit unions from making
loans to their members for business pur-
poses, and will worsen the difficult situation
farmers, ranchers and rural citizens now
face.

During our 95th annual convention, NFU
members affirmed their support for credit
unions: ‘‘We are unalterably opposed to any
proposal that seeks to curtail services by
credit unions to their members under the
false guise of regulatory reform or financial
soundness. Such proposals are especially dis-
criminatory against rural credit unions
which provide agricultural credit services.
We pledge our support to the credit union
movement in its efforts to combat the anti-
competitive regulatory tactics undertaken
by other segments of the financial services
industry.’’

We urge you to pass this important legisla-
tion, without adoption of the Hagel amend-
ment.

Sincerely,
LELAND SWENSON,

President.

NATIONAL RURAL ELECTRIC
COOPERATIVE ASSOCIATION,

Arlington, VA, July 15, 1998.
Hon. TIM JOHNSON,
U.S. Senate,
Washington, DC.

DEAR SENATOR JOHNSON: On behalf of the
over 30 million Americans who currently re-
ceive electricity from rural electric coopera-
tives, we strongly urge you to vote in favor
of H.R. 1151, the Credit Union Membership
Act, without any amendments.

It is vitally important that certainty be
brought to the nation’s credit unions and
their members. For many Americans credit
unions are their only source for affordable
banking and credit services.

H.R. 1151 represents an excellent balance
among the competing financial interests and
deserves to be enacted before the August re-
cess. The House passed this measure by an
overwhelming majority of 411–8 and the Sen-
ate Banking Committee reported the bill out
in a 16–2 vote.

H.R. 1151 has broad bipartisan and constitu-
ent support. Please pass this legislation.

Thank you for your consideration.
Sincerely,

GLENN ENGLISH,
Chief Executive Officer.

PRIVILEGE OF THE FLOOR

Mr. JOHNSON. Mr. President, I ask
unanimous consent that Scott

Swanjord, a staff member of mine, may
have floor privileges during this de-
bate.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. JOHNSON. Mr. President, we
have minimal time remaining in this
105th Congress. The schedule is full. We
have virtually the entire budget still to
do, and other key issues are facing us.
Frankly, we cannot afford to have this
legislation held up with vetoes, veto
threats, with ongoing, never-ending ne-
gotiations. So I think it is very impor-
tant that we move forward with this
legislation.

A veto threat has been issued by the
White House. If the CRA provisions are
taken out—the ‘‘CRA-light’’ provi-
sions—we will lose our bipartisanship,
and it is a provision that is supported
by the industry itself. It would appear
to me that we need to move forward ex-
peditiously with this legislation. We
will be taking up bank regulatory re-
lief legislation later on this coming
week perhaps. There will be other vehi-
cles in which to debate some of these
extraneous matters dealing with the
banking industry and, peripherally, the
credit union industry. But I think it
would be a mistake for us to be caught
up in too many side issues on the un-
derlying bill here.

There is an absolute urgency that we
move this bill forward. If we do not,
the membership of some 20 million
Americans will, in fact, be in very real
and very great jeopardy. So with the
legislation that passed 411–8 in the
House, passed the Senate Banking
Committee by a 16–2 vote, it would be
my hope that this coming week we
could conclude debate on this bill, ob-
viously, with the adequate consider-
ation of well-intended amendments,
hopefully limited in number, but then
get this bill in its current form onto
the President’s desk for signature.

I yield the floor.
Mr. SHELBY addressed the Chair.
The PRESIDING OFFICER. The Sen-

ator from Alabama is recognized.
Mr. SHELBY. Mr. President, some-

thing was said just a minute ago about
the threat of a veto by the President. I
have heard this a lot on different bills.
But I know the process should work.
Especially when you have a principle
that you believe in and that you know
is right, you should not step aside be-
cause someone intimates that they
might veto it. That is part of the legis-
lative process.

Mr. President, having said that, later
in the debate—probably Monday when
we get back—I will be offering an
amendment to the bill dealing with the
Community Reinvestment Act, or
CRA. My proposed amendment would
authorize a small bank exemption from
the Government-mandated credit re-
quirements of the Community Rein-
vestment Act, which Senator GRAMM
from Texas so eloquently talked about
earlier this morning. Community
banks, as you well know, as a Senator
and present Presiding Officer, by their
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very nature, serve the needs of their
community.

They do not need a burdensome, gov-
ernment mandate to force them to al-
locate credit or originate profitable
loans. Make no mistake about it. Com-
munity banks would not exist very
long if they didn’t take care of the
whole community; and they do.

Since H.R. 1151 increases the com-
petitive advantage credit unions have
over banks, we feel this amendment is
necessary to reduce the inequities in
this area and allow our small commu-
nity banks to better meet the needs of
consumers.

Nine members of the Banking Com-
mittee sponsored a small bank exemp-
tion amendment to H.R. 1151 in the
committee markup. The amendment
resulted in a tie vote of nine to nine.
The nine members of the committee
that supported the amendment felt so
strongly about the small bank exemp-
tion, that all nine members signed a
statement of additional views to the
committee report, which is unusual.

Let me say from the start, CRA is a
tax on community banks, CRA raises
the costs of inputs to banks by increas-
ing their regulatory burden and com-
pliance costs. In addition, CRA forces
banks to make loans according to a
federal quota, increasing the risks, and
therefore the costs, of borrowing to
consumers. Make no mistake about it,
the Community Reinvestment Act
raises the cost of borrowing through
higher loan rates and punishes savers
in the form of lower savings rates. Con-
gress I believe should adopt policies
that lowers the cost of borrowing, and
my amendment would do that.

I would also point out that the fed-
eral government does not know the de-
mand for loans any better than the
local banker. CRA preempts the free
market lending criteria of community
banks and imposes the judgment of fed-
eral bureaucrats. CRA is government
mandated credit allocation, the form of
credit allocation that has proven disas-
trous most recently in east Asia. We
have an opportunity to reduce the
scope of government mandated credit
allocation with this amendment, and I
urge my colleagues to do so.

I want to revisit, and give a little
history contextually.

HISTORY

When the Community Reinvestment
Act was introduced in 1977, the bill’s
chief sponsor and chairman of the
Banking Committee, William Proxmire
stated:

The authority to operate new deposit fa-
cilities is given away, free, to successful ap-
plicants even though the authority conveys
a substantial economic benefit to the appli-
cant. Those who obtain new deposit facilities
receive a semi-exclusive franchise to do busi-
ness in a particular geographic area. The
Government limits the entry of other poten-
tial competitors into that area if such entry
would unduly jeopardize existing financial
institutions. The Government also restricts
competition and the cost of money to the
bank by limiting the rate of interest payable
on savings deposits and prohibiting any in-
terest on demand deposits.

Senator Proxmire later said:
The regulators have thus conferred sub-

stantial economic benefits on private insti-
tutions without extracting any meaningful
quid pro quo for the public.

REVIEW

The central premise on which Sen-
ator Proxmire bases his justification
for ‘‘extracting any meaningful quid
pro quo’’ may have existed in 1977, but
absolutely does not exist today. Taken
one at a time, each and every claim
Senator Proxmire used to justify CRA
in 1977 is no longer applicable today.
Let us go through them one at a time:

Chartered institutions ‘‘receive a
semi-exclusive franchise to do business
in a particular geographic area.’’

Congress passed the Reigle-Neal
Interstate Banking and Branching Effi-
ciency Act of 1994, which allowed one
bank to acquire another bank in any
other state, thus subjecting small com-
munity banks to the competition of ac-
quisition hungry megabanks.

Senator Proxmire also said:
‘‘Government limits the entry of

other potential competitors.’’
That was in 1977.
Clearly this is not the case. The un-

derlying bill, H.R. 1151 does not limit,
but dramatically increases the entry of
potential competitors.

The bill essentially says that credit
unions can serve every group in a com-
munity—making them the same as
community banks.

Senator Proxmire said in 1977 regard-
ing CRA justification:

‘‘Government also restricts competi-
tion and the cost of money to the bank
by limiting the rate of interest payable
on savings deposits and prohibiting any
interest on demand deposits.’’

This is no longer true.
The Depository Institutions Deregu-

lation and Monetary Control Act of
1980 phased out the interest rate ceil-
ings on savings deposits and introduced
Negotiable Orders of Withdrawals
(NOW Accounts) that allowed the pay-
ment of interest on demand deposits to
consumers.

PROXMIRE PREMISE NO LONGER EXISTS

Twenty-one years later, the ‘‘sub-
stantial economic benefit’’ to which
Senator Proxmire refers no longer ex-
ists. Since the benefit no longer exists,
neither should the Government man-
date of credit allocation. Congress
should lift this mandate off small com-
munity banks.

REGULATORY BURDEN

According to a recent Federal Re-
serve study, entitled, ‘‘The Cost of
Banking Regulation: A Review of the
Evidence,’’ regulatory costs account
for up to ‘‘13 percent of noninterest ex-
penses’’ of banks. That is a lot of
money. In addition, the study con-
cluded that ‘‘(A)verage compliance
costs for regulations are substantially
greater for banks at low levels of out-
put’’—in other words, smaller banks—
‘‘than for banks at moderate or high
levels of output’’—or larger banks.

This regulatory burden is borne out
in the efficiency rate of banks. As you

can see by the chart, small banks are
less efficient than large banks.

Banks with less than $250 million in
assets have an efficiency ratio of 63
percent versus that of large banks over
$250 million with an efficiency ratio of
60.5 percent. These inefficiencies trans-
late into a lower return on equity for
small banks. Large banks have a re-
turn on equity of 14.4 percent versus
11.3 percent for small banks. This
means the average large bank has a re-
turn on equity 27 percent greater than
small banks.

EXEMPTION OF BANK ASSETS

Contrary to what opponents of the
amendment would have you believe,
the small bank exemption would not
‘‘gut’’ CRA.

Banks with less than $250 million in
assets account for less than 12 percent
of bank assets nationwide. Thus, 88
percent of bank assets are con-
centrated in banks with over $250 mil-
lion in assets and would still be subject
to CRA, assuming that the Shelby
amendment is adopted.

I have a chart that will help put that
into perspective for my colleagues. Al-
though there are 8,110 small banks
below $250 million in assets, those
banks account for only $593 billion in
combined assets. That means small
banks account for 11.7 percent of bank
assets nationwide.

However, one bank—BankAmerica,
the new bank resulting from the merg-
er of NationsBank and BankAmerica—
possesses assets of $570 billion or 11.3
percent of total bank assets. Thus, one
financial giant holds assets nearly as
big as that of all 8,110 small banks
across America. That begs the ques-
tion, why do we have to burden 8,110
small community banks that only ac-
count for such a small portion of CRA
monies? The vast majority of bank as-
sets are concentrated in the large, bil-
lion dollar megabanks that can more
easily shoulder the burden.

SMALL BANKS SERVE COMMUNITIES

Small community banks have an ex-
cellent record of serving their commu-
nities. Since over half of all banks and
thrifts below $250 million have only one
or two branches, they really have no
other place to go but to their commu-
nity to do business. Of the 8,970 small
banks and thrifts, only nine—.1 per-
cent—received a ‘‘substantial non-
compliance’’ CRA rating in 1997. In ad-
dition, small banks have a better
record with regard to the most com-
mon type of community-based lend-
ing—real estate lending.

Banks under $250 million had a real
estate lending to assets ratio of 37 per-
cent in 1997 versus 23.9 percent for
large banks over $250 million.

FAIR LENDING LAWS

The small bank exemption from CRA
is not about discrimination. The fol-
lowing fair lending laws will still
apply, including: The Fair Housing Act
of 1968 which prohibits discrimination
on the basis of race, color, religion,
sex, national origin, familial status
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and handicap in all aspects of the hous-
ing industry; the Equal Credit Oppor-
tunity Act of 1974 which prohibits
creditors from discrimination based on
race, color, religion, national origin,
sex, marital status, age, or receipt of
public assistance; and the Home Mort-
gage Disclosure Act of 1975 which re-
quires banks to keep current records of
its mortgage lending activity.

Any assertion that small banks do
not serve their communities rings hol-
low. Small banks must serve their
communities if they want to survive.
Any claim of discrimination also rings
hollow given the fair lending laws that
apply to all lenders.

CONCLUSION

In conclusion, Mr. President, the
Community Reinvestment Act was in-
troduced in 1977 by Senator Proxmire
under the premise that banks receive a
‘‘substantial economic benefit.’’ That
benefit does not apply today as we
enter the 21st century.

The small bank exemption from CRA
would go a long way in helping reduce
the costs and risks of mandated credit
allocation. CRA is not only a bad law
for banks, but it is also a bad law for
consumers. CRA forces banks to under-
write risky loans because they find
that preferable to being terrorized and
vandalized by so-called community
groups that extort money from banks.
As a result, consumers around this
country are being forced to subsidize
this terrorist activity in the form of
higher loan rates, lower savings rates
and a lower return on equity.

Mr. President, I ask my colleagues to
support this very important amend-
ment on behalf of the small community
banks around America but, more im-
portantly, every bank customer who
walks in to get a loan and is forced to
subsidize this government mandated
credit allocation.

I yield the floor.
Ms. MOSELEY-BRAUN addressed the

Chair.
The PRESIDING OFFICER. (Mr.

GORTON). The Senator from Illinois.
Ms. MOSELEY-BRAUN. I thank the

Chair.
Mr. SARBANES. Mr. President, will

the Senator from Illinois yield me just
2 minutes without losing her right to
the floor?

Ms. MOSELEY-BRAUN. Certainly.
Mr. SARBANES. Mr. President, be-

fore the Senator from Alabama leaves
the floor—because this is going to turn
into a very interesting debate, and I
want to make clear the parameters of
it, obviously—he sent out a letter
quoting Senator Proxmire. I am sure
he is a good former trial lawyer, and he
would anticipate that we would go and
read all of the Proxmire statement
from which he was making selections
which were reflected on the chart that
he just showed us.

Now, from that Proxmire statement,
the very one containing these selec-
tions which the Senator says is his ra-
tionale for supporting the Community
Reinvestment Act, and from which the

Senator allegedly shows that the ra-
tionale no longer applies—although I
disagree with even that assertion—let
me read to you. I will read the next
sentence, which didn’t appear on the
Senator’s chart, I regret to say.

Mr. SHELBY. If the Senator will
yield——

Mr. SARBANES. Let me make the
point, and then I would be happy to
yield.

The next sentence said:
The Government provides deposit insur-

ance through the FDIC and the FSLIC with
a financial backup from the U.S. Treasury.

‘‘The Government provides deposit
insurance through the FDIC and the
FSLIC with a financial backup from
the U.S. Treasury.’’

That wasn’t quoted as a rationale
why it is reasonable to expect financial
institutions to look after the needs of
their community—because they are
getting a very important Government
support in the deposit insurance.

Now, Senator Proxmire made the
statement in 1977. To prove his state-
ment, in the 1980s, and to underscore
the meaningfulness of the public bene-
fits provided to federally insured finan-
cial institutions during the S&L crisis,
the GAO report says that ‘‘the direct
and indirect cost to the United States
taxpayers of resolving the savings and
loan crisis, namely delivering on this
insurance which is provided to them,
was $132 billion—$132 billion—‘‘and
that does not include the interest ex-
penses associated with financing the
direct costs of the crisis which would
drive the figure even higher.’’

So, please, with all respect to the
former chairman of the Senate Bank-
ing Committee, if we are going to start
doing selections out of his statements,
certainly we should include what I re-
gard as the most important single ra-
tionale that he put there:

The Government provides deposit insur-
ance through the FDIC and the FSLIC with
a financial backup from the U.S. Treasury.

Now, that comes right out of the
CONGRESSIONAL RECORD of January 24,
1977, which is what the Senator said in
the letter he sent to Members he was
quoting from. But, unfortunately, for
the purposes of clarity in debate, that
provision was not cited. Of course, that
is the very provision that became ap-
plicable in the 1980s when we had the
S&L crisis, and we delivered to the
tune of $132 billion in order to honor
the deposit insurance requirements.
Obviously, without the deposit insur-
ance requirements, you wouldn’t have
these industries. They are absolutely
dependent on them to provide a basic
level of financial stability and con-
sumer confidence.

So I appreciate the Senator yielding,
but I thought it was important to get
that on the RECORD at this point, al-
though we will bring it up again in the
debate later on.

The PRESIDING OFFICER. The Sen-
ator from Illinois.

Ms. MOSELEY-BRAUN. Mr. Presi-
dent, I thank the Senator from Mary-

land for shedding light on this debate,
because I think it is very important
that this debate be put in context and
that the whole story be told. The truth
is that this debate, reduced to its es-
sentials, really does relate to a fun-
damental philosophical difference. Ei-
ther you are for the politics of conflict
and anger and ‘‘I got mine, too bad for
you,’’ or you understand and appre-
ciate the value of a politics based on
cooperation, on finding common
ground, and in recognizing that, as
Americans, we are all in this together.

The fact of the matter is, the CRA is
not extortion, as, apparently, it was
called on this floor this morning. It is
a perfect example of coming up with a
construct that allows financial service
institutions to do good while doing
well. I think it is very important for
the listening public to understand that
this gives money away to no one. These
institutions are not giving away
money. They are not losing money.
They get back every cent. In fact, the
loss ratio, to the extent that we have
studies on this, the loss ratio for banks
doing business under the Community
Reinvestment Act is no different.
Banks have done no more poorly while
under CRA. The Community Reinvest-
ment Act simply provides access to
capital for underserved communities.
There are those of us who think that is
a good thing for America, that that
helps everybody, that everybody bene-
fits when we do not have whole sectors
of our country, rural areas, inner-city
areas—when we don’t have whole sec-
tors of our country cut off from capital
flows.

I was going to rise in opposition spe-
cifically to the amendment by the Sen-
ator from Alabama to this credit union
bill. But, really, my remarks have to
be directed, I think, at both of the
pending amendments, both the amend-
ment of the Senator from Alabama, as
well as the amendment of the Senator
from Texas.

Before I speak specifically on the
amendment, however, I think it is im-
portant to say what a strong supporter
I am of the underlying bill, H.R. 1151. I
commend and congratulate the Senator
from New York as well as the Senator
from Maryland for their very good
work in resolving the issues that are
reflected by the Credit Union Member-
ship Access Act, which was reported
out of our Banking Committee by a
vote of 16 to 2. The fact is this, the un-
derlying legislation, responds to a rul-
ing by the U.S. Supreme Court that,
frankly, terrified a number of people
that they would lose their ability to
participate in credit unions. Certainly
this legislation will put an end to those
fears.

I believe credit unions play such an
important role in the panoply of finan-
cial institutions in our country pre-
cisely because we have to have ways to
make certain that ordinary citizens
will be able to access credit and cap-
ital, will have someone they can put a
face on, who is in the neighborhood,
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who is part and parcel of the commu-
nity. Those values, associated with fi-
nancial institutions, is just as impor-
tant for our country as making certain
that our big banks and our big institu-
tions can compete internationally. We
have to do both. We have to have the
focus and the attention paid to Main
Street, to little towns and commu-
nities, to parents who want to send
their kids to college, to somebody who
wants to borrow for a car, somebody
who wants to borrow for a house or
whatever their immediate needs are.
We have to have those kinds of oppor-
tunities in our system of financial in-
stitutions or financial services, as well
as the big banks and the institutions
capable of competing with the Euro-
pean and other industrialized nation’s
banks that can aggregate huge
amounts of capital.

So I think making certain the credit
unions are strong and secure and able
to provide access to capital and credit
for citizens is a very, very important
thing, and, again, I strongly support
the effort by the Senator from New
York and the Senator from Maryland
in hammering out the basis of H.R.
1151, and I support it.

Having said that, I want to talk spe-
cifically about the amendment of the
Senator from Alabama as well as, more
generally, about the conversation from
the Senator from Texas. I sat here,
frankly, when my blood wasn’t boiling
over some of the conversation—actu-
ally the Senator from Alabama has a
more soothing tone so he doesn’t get
your blood up as much as might other-
wise happen. But it occurred to me it
was really important in this debate to
tell the listening audience and the gen-
eral public what actually is going on
here, because so much information has
been left out of the conversation so far.

In the first instance, it is important
to understand what the Community
Reinvestment Act is not. Let’s start
there. CRA is not ‘‘fair lending.’’ It has
nothing to do with race as a specific
thing. It is not that. It has to do with
geographic distribution of capital, so it
relates to communities more than any-
thing else, not so much to individuals.
That is important to keep in mind as
we talk about CRA, because this debate
will continue into next week.

The second point I think is impor-
tant to make, again in terms of what
CRA is not, CRA is not a giveaway.
Every penny comes back—or at least as
much as to any other lending institu-
tion. It is about loans. It is not a man-
dated interest reduction. It is not re-
quiring financial institutions go into
social work. CRA is not charity.

As the Senator from Maryland point-
ed out, the taxpayers put up the
money, really, for deposit insurance.
We also have a tax exemption with re-
gard, at least, to the credit unions.
There are bankers, frankly, who are
more than a little annoyed that credit
unions have almost a 30 basis point ad-
vantage because of the tax exemption
that they enjoy. But the tax exemption

has been there precisely because we
want to make certain that individuals,
people in communities, have a chance
to go into their neighborhood credit
union or credit union associated with
their job and borrow money for college
or whatever. So there is a basis point
advantage that the credit unions get.

The taxpayers, all of us, all Ameri-
cans who pay taxes, help make that
possible. That happens any time you
create a tax exemption from something
that ought otherwise be taxed. If we
say we are going to tax everything
from here to here, from A to D, but we
are going to exempt this little part C
to D and say, ‘‘Because you are doing
something we like, we are not going to
tax you for that,’’ that tax exemption,
then, has to be made up by everybody
else, right? So it becomes what we
sometimes call a tax expenditure.
When you take something out of A to
D, that little part has to be made up if
you have to get to D, and that is what
happens if we provide for tax exemp-
tions generally. Everybody chips in; ev-
erybody participates.

It should be for that reason, if noth-
ing else, that we recognize that when
you talk about policy like this, it real-
ly does matter, it really does come
down to recognizing we are all in this
together, that we all have an invest-
ment, that we all share in these poli-
cies, and that finding the place for co-
operation and common ground makes a
lot more sense for our country than,
again, finding the points of conflict, of
anger, and of ‘‘I got mine, too bad for
you.’’

Another thing CRA is not, it does not
have an explicit credit allocation cri-
teria. There are no bureaucrats. This is
another one of the old saws that just
get people’s blood boiling, ‘‘Oh boy,
those nasty Federal bureaucrats telling
us what to do.’’ There are no bureau-
crats telling the credit unions, the
banks or anybody else, how to do their
jobs. It is a results-oriented kind of
legislation.

And, in fact, there are, since the 1995
amendments, simply three separate
criteria: A lending test evaluates
whether or not a bank has a record of
meeting the credit needs of its local
community. Boy, is that awful. Has the
bank met the credit needs of its local
community.

An investment test evaluates how
well a bank satisfies the credit needs of
its local neighborhoods through quali-
fied community investments that bene-
fit the assessment area. Another hor-
rendous extortion we were hearing
about a minute ago.

Finally, a service test that evaluates
how well the needs of the community
are being met by the bank’s retail de-
livery systems.

All of these things go into defining
what CRA is about. Again, it is no bu-
reaucrat telling somebody on the front
end how to do it, but it is assessing
whether or not the decisions were made
in the private sector in an appropriate
way that would achieve results.

Another thing that CRA is not is
sanctions. Again, this gets to the in-
flammatory language we heard on the
floor about extortion and a gun to the
head and all the rest of it. There are no
sanctions for poor performance, no ex-
plicit sanctions.

What it does is, the regulators will
take an institution’s CRA ratings into
account in making evaluations with re-
gard to their attempts to expand or
merge or otherwise change the way
they do business. What you have here
then is a modest attempt to provide
the basis for community reinvestment,
and even that is under attack, again, I
think, by some shopworn and already,
hopefully, discredited politics that I
don’t believe the American people care
to hear anymore. It is fighting yester-
day’s battles all over, or, as Yogi Berra
would say, ‘‘It’s deja vu all over
again.’’

The amendment of the Senator from
Alabama seeks to exempt fully 86 per-
cent of our Nation’s banks—that is to
say, those with under $250 million in
assets—from the provisions of the Com-
munity Reinvestment Act. This is not
the first time he has offered this
amendment. In 1995, this very amend-
ment was considered as part of a bank-
ing regulatory relief bill. At that time,
the Community Reinvestment Act reg-
ulations were undergoing revision to
make them less burdensome and more
effective for banks and customers and
consumers and communities. The
amendment was unnecessary and coun-
terproductive then. It is even more so
now. In addition to failing to relate to
anything having to do with the current
reality, it fails to make the case that it
will help effectuate the goals of the
Community Reinvestment Act.

The attempt to describe the CRA as
overly burdensome to banks is not
true, has not been true, it is not true.
Frankly, the banks themselves have
stepped forward to tell us that they be-
lieve the CRA is a positive thing that
allows them to do good and to do well.

Let me share for a moment some of
the comments by members of the bank-
ing industry.

Alan Morris, commissioner of banks
for the Commonwealth of Massachu-
setts, Division of Banks and Loan
Agencies:

I would like to dispel any myths which
may still exist about CRA, myths which
abound not only among some bankers but
among many regulators and community
groups. CRA makes good business sense. Of
the many bank failures which occurred in
Massachusetts over the last 3 years, I can as-
sure you that not one is attributable to a
bank making too many CRA loans. We tend
to forget, after all, that sound loans to peo-
ple in businesses in an institution’s own
local community is what CRA is all about.
The false assumptions by some that low and
moderate income persons are not deserving
of or cannot use banking services is harmful
to the communities, the institutions and the
economy.

Again, this is something that affects
us all. If we don’t have capital flows
going to all parts of our country, it is
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kind of like not having blood circulate
to your feet. You can either get the
blood circulating to your feet, or you
can cut it off, or you can walk around
in pain and misery. We can decide we
are going to look at abandoned commu-
nities with boarded-up houses, with no
jobs, where people cannot access cap-
ital and credit, or we can do something
to get the blood pumping into those
communities. And that is what the
Community Reinvestment Act does.

Another banker talking about CRA:
My message is simple: Community rein-

vestment in low and moderate income com-
munities is good and profitable business.

Again, doing good and well at the
same time.

Nora Brownell, senior vice president,
corporate affairs, Meridian Bank Cor-
poration:

I want to reiterate the Community Rein-
vestment Act offers all of us an opportunity
to address major economic development and
service issues in our environment today.

The question becomes, What battle
are we fighting here? What is going on?
Why are we fighting a battle that
doesn’t exist? Why are we creating an
ersatz crisis, or why are we coming up
with an ersatz solution in search of a
problem if the bankers don’t think a
problem exists, if the credit unions are
happy with the bill as it is?

I point out the letter from the credit
union—what is the quote—they are
happy with the bill ‘‘as passed by com-
mittee.’’ ‘‘As passed by committee’’
does not mean either the amendment
by the Senator from Alabama or the
amendment by the Senator from Texas.

If the credit unions like the bill as it
is, if the bankers aren’t upset with the
Community Reinvestment Act, what
then are we talking about and why are
we talking about it? I submit to you, I
say to my colleagues, that the reason
we are talking about it is that some
people like to energize conflict and
anger as a part of their politics; that
some people like to have people mad at
each other, because when they get peo-
ple mad at each other, then they can
get their voters particularly angry and
their supporters particularly annoyed,
and out of that annoyance, they wind
up getting political power. That is
what I think all of this really comes
down to.

I don’t mean to be nasty, and I don’t
mean to be discourteous to any of my
colleagues, but it is just stunning to
me that we continue to have a debate
about the burdensome nature of the
Community Reinvestment Act when
the banks themselves aren’t complain-
ing about it.

To say they are not complaining
about it because they are scared, be-
cause there is a gun at their head, real-
ly—that then suggests they are not
only not being burdened but they are
too cowardly to talk about it. I don’t
think any of the people who run these
institutions are afraid to speak up for
their own interests, particularly bank-
ers. This institution has never been
known not to listen to bankers. If

bankers wanted to complain about
something, they could have brought it
to the attention of this committee and
this institution. They certainly have
the power and clout and have never
been too shy in other regards when
they needed something—when they
needed bailing out, when they needed
support. This institution has been very
responsive to bankers, and I suggest
they have not been afraid to show their
faces and complain about the Commu-
nity Reinvestment Act.

Let’s talk a little bit about the his-
tory of the CRA. The CRA was passed
in 1977 to combat what was called the
‘‘redlining’’ of certain neighborhoods.
Redlining refers to the practice of—in
some instances, people actually found
evidence where red lines were drawn on
maps to indicate areas that were off
limits for lending.

The goal of the CRA is to encourage
banks to meet the credit needs of their
entire communities, including low- and
moderate-income areas—nothing more,
nothing less. This obligation had its
roots, frankly, in the Banking Act of
1935 which required banks to meet the
convenience and needs of their commu-
nities, and that, of course, was reiter-
ated in the Bank Holding Company Act
of 1956 and, of course, the bank char-
ters themselves.

CRA is not new, really, in that re-
gard. There is precedence in other ex-
isting laws with regard to the intent of
making certain that banking and that
the access to capital and credit are
evenly and equitably distributed
throughout all communities.

The CRA does not require any banks
to make bad loans. It only asks them
to explore good loan possibilities in
their entire market area. CRA opens
new markets and allows banks, again,
to do good while doing well.

Now, it is critical, again, to keep in
mind what it is and what it is not. It is
not an effort to treat banks as if they
were arms of the Government. It does
not set up banks and financial institu-
tions as social service agencies. It is
not about treating them as an equiva-
lent of a Government grant. This is not
giving money away to anybody. It is
not a credit allocation. It is not forcing
somebody to give credit to a particular
group or particular community in a
particular way. And it certainly is not
about minorities.

I certainly hope that nobody gets
away with demonizing the Community
Reinvestment Act on the basis of race,
or demonize it, frankly, on the basis
that it is for inner-city communities
because it is not. It is about commu-
nities all over the country, and par-
ticularly in rural communities. Actu-
ally, rural communities in some in-
stances are more challenged than our
inner-city and urban areas in terms of
getting access to capital and credit.

It is especially important to preserve
the CRA obligations for rural banks
when often they are the only game in
town for credit purposes. Several years
ago, our Banking Committee held some

CRA oversight hearings and we discov-
ered cases of small banks in which the
service area consisted of two towns,
each with a population of about 10,000.
The bank in that case was found to be
in substantial noncompliance with
CRA because its loan portfolio con-
sisted of only 5 percent of the total as-
sets of the bank.

Now, again, 5 percent—you say, how
could that happen? You have a bank in
a little town. Why would it give only 5
percent of its loans in the town? Well,
in some instances the investments are
in Treasuries and other things like
that which wind up being more profit-
able for the bottom line, but it cer-
tainly does not serve the interests of
the community. And that is not where
banking laws—again, going back to
1935—that is not where the banking
laws want to take us. Frankly, that
does not in any way reflect or relate to
or in any way show support back for
the kind of support that taxpayers and
citizens overall give to these financial
institutions.

The last time the efforts were made
to exempt small banks from the CRA—
I am speaking specifically to the
amendment by the Senator from Ala-
bama—there was an article that ap-
peared in the Madison Capital Times in
Wisconsin. It is ‘‘Bank measure bad for
farms.’’ Referring to that amendment,
the very same amendment, this article,
‘‘Bank measure bad for farms’’ presents
the view of a concerned rural resident
who was concerned about the
unpainted barns and boarded-up rural
businesses that she saw in her commu-
nity.

I ask unanimous consent to have this
article printed in the RECORD.

There being no objection, the mate-
rial ordered to be printed in the
RECORD, as follows:

[From the Madison Capital Times, July 20,
1995]

BANK MEASURE BAD FOR FARMS

(By Margaret Krome)
Earlier this week I drove past unpainted

barns and boarded up rural businesses on my
way to a meeting. Like many city dwellers,
I fretted about the health of farms I passed
and small towns I drove through, but felt
powerless to help.

However, we urbanites can protest policies
that actively harm rural communities. One
such proposal is before Congress right now.
It would gut a major safeguard for money
borrowers, the Community Reinvestment
Act.

As in all communities, rural citizens need
credit. When farmers, other small businesses,
and rural citizens deposit their money in
their local bank, they do so both to protect
their funds and with the hope that when they
want to start a new business or bring a new
family member into their farm operation,
the local bank will, in turn, lend them
money.

But sometimes banks, and especially many
rural banks, establish a very different pat-
tern, where local lending takes a lower prior-
ity than making more assured investments,
like federal government securities. Thus,
such banks drain local resources outside of
the very localities that support them, mak-
ing it that much harder for local citizens to
get credit.
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The Community Reinvestment Act was

passed in 1977 to make banks more respon-
sive to the credit needs of the community
they serve. The measure provides that before
a bank can expand, be bought, merge with
another, or make other changes in business
structure, its record of community reinvest-
ment is reviewed.

If community members voice dissatisfac-
tion with how the bank has met local needs,
or if the bank’s local lending rate is consist-
ently low, it triggers a regulatory yellow
light. Before the bank’s plans can proceed, it
must respond to citizen concerns.

When M&I Bank proposed to buy out Val-
ley Bank holdings in 1993, for example, citi-
zens in southwestern Wisconsin held meet-
ings to raise concerns about lending prac-
tices in that 10-county region. Without ever
becoming a formal challenge, the process re-
sulted in M&I’s working with the community
to increase agricultural and small busi-
nesses.

Despite such successes, now comes H.R.
1858, the ‘‘Financial Institution Regulatory
Relief Act of 1995,’’ to the rescue of oppressed
bankers everywhere. In three simple swipes,
it effectively eviscerates the CRA.

First, it removes a citizen’s or community
group’s ability to challenge a bank’s applica-
tion for expansion based on its prior CRA
performance.

Second, it outright exempts banks with
less than $100 million in assets from CRA
regulations, which especially hurts rural
areas, where such banks are located. In fact,
under H.R. 1858, CRA provisions would not
apply in 34 of the state’s 72 mostly rural
counties.

Finally, and incredibly, it allows banks be-
tween $100 and $250 million in assets to ‘‘self-
certify’’ their CRA compliance . . . as if any
bank would ever be motivated to do other-
wise.

The banking community’s complaint that
meeting CRA regulations is too costly is un-
convincing, given record profits that Wiscon-
sin banks have registered in recent years.
Granted, CRA-related paperwork for some
banks has been considerable at times, but
after a 2-year regulatory reform process,
even those problems were addressed in April
with greatly lessened reporting requirements
and a streamlined examination process for
small banks.

The ‘‘reforms’’ in H.R. 1858 are not de-
signed to relieve banks of onerous reporting
requirements. They appear to be poorly dis-
guised efforts to grant banks a carte blanche
to invest local monies in whatever ways best
suit their private profit-making interests.

There’s nothing wrong with making a prof-
it, but in rural areas, where often there’s lit-
tle competition among banks, it’s wrong to
revoke one of the few accountability meas-
ures citizens have.

Historically, banking officials hold all the
cards during any local lending negotiation.
The CRA shifts that power balance by giving
citizens a forum to air concerns about a
bank’s pattern of lending.

If rural communities are to regain the vi-
tality their citizens deserve, they need true
help an meaningful solutions. Permitting
banks free rein in the name of regulatory re-
lief is not one of them.

Ms. MOSELEY-BRAUN. The author
stated in the article:

As in all communities, rural citizens need
credit. When farmers, other small businesses,
and rural citizens deposit their money in
their local bank, they do so both to protect
their funds and with the hope that when they
want to start a new business or bring a new
family member into their farm operation,
the local bank will, in turn, lend them
money.

But sometimes banks, and especially many
rural banks, establish a very different pat-
tern, where local lending takes a lower prior-
ity than making more assured investments,
like Federal Government securities. Thus,
such banks drain local resources outside of
the very localities that support them, mak-
ing it that much harder for local citizens to
get credit.

She goes on—by the way, I do not
know how many people who are listen-
ing to me now got a chance to hear the
earlier comments about the nasty Fed-
eral Government, but, again, here this
lady is saying they are taking money
out of home localities in rural commu-
nities and investing them in Federal
Government securities.

She goes on to describe how the Com-
munity Reinvestment Act spurred one
bank in particular to increase its com-
mitment to agricultural and small
businesses. And I quote. She says:

. . . in rural areas, where often there is lit-
tle competition among banks, it’s wrong to
revoke one of the few accountability meas-
ures citizens have.

Mr. President, I believe that she is
exactly right. Even if banks under $250
million represent a small percentage of
total banking assets, they still rep-
resent 100 percent of options for many
small town residents.

To go back to the article, the author
also writes:

If rural communities are to regain the vi-
tality their citizens deserve, they need true
help and meaningful solutions. Permitting
banks free rein in the name of regulatory re-
lief is not one of them.

In addition to the article that I just
mentioned, I would like, Mr. President,
to have printed in the RECORD a letter.
This letter, which I received yesterday,
expresses strong opposition to the
amendment by the Senator from Ala-
bama.

It asserts that:
Rural Americans need the tools of the

Community Reinvestment Act to ensure ac-
countability of their local lending institu-
tions. It is needed to prevent rural banks
from abandoning their commitment to serve
millions of Americans living in smaller low-
and moderate-income communities.

This letter, by the way, is signed by
11 groups: The Center for Community
Change, the Center for Rural Affairs,
the Federation of Southern Coopera-
tives, the Housing Assistance Council,
the Intertribal Agriculture Council,
Iowa Citizens for Community Improve-
ment, National Catholic Rural Life
Conference, National Family Farm Co-
alition, National Farmers Union, Na-
tional Rural Housing Coalition, and
the Rural Coalition.

I ask unanimous consent that letter
be printed in the RECORD.

There being no objection, the letter
was ordered to be printed in the
Record, as follows:

JULY 23, 1998.
DEAR SENATOR: On behalf of the under-

signed organizations representing rural
Americans, we are writing to express our
strong opposition to legislative efforts to
weaken the coverage of the Community Re-
investment Act (CRA). Our understanding is
that Senator Shelby plans to offer an amend-

ment to H.R. 1151, the credit union legisla-
tion, that is scheduled for floor action. In ad-
dition, Senator Gramm plans to offer an
amendment that strikes provisions, in H.R.
1151 that would ensure that credit unions
provide services to all individuals of modest
means within their field of membership.

The Shelby amendment would exempt
banks under $250 million in assets from CRA
coverage. This affects over 85% of banks na-
tionally. For citizens in Iowa, Kansas, Min-
nesota, Montana, Nebraska, and Oklahoma,
95% of the banks would be exempt.

Rural Americans need the tools of the
Community Reinvestment Act to ensure ac-
countability of their local lending institu-
tions. It is needed to prevent rural banks
from abandoning their commitment to serve
the millions of Americans living in smaller
low and moderate-income communities. Un-
fortunately, small commercial banks do not
automatically reinvest in their local com-
munities. This is documented by national
data on reinvestment trends and loan to
asset ratios for banks across the country.
50% of small banks have a loan-to-deposit
ratio below 70%, with 25% of these having
levels less than 58%. The data for 1997 re-
veals that banks under $100 million in assets
received 82% of the substantial non-compli-
ance ratings.

We strongly urge you to oppose these
amendments to H.R. 1151. The Shelby amend-
ment ignores the important regulatory
changes since 1995 that have significantly re-
duced the paperwork and reporting issues for
small banks. The Gramm amendment will
strike an important provision from the bill
that for the first time would require credit
unions to meet the financial services needs
of their entire field of membership.

A vote against these amendments will help
meet the credit demand of millions of family
farmers, rural residents, and local busi-
nesses. Thank you for considering our con-
cerns.

Sincerely,
Center for Community Change; Center

for Rural Affairs; Federation of South-
ern Cooperatives; Housing Assistance
Council; Intertribal Agriculture Coun-
cil; Iowa Citizens for Community Im-
provement; National Catholic Rural
Life Conference; National Family
Farm Coalition; National Farmers
Union; National Rural Housing Coali-
tion; Rural Coalition.

Ms. MOSELEY-BRAUN. In addition,
I have received many letters from com-
munity groups and other concerned
citizens who oppose this amendment.

I must point out that, again, in 1995,
when this amendment was proposed be-
fore, letters were sent in opposition by
the Save CRA Coalition and others.
Unlike many of the special interest
groups around here in Washington,
frankly, that group’s name lets you
know exactly what it stands for. The
Save CRA Coalition was established to
defeat the amendment of the Senator
from Alabama when it was previously
offered.

The letter they sent, opposing the
weakening of the CRA, was signed by
2,181 State and local government orga-
nizations, for-profit businesses, com-
munity groups, unions, farm groups
and faith-based organizations from
every State in the country, the Dis-
trict of Columbia, Puerto Rico, and the
Virgin Islands, by the way, including a
number of organizations from Alabama
and Texas.
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Now, I am going to ask that the let-

ter be printed in the RECORD also. I am
not intending to filibuster, and I know
that some of my colleagues are here on
the floor wanting to speak, but there is
a long, long list of organizations which
are very, very recognizable that I hope
my colleagues have a chance to take a
look at to see the breadth and the level
of opposition to the amendment by the
Senator from Alabama and the opposi-
tion to weakening the CRA.

I hope that also every Member of the
Senate will have occasion to at least
review the names of the organizations
in their own State with regard to oppo-
sition to this amendment. My own
State, what, it is three pages—Illinois
has page 9, page 10, and on to page 11.
They are just names in a single space
of organizations in opposition to that
amendment. And I am sure if I were to
take Missouri or Delaware or any of
the other States, they would be an
equally long list. I hope my colleagues
will familiarize themselves—or New
York—will familiarize themselves with
the names of the organizations that,
again, are against weakening the Com-
munity Reinvestment Act.

However, I ask unanimous consent
that the letter itself be printed in the
RECORD, but not the names of the orga-
nizations who signed the letter because
that would take up too much space in
the RECORD.

There being no objection, the letter
was ordered to be printed in the
RECORD, as follows:

SAVE THE CRA COALITION,
Washington, DC, September 7, 1995.

Hon. ALPHONSE D’AMATO,
U.S. Senate, Washington, DC.

DEAR SENATOR D’AMATO: The following
state and local governments organizations,
for-profit businesses, community groups,
unions, farms groups, and faith-based organi-
zations oppose legislative changes in S. 650
and H.R. 1858 that weaken the Community
Reinvestment Act (CRA). CRA ensures that
creditworthy borrowers have access to the
American system of commerical credit. It
has given banks an incentive to discover
profitable lending and investment opportuni-
ties in rural, suburban and urban commu-
nities. Congress does not need to revise this
effective law.

Preservation of CRA is vital to the work of
community developers and small business
nationwide, CRA has been the catalyst for
important local alliances among financial
institutions, local businesses, nonprofits,
and state and local governments. It has led
to hundreds of thousands of modest-income
families becoming first-time home owners,
generated new capital for small businesses
and small and mid-size family farms, and
made financing available for local economic
development projects. Additionally, CRA has
spurred the creation of innovative mecha-
nisms for providing credit such as revolving
loan funds and consortia.

We recognize the value of making CRA a
more performance-based system rather than
a process of documentation, however federal
regulators have addressed this issue. On
April 19, 1995, the four bank regulatory agen-
cies issued final rules making CRA compli-
ance more effective. The process of revising
these regulations covered two years of in-
tense deliberation; public hearings involving
hundreds of bankers, community groups and
local officials; and nearly 14,000 written com-

ments from banks and other organizations
nationwide. We strongly believe that the reg-
ulations agreed to by the nation’s financial
regulators effectively address whatever
weaknesses banks have complained about in
CRA’s administration and thereby bolster its
successes.

Proposed ‘‘regulatory relief’’ legislation
(S. 650 and H.R. 1858) would stifle local com-
munity efforts by exempting an overwhelm-
ing majority of banks and allowing the rest
to abandon their commitments to millions of
Americans in low- and moderate-income
communities. In addition to provisions that
explicitly modify the Community Reinvest-
ment Act, other provisions in this legislation
deter community reinvestment efforts by
abolishing constructive channels for commu-
nity input in decisions regarding bank merg-
ers and other corporate expansions, and
eliminating critical data collection require-
ments that enable objective assessments of
bank performance.

Since its enactment in 1977, CRA has at-
tracted more than $60 billion worth of in-
vestments in low- and moderate-income
communities around the country, and stimu-
lated local economies. Every dollar spent in
community-based development circulates
through the economy an estimated five
times through vendors, suppliers, sub-
contractors and related workers.

In light of the success of the CRA, we urge
you to strike provisions within S. 650 and
H.R. 1858 that weaken the CRA and to oppose
any efforts to cripple this critical law.

Sincerely,
2,181 Organizations.

Ms. MOSELEY-BRAUN. One of the
reasons that CRA has such broad sup-
port is very simple. It does not force
banks to make bad loans. It encourages
them to examine unexplored markets
in their service area, and it, again, al-
lows a financial institution to do good
while doing well simultaneously. They
make money on these loans.

My favorite CRA story is about one
banker who said that he hated the
CRA, but he did not think it was bur-
densome. What he hated was the fact
that other banks did it, too. Other
banks were complying with CRA. He
had discovered years ago—it was kind
of a market rating situation—he dis-
covered years ago that there were
many cash-poor but credit-worthy cus-
toms out there. And he had previously
been the only one issuing loans in cer-
tain low- and moderate-income areas
in low- and moderate-income neighbor-
hoods.

So now with CRA in place, he was
forced to compete where he had once
enjoyed a monopoly. And so he was an-
noyed, if you will, that his monopoly
over the areas that had not had access
to capital and credit, except via him—
that that monopoly was now opened up
because other institutions were begin-
ning to engage in those communities,
because and by virtue of the Commu-
nity Reinvestment Act.

Again, he had learned a lesson that
many bankers are now learning. Be-
cause of CRA, community reinvest-
ment is the best way to do good while
doing well simultaneously. And CRA is
profitable for banks. In a survey con-
ducted by the Federal Reserve Bank of
Kansas, 98 percent of banks found that
their CRA activities were profitable.

Many others agree with the Kansas
City study. Most major banks, includ-
ing NationsBank and Bank of America,
have reiterated their commitment to
the CRA. As I recall, when we last had
a hearing in the Banking Committee,
some bankers testified in favor of keep-
ing CRA intact. In fact, I was delighted
at a hearing we had of the Banking
Committee. Secretary Rubin had pre-
viously come out in support of the
CRA, but I actually put the question to
Chairman Greenspan, who is acknowl-
edged as the guru of financial every-
thing, I guess, and Chairman Green-
span reiterated or spoke to his support
of the CRA, which I was absolutely de-
lighted about.

I will give an earlier statement of
Chairman Greenspan:

When conducted properly by banks which
are knowledgeable about their local mar-
kets, CRA can be a safe, sound, and profit-
able business. CRA has prepared financial in-
stitutions to discover new markets that may
have been underserved before.

I see a number of my colleagues
standing and looking at me. I think
this means I am talking too long. I
don’t mean to filibuster this issue. I
just want to say I believe I have spoken
to the issue. There are facts and figures
I would like to share with my col-
leagues, but I know we will have an-
other opportunity to do that because
we will have this issue come up again
on Monday.

Suffice it to say that expanding the
Community Reinvestment Act to the
credit unions, which apparently the
Senator from Texas doesn’t like very
much, is not something which has the
credit unions themselves riled up. They
like the bill we passed out of commit-
tee. They don’t want to have that
amendment. They want to see us go
forward with H.R. 1151.

With regard to the CRA-gutting at-
tempt, taking out 85 percent of CRA
activity that the Senator from Ala-
bama would suggest, I submit that also
is an amendment that the credit
unions don’t want to see on this bill be-
cause it is too important to them.

With regard to just an overall appeal
to my colleagues, let me suggest that
to find a solution like these two are
suggesting in search of a problem does
not do justice to the level of the co-
operation that we have seen in this
Congress, and particularly with this
Banking Committee, that CRA gives us
an opportunity to find common ground,
to work together, and to work together
for the good of our entire country. The
alternative is an appeal to conflict and
anger which I think is beneath the Sen-
ate. I hope my colleagues will join me
in opposing both of these amendments.

I thank the Chair. I yield the floor.
The PRESIDING OFFICER. The Sen-

ator from New York.
Mr. D’AMATO. Mr. President, I pro-

pound a unanimous consent request:
That the pending Gramm amendment
be temporarily set aside; I further ask
that at 4:30 p.m. on Monday, July 27,
the Senate resume consideration of the
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Gramm amendment, with 1 hour for de-
bate equally divided prior to a motion
to table; I further ask that the tabling
vote occur at 5:30 p.m, with no second-
degree amendments in order to the
amendment prior to the vote.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. D’AMATO. I believe my col-
league from Connecticut has a brief
statement. I believe he has asked our
other colleagues that he be recognized.

Mr. DODD. Let me thank my col-
leagues who are here, and I will keep
these remarks brief. I thank my col-
leagues from Colorado, North Carolina,
and Missouri.

Briefly, Mr. President, let me, first of
all, extend my compliments to the dis-
tinguished chairman of the Banking
Committee and the ranking member,
Senator D’AMATO and Senator SAR-
BANES, for their excellent leadership in
bringing this bill on credit unions to
the floor. This is a very, very impor-
tant piece of legislation. I think most
of my colleagues who have followed
this debate hoped we wouldn’t have had
to come to the floor with a credit
union bill. But as a result of Supreme
Court decisions, we have been forced to
act, and to act expeditiously in this
Congress. In fact, as a result of a letter
drafted by the chairman, several oth-
ers, and myself, we have asked the
court not to initiate their decision so
that there would be time for us legisla-
tively to respond to the Supreme Court
decision.

This is not just any other bill we are
bringing up that may or may not have
some importance on the Legislative
Calendar. It is critical that before this
Congress adjourn this piece of legisla-
tion be considered and adopted and
signed into law if we are going to pro-
vide the kind of relief that must be
sought as a result of the AT&T credit
union decision.

Again, my compliments to the lead-
ership of Senator DOMENICI, Senator
SARBANES, and other members of the
Banking Committee, who voted 16–2, I
think was the vote, that brought this
bill to the floor of the U.S. Senate.

It is critically important. Why is it
important? It is important because if
we are going to see members of credit
unions forced to leave their credit
unions as a result of the AT&T credit
union decision, the resulting loss of
those members could cause a credit
union to become insolvent. That is the
problem here, and that in itself would
create a drain on the taxpayer-backed
deposit insurance fund.

So, it is very, very important we not
allow those credit unions to run the
risk of losing its membership as a re-
sult of that decision or our inability to
act and then causing these credit
unions to fail around the America.
None of that will happen, obviously, if
we move to adopt the legislation.

I point out that in the House, the
other body, they adopted the legisla-
tion, I think, something like 411–8. It
was overwhelmingly adopted. I am con-

fident that will be the case here, as
well. We will get a good, strong vote
provided we don’t get sidetracked on
some side issues. Whether they have
merit or not, there will certainly be
other vehicles in the minds of some
people, but the idea we would allow it
to be attached to this, running the
risk—you run the risk of having this
credit union legislation collapse. If
that does happen, then the resulting
consequences of that collapse will have
to be borne by those who try to take
advantage of this vehicle to add extra-
neous matters. That is very, very clear
to credit union members all across the
country.

This is an opportunity for us to act
on this bill. I have strong views about
the amendment of our colleague from
Alabama on CRA. I am opposed to what
he wants to do. I know there are Mem-
bers who strongly agree with what he
wants to do. But also I will tell you
that if you allow that provision to be
added to this bill, you are going to
cause this bill to fall. If that is the
case, then the resulting consequences, I
think, are terribly predictable.

I am not going to necessarily, today,
engage in the debate on the Shelby
amendment on the CRA, Community
Reinvestment Act, except to say that I
know in my State of Connecticut for
the literally thousands of members of
credit unions, the millions in the State
of New York and California and else-
where all across this country who are
watching this debate, knowing if this
bill falls because of a desire of some to
come up with an amendment here that
has some appeal, I think the trans-
parency of the efforts will be quite ob-
vious that, in fact, it is really not the
issue of CRA.

There are those who, frankly, want
to kill this bill, who don’t like the
credit union bill but don’t really want
to take it on directly and so will offer
an extraneous amendment, hopefully,
that might just narrowly get adopted,
the bill collapses, and you have been
able to sort of smuggle the destruction
of this important piece of legislation
through. It is extremely important
that we deal with this bill in as clean
a fashion as possible, no matter how
appealing some of these amendments
may be. So that is important.

The second question obviously we
want to still address is whether or not
we want the maximum possible number
of Americans to have the choice of
joining a credit union. I think people
ought to be free to make that choice of
joining a credit union. The overwhelm-
ing majority of credit unions provide
affordable financial services to work-
ing families all across this country.

Let me draw one theme that has been
raised during consideration of the
bill—that is whether credit unions
have lost their mission of serving mid-
dle-income Americans and families of
modest means, which was written into
the original act. The question surfaced
because of a campaign of misinforma-
tion, in my view, prompted by some in-

dustries that compete with credit
unions. During the Banking Committee
hearing of these issues, back in March,
one banking industry representative
stated that ‘‘credit union membership
had become so compromised that mem-
bership was being offered to members
of wealthy country clubs.’’ I am not
making up this example. This one actu-
ally happened.

Needless to say, those who support
credit unions were very upset about
that allegation because it would run
contrary to the thrust of what credit
unions are supposed to do. We exam-
ined that allegation and it is was true,
in fact, that there were wealthy coun-
try club memberships.

What they fail to tell you is that the
people being solicited to join the credit
union were the cooks, janitors,
groundskeepers, and others. They
weren’t members of the country club,
they worked at the country club. Yet,
if you listened to the allegation, you
assumed it was people who paid signifi-
cant fees to join the club, rather than
employees. That is the sort of misin-
formation that is going on to try to de-
stroy this bill and this important cred-
it union organization across the coun-
try.

The average credit union is still very
small in size. It is limited by the num-
ber of people they serve. In my State of
Connecticut—an affluent State, a
strong middle class State—the average
size of a credit union as an institution
is $16 million in assets. In fact, if you
take all the assets of all of my credit
unions in Connecticut and total them
up, they don’t equal the assets of one
of my 10 largest banks in the State of
Connecticut. I know that is not true in
every State, but in Connecticut, which
is a fairly affluent State and has an ag-
gressive, strong credit union organiza-
tion, total assets of all of my credit
union members don’t equal the size of
any one of the 10 largest banks.

In fact, assets of all the 11,392 feder-
ally insured credit unions was $327 bil-
lion, or less than the size of Chase
Manhattan Bank or Citibank. The
asset size of the 11,452 federally insured
banks is $5.2 trillion, compared to $327
billion for all the credit unions. So the
notion that somehow this is some great
threat to commercial banking in this
country, I think, is unwarranted, it is
not credible at all. Small banks and
thrifts are threatened in many ways in
this country, but I suggest that they
are much more threatened by aggres-
sive banking giants like NationsBank
than by any credit union. The loss of
banking services in many communities
that I visited has much more to do
with aggressive takeovers and consoli-
dations practiced by large national fi-
nancial institutions or large regional
institutions than it does competition
from credit unions. That is the least of
these smaller banks’ and community
banks’ threats.

The facts show that while credit
unions have experienced modest
growth since the implementation of
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the multiple common bond, that
growth is dwarfed by the growth in the
banking industry.

Ultimately, the complaints of the
bank and thrift industry boil down not
so much to a loss of market share but
to the fact that credit unions offer cus-
tomers a pretty good deal. They offer
customers higher interest rates on sav-
ings and checking, as well as lower in-
terest rates on credit cards and certain
kinds of loans; credit unions don’t
charge their customers a fee for every
conceivable type of transaction. We
have reached a point in the banking in-
dustry where seeking out a new fee in-
come has replaced seeking out new
loan business as the way to make prof-
its.

Not only are banks generating $3 bil-
lion a year in ATM fees—a subject mat-
ter that the chairman of the commit-
tee cares deeply about—$3 billion a
year in ATM fees in excess of their
costs, but some banks even started
charging customers for using a deposit
slip at branches, or for having the te-
merity to actually call a live person—
if you can ever find one—on the phone
during normal business hours.

While the banks claim that credit
unions offer a better deal because they
don’t pay taxes, that is also a fiction.
Credit unions have no access to capital
markets to raise funds; they keep the
capital needed to stay in business only
through retained earnings. That is
vastly different from what the banks
do. Moreover, the banks also don’t ac-
knowledge the many tax advantages
they enjoy, such as being able to write
off billions in taxes every year for loan
losses that never occur, or for receiving
a tax credit for any minimal premium
they must pay toward maintaining tax-
payer-guaranteed deposit insurance.

Credit unions are nonprofit organiza-
tions that put their earnings into both
creating capital and keeping costs
down for their customers, the actions
that were precisely envisioned by Con-
gress in establishing the Federal credit
unions of 1934.

So, Mr. President, I think there is an
important role that our credit unions
play. There is good, healthy competi-
tion out there. Let me end where I
began. That is, I urge my colleagues—
those of you who truly care about al-
lowing the Supreme Court decision to
be dealt with legislatively—there is
only one window where we are going to
get a chance to do this. Even if you
find yourself attracted to a standing-
alone provision on the CRA issue—
which I don’t, but some do—even if you
are slightly attracted to that amend-
ment, by supporting that amendment
you will bring down this bill, and then
people are going to understand what
happened here.

So I certainly endorse and support
the comments of our colleague from Il-
linois, Senator CAROL MOSELEY-BRAUN,
who speaks eloquently on the issue of
the Community Reinvestment Act—the
strength of it, how well it has worked,
and how well it is working in reaching

sectors of our society that have been
too often in years past denied access to
financial services in our country. I
think it would be a mistake to jeopard-
ize this credit union bill, which has
come out of our committee with such a
strong vote and such a strong vote in
the other body.

I think on Monday we can certainly
do a great deal to relieve the anxiety
and fears of literally millions of people
across the country who utilize credit
unions for their financial security and
their futures. They are going to be ter-
ribly disappointed in this body if we
get involved in extraneous matters and
bring this bill down. So over the week-
end, I urge that members of credit
unions across the country certainly let
their Members of Congress know how
important this bill is to them and how
important it would be to keep off
amendments that could destroy our
ability to pass this legislation.

I thank my colleagues for their gra-
ciousness. I compliment the chairman
and Senator SARBANES for their fine
work on this bill.

Mr. FAIRCLOTH addressed the
Chair.

The PRESIDING OFFICER. The Sen-
ator from North Carolina.

Mr. FAIRCLOTH. Mr. President, I
rise in support of H.R. 1151. Credit
unions have played an important role
in our financial system. They have
given a helping hand and a hand-up to
millions of Americans whom it other-
wise would not have been available to.
Nearly 70 million Americans are mem-
bers of credit unions. I consider myself
a strong supporter of credit unions. We
have over 195 in my State, including
the second largest in the Nation. Over
2 million people in North Carolina are
members of credit unions. I do not be-
lieve that we should limit their access
to credit, and it is the principal reason
I support the credit unions in this bill.
We have to protect and preserve credit
unions for the future.

Mr. President, this bill is not without
controversy. This bill started out as a
court case in my home State. The case
went to the Supreme Court that began
in North Carolina and was decided
against the credit unions.

Now, there has been a lot of heated
conversation about this legislation.
Some of what has been said is correct,
but a large part of it has been incor-
rect.

Very simply, this is what it would do.
This legislation would allow multiple
groups, each with their own common
bond, to be part of one credit union.
The Federal Credit Union Act of 1934
was unclear on this point. But begin-
ning in 1982, the National Credit Union
Administration has allowed groups to
be part of a credit union. The real ques-
tion is whether Congress will support
the policy that has, in effect, been the
law since then, since the 1980s. I have
to conclude that the Congress will, but
they are only going to do it with some
limitations.

Essentially, this is why we have to
change the law.

And let me say, the changing mar-
ketplace has changed the banking
world too. Glass-Steagall—the bank
law that separates banks and securities
firms has almost no meaning in today’s
society. In fact, it is little adhered to.

Mr. President, the workplace has
changed dramatically since 1934. The
era of working for one company, with
one occupation, with one skill—for all
of one’s life is gone. Technology and
global markets have forever changed
our way of life.

These changes mean that a one group
credit union will have difficulty surviv-
ing in today’s day and age.

Banks used to not have banks outside
their own States, and primarily within
their own community. Banks used to
be able to sell insurance in only towns
of 5,000 people. Now they are limited to
the United States.

We need to update our bank laws as
well—and I hope and anticipate that we
can do that.

And I have not stood in the way of
the bank regulators that have had to
update our laws through executive ac-
tion, rather than the Congress acting.

And I think the same view is reason-
able with respect to credit unions.

But—as I said—there should be some
limitations—and there are limitations
in this bill.

Credit unions do not pay taxes. I am
adamantly opposed to taxing credit
unions.

The answer to this problem is not to
impose taxes on credit unions. The an-
swer is to reduce taxes for small banks.
That is why Senator ALLARD and I in-
troduced legislation yesterday to make
tax law changes to help community
banks.

We need to reduce regulation for
small banks—that is why I will vote for
Senator SHELBY’s amendment to re-
move CRA for community banks.

We do not need to punish credit
unions to help small banks—I think we
should simply help small banks.

Let me also say this.
We have done a number of things to

change and reform the credit union in-
dustry.

This bill is not without tough provi-
sions for the credit union industry and
some of them are pretty tough provi-
sions.

We have limited commercial loans to
be made by credit unions to 12 percent
of their assets. Before now, there was
no limit. And there was only a study in
the House bill.

We have required the NCUA to char-
ter separate credit unions where pos-
sible.

We have limited the use of geo-
graphic charter credit unions to a ‘‘de-
fined’’ community—so that there can-
not be abuses in the chartering of geo-
graphic credit unions.

Finally, we have imposed prompt cor-
rective action on credit unions—and we
have essentially established minimum
net worth requirements for credit
unions.

So there are many reforms to the in-
dustry that have not been discussed by
the opponents of this bill.
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Mr. President, let me just say

again—this is an important bill to keep
credit unions going into the future and
into the 21st century.

If we don’t pass this bill—it is uncer-
tain if people can continue to join cred-
it unions. And there is the possibility
that persons could lose their right to
be a member of a credit union. The dis-
trict court has not yet decided how
this case will be implemented.

It is simply wrong to suggest that if
we don’t pass this, that given benign
neglect, it will probably go away. It
will not. We have to pass this bill so
that current members are assured of
keeping their status.

Mr. President, I thank you and urge
pass passage of the bill. But let me
comment also on the two pending
amendments.

First, I support Senator GRAMM’s
amendment.

It makes absolutely no sense to put
CRA on credit unions. Credit unions
are member organizations to begin
with. The very nature of credit unions
is to lend to their members. To put
CRA on it is redundant, and ridiculous.

The provisions in the H.R. 1151 is re-
dundant, as I said, and is, frankly, ab-
surd. Anybody that has looked at it
knows it.

I strongly support Senator GRAMM’s
amendment. We do not need CRA for
credit unions. We need to reduce the
burden for small banks. Every bank
that I have talked to has a problem
with the CRA. It is too subjective.
There are too few definitive standards.
Small banks spend an inordinate
amount of their time and money com-
plying with Federal law when their
lending is almost totally local.

I support Senator SHELBY’s amend-
ment because CRA makes no sense for
small banks. Small banks can’t sur-
vive, if they don’t lend in their commu-
nity. That is what CRA says they need
to do. But for a small bank, where else
does it lend if it is not in its commu-
nity?

That was the purpose of the CRA to
begin with. It simply is not today via-
ble. To take deposits and lend in a
small community is what community
banks do.

The Senator’s amendment exempts
8,000 banks. But they account for only
11 percent of the assets of the industry.
In fact, these 8,000-plus banks have
roughly the same amount of assets as
one of our North Carolina banks. It is
not an unreasonable amendment.
Small banks are shrinking, they are
disappearing, and the more burden we
put on them the less there will be.

Just as I don’t think credit unions
threaten big banks, I don’t think ex-
empting small banks from CRA is a
threat to the CRA.

The SHELBY amendment only ex-
empts 11.7 percent of the assets of the
banks of this country.

As I said, we have one bank in North
Carolina with roughly the same
amount of assets.

Mr. President, I thank you. I yield
the floor.

Mr. ALLARD addressed the Chair.
The PRESIDING OFFICER. The Sen-

ator from Colorado.
Mr. ALLARD. Mr. President, I rise in

support of H.R. 1151.
First, I want to begin by thanking

Chairman D’AMATO for skillfully steer-
ing the Credit Union Membership Act
through the Senate Banking Commit-
tee and onto the Senate floor.

It has been a pleasure to work with
both him and his staff on this Senate
Banking Committee. That also is
speaking in behalf of my staff also. We
have been very appreciative of their
work in helping us with our issues and
what you are doing for credit unions.

I am pleased to support this credit
union bill in the Banking Committee,
and I am pleased to continue to sup-
port it now.

I have always been a supporter of the
credit union movement. The main rea-
son I have been supportive is because I
felt that any competition among finan-
cial institutions is vitally important.
And, obviously, the credit unions pro-
vide the customer another choice out
there; another way of meeting his
banking and financial needs.

During my years in the Colorado
State Senate I worked closely with the
Colorado Credit Union League and the
numerous credit unions and members
that we have in Colorado.

I have been pleased to continue my
work with the Colorado Credit Unions
as a member of the Senate Banking
Committee.

Mr. President, there are 185 credit
unions in Colorado. There are 1,321,000
credit union members in Colorado.

And the credit unions hold nearly $7
billion in assets in Colorado.

Credit Unions play a vital role in our
communities. They provide an oppor-
tunity for groups of people to join to-
gether and pool their assets.

Credit Unions are run by their mem-
bers. Those members make loans and
help each other to get ahead and build
a prosperous life for their families and
for their communities.

Let me turn to several provisions in
the Credit Unions bill.

I am particularly supportive of the
new capital requirements and the
‘‘prompt corrective action’’ require-
ments that we put in the bill during
our deliberations in the Senate Bank-
ing Committee. That is because I feel
so strongly that we need to work to
make sure that our financial institu-
tions remain safe and sound.

I have always felt that we were par-
ticularly blessed to be serving in the
Senate particularly during a time when
our economy is doing very well.

As much as I would like to hope that
our economy continues to prosper, his-
tory has shown us that periodically
there are fluctuations in our economy;
there are good times and there are bad
times. If we do not make good deci-
sions today to assure safety and sound-
ness, it is going to create problems in
the future. So that is why I have been
so pleased with the safety and sound-

ness provisions that we have added to
H.R. 1151. These provisions are vital to
protect credit union members. We want
the credit union members’ movement
to remain strong and well capitalized.

Let me turn to the issue of taxation.
From the beginning of this debate, I
have opposed the taxation of credit
unions. They are collective organiza-
tions. They are not-for-profit busi-
nesses. They pool their assets. Their
gains go back to the members as as-
sets. They also go back to their mem-
bers as interest, and that interest is
taxable to the credit union members.
As I said earlier, credit unions exist to
help their members, and consequently I
do not believe that credit unions
should be taxed. I have been concerned
with the tax and regulatory burden
that remains on small financial insti-
tutions, whether they are banks or
credit unions. Consequently, I will sup-
port elimination of the Community Re-
investment Act. I support lifting the
CRA burden on small financial institu-
tions, and I support reducing the tax
burden on small banks.

I raised this issue during the Banking
Committee’s hearing last month on the
proposed financial modernization legis-
lation. We need to do something to
make certain that our small commu-
nity banks can remain viable. We do
not want those banks to drown in the
burden of regulation and taxation.

At the time of the hearing I had
brought up a question about sub-
chapter S corporations and independ-
ent banks, and, graciously, the chair-
man says, ‘‘You know, I think maybe
you are on to something. We ought to
continue to pursue that.’’ Con-
sequently, because of the strong sup-
port from the chairman in trying to
give tax relief to small banks, I put to-
gether some legislation. This has all
resulted because a small, independent
banker from my State of Colorado de-
cided to share with me some ideas he
had about S corporations and how we
could help small banks through the
Tax Code.

So the chairman was very receptive
to those concerns. He said, ‘‘Well, let’s
work on it.’’ We worked on it. We have
introduced some legislation that will
be helpful to small bankers in Colorado
and throughout the country.

It has become very clear that small
banks do want something done with
their subchapter S corporations. The
subchapter S provisions of the Internal
Revenue Code reflect the desire of Con-
gress to eliminate the double tax bur-
den on small business corporations.

Subchapter S has been liberalized a
number of times, and most recently in
1996. Yesterday, I introduced legisla-
tion that will expand and improve sub-
chapter S of the Internal Revenue
Code, and this is S. 2346. I am joined in
this effort by Senators D’AMATO, FAIR-
CLOTH, HAGEL, ENZI, BENNETT, MACK,
SHELBY, and GRAMS. This legislation
contains several provisions that will
make the subchapter S election more
widely available to small businesses in
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all sectors. It also contains several pro-
visions of particular benefit to commu-
nity banks that may be contemplating
a conversion to the subchapter S.

Financial institutions were first
made eligible for the subchapter S elec-
tion in 1996. This legislation builds on
and clarifies the subchapter S provi-
sions applicable to financial institu-
tions.

As Congress considers credit union
legislation and financial modernization
legislation, it is important that we ex-
plore ways in which we can ensure that
the tax and regulatory burden on our
community banks remains reasonable.
This S corporation legislation is reflec-
tive of that desire, and we will now
begin working with the Senate Finance
Committee to see if we can get this
legislation in a bill this year.

Section 403 of this credit union bill
will require the Secretary of the Treas-
ury to submit a study to Congress
within 1 year that will make legisla-
tive recommendations on how Congress
can reduce and simplify the tax burden
on small banks. I hope the Treasury
Department will be endorsing this S
corporation legislation.

It seems to me that it is one of the
better ways to reduce the tax burden
on small banks. In the last several
months, there has been considerable
conflict between banks and credit
unions. They both play a vital role in
our communities. I hope that in the
coming months we can produce legisla-
tion that will strengthen credit unions
as well as community banks, and I sup-
port the bill.

I thank the members of the commit-
tee, particularly the chairman, for
their support of H.R. 1151, and look for-
ward to swift passage. I am particu-
larly pleased to serve on this commit-
tee because of the cooperation and sin-
cere desire in that committee to make
sure that we have strong financial in-
stitutions and that we have competi-
tion out there, which I think is the real
answer to a lot of our problems.

I yield the floor, Mr. President.
Mr. D’AMATO addressed the Chair.
The PRESIDING OFFICER (Mr.

HAGEL). The Senator from New York.
Mr. D’AMATO. Mr. President, let me

just take a brief moment because I
know the Senator from Missouri has
been anxiously waiting to seek the
floor.

I thank my colleague from Colorado,
a member of our Banking Committee,
as well as the Presiding Officer, for
their support not only in this endeavor
as it relates to the credit unions but
for our overall legislative efforts. In-
deed, I believe that Senator ALLARD
has offered in a most constructive way
an opportunity to begin to give to the
small business entrepreneur, and in
this case the small community bank,
an opportunity to create meaningful
competition, to allow retained earn-
ings to be held to avoid double tax-
ation, and to make a very positive im-
pact on financial modernization that
will lead to greater competition and in

the long run will expand the economy
and the tax base for individual small
banks, and as a result, benefit all of
our citizens. This effort is not only a
worthwhile endeavor, it is one that all
of us should seek to support, Repub-
licans and Democrats alike.

Let me simply say this because I feel
compelled to do so. I understand the
frustrations of many of my colleagues
as we debate the question of CRA and
whether or not it should be a factor for
small banks, whether it should be con-
tinued, or whether it should be mod-
ernized. Indeed, I think we should take
a closer look at this issue, as Senator
ALLARD has in terms of coming forth
with his legislative proposal which ad-
dresses tax relief.

The CRA amendment regarding small
banks is a broad brush, shotgun ap-
proach for those who would support the
effort of dealing with this issue in the
context of a very important legislative
matter. It beclouds the issue. Address-
ing this important matter of CRA for
small banks now does not help in at-
tempting to see to it that we remove
barriers from honest competition, bar-
riers that maybe should be removed
and that we should address. But, I re-
peat, to bring it up in this form with
the limited time that we have this Ses-
sion will be disruptive to the overall ef-
fort.

I ask all of my colleagues, my Repub-
lican colleagues in particular, and even
those who have signed on and indicated
support of the effort of the Senator
from Alabama to help community
banks, not to undertake it at this time.
It actually distracts from the merits of
their argument. It will prevent consid-
ering their concerns carefully and ana-
lyzing what can be done to ease these
burdens, to assess if they really are
burdensome and if so, in what way. So
I am going to appeal to my col-
leagues—I appeal to them today; I will
appeal to them on Monday—this is not
the time to be going forward seeking
relief that we will not have the oppor-
tunity to act on in any event. It will
fracture our efforts on the credit union
bill. It will at the least, the very least,
bog down this effort. The House of Rep-
resentatives will not accept the bill
with this amendment. If they do accept
it, then what will happen is that the
bill will be a vetoed. Now what are we
accomplishing? Why do we want to
confuse whether or not we are really
supporting credit unions with this at-
tempt at dealing with another unre-
lated issue? That will only serve to
hurt our efforts for credit unions.

This Senator intends to support the
motion of Senator GRAMM of removing
the CRA provisions from this credit
union bill. But my gosh, if we are going
to begin reaching far back through ex-
isting laws, without doing so in a
meaningful way, then what I suggest
what we are doing is purely mischief
making. We want to be loved by all. We
want to make everyone happy. I under-
stand that. That is the nature of those
in politics. But there comes a time

when we have to take a stand and do
what is right. Sometimes you can’t
have the adoration of all. Better to
have the respect and to do what is
right.

I will be urging that of my col-
leagues, and particularly those who
have concerns about the application of
CRA on the community banks. Let’s do
what is right.

I yield the floor.
Mr. BOND addressed the Chair.
The PRESIDING OFFICER. The Sen-

ator from Missouri.
Mr. BOND. Mr. President, I ask unan-

imous consent to proceed 5 minutes as
if in morning business to introduce a
piece of legislation.

The PRESIDING OFFICER. Without
objection, it is so ordered.

(The remarks of Mr. BOND pertaining
to the introduction of S. 2354 are lo-
cated in today’s RECORD under ‘‘State-
ments on Introduced Bills and Joint
Resolutions.’’)

Mr. D’AMATO. Mr. President, I
think, as much as we will be returning
on Monday to resume debate and con-
sideration of the credit union legisla-
tion, which is so important, and which
I believe will be adopted overwhelm-
ingly, I urge any of my colleagues who
might want to make statements that
we will be available to receive those
statements at this point. If not, it
seems to me we will then be moving, at
the request of the majority leader, to
adjourn until Monday.

So I am going to suggest the absence
of a quorum and hope if there are any
of my colleagues who would like to
make their statements now, opening
statements or observations, that they
would do so within the next 5 to 10
minutes.

I suggest the absence of a quorum.
The PRESIDING OFFICER. The

clerk will call the roll.
The bill clerk proceeded to call the

roll.
Mr. SARBANES. Mr. President, I ask

unanimous consent that the order for
the quorum call be rescinded.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. SARBANES. Mr. President, I will
be very brief. I know we, in effect, have
concluded the debate today with re-
spect to the credit union bill, but there
were some comments made earlier
about the CRA aspects of this legisla-
tion, and I want to put this in the
RECORD.

First of all, let me make it very
clear, the CRA that is being applied to
the credit unions is not the Commu-
nity Reinvestment Act. It is a provi-
sion drafted especially for the credit
unions, and it is designed to ensure
that they pay full attention to the field
of membership. I think it is a reason-
able provision. I hope it will stay in the
bill.

I know that the Senator from Texas
is trying to strike it, but, of course, he
is against any CRA, any version of CRA
anywhere and at any time. I disagree
very strongly with that. We will have
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an extended debate on the effort to ex-
clude some banks from CRA.

There is really a basic philosophical
difference. We see the CRA as bringing
people into the mainstream of eco-
nomic life and involving them in our
economic process. I have spoken to
many bankers who support CRA. They
think it has produced good results.
Federal Reserve Chairman Greenspan
has said:

The essential purpose of the CRA is to try
to encourage institutions who are not in-
volved in areas where their own self-interest
is involved, in doing so. If you are indicating
to an institution that there is a forgone busi-
ness opportunity in an area X or loan prod-
uct Y, that is not credit allocation. That, in-
deed, is enhancing the market.

That is Chairman Greenspan.
It is being portrayed by its opponents

as sort of a mandatory credit alloca-
tion. It certainly is not that. It is an
effort to ensure a reasonable amount of
money goes back into the community.

A number of banks have issued state-
ments in support of CRA. They say it
has increased their focus on their lend-
ing performance. In fact, the Bank of
America said:

Over the past several years, Bank of Amer-
ica, in partnership with community organi-
zations, has developed CRA lending into a
profitable mainstream business.

And that is really what we are trying
to achieve—a profitable mainstream
business.’’ These institutions receive
deposit insurance, and I earlier indi-
cated the importance of that to the
workings of the industry and the fact
we had to produce hundreds of billions
of dollars in the S&L crisis in order to
deliver on that promise.

There was a problem with CRA over
bookkeeping, recordkeeping, and so
forth. Secretary Rubin led a major ef-
fort to revise the Federal regulations.
This extended over a 12- to 18-month
period. All groups were involved—the
bankers, the community groups, aca-
demics, the administration. In effect,
Members of the Congress were drawn
into the process, and, in the end, very,
very significant changes were made. As
a consequence, I think many of the de-
fects that earlier were argued against
CRA were taken care of. Much of the
regulatory overburden I think was re-
moved.

The argument was made that these
small banks hold only a fraction of the
assets. The fact is that in 30 States,
over 80 percent of the banks would be
affected by the Shelby amendment. In
other words, it would exclude 80 per-
cent of the banks; in 6 States, over 95
percent; in 9 other States, over 90 per-
cent; and the remainder, the other 15
States, over 80 percent.

Most of these are rural States, and
there seems to be a perception that
CRA benefits only the urban areas of
our country. However, rural areas, no
less than urban areas, are affected by
it. We received a letter from a coali-
tion of rural and farm groups, includ-
ing the National Farmers Union, the
National Family Farm Coalition, the

National Rural Housing Coalition, and
the Federation of Southern Coopera-
tives, in opposition to the small bank
exemption for CRA.

I ask unanimous consent that the
letter be printed in the RECORD.

There being no objection, the letter
was ordered to be printed in the
RECORD, as follows:

JULY 23, 1998.
DEAR SENATOR, On behalf of the under-

signed organizations representing rural
Americans, we are writing to express our
strong opposition to legislative efforts to
weaken the coverage of the Community Re-
investment Act (CRA). Our understanding is
that Senator Shelby plans to offer an amend-
ment to H.R. 1151, the credit union legisla-
tion, that is scheduled for floor action. In ad-
dition, Senator Gramm plans to offer an
amendment that strikes provisions in H.R.
1151 that would ensure that credit unions
provide services to all individuals of modest
means within their field of membership.

The Shelby amendment would exempt
banks under $250 million in assets from CRA
coverage. This affects over 85% of banks na-
tionally. For citizens in Iowa, Kansas, Min-
nesota, Montana, Nebraska, and Oklahoma,
95% of the banks would be exempt.

Rural Americans need the tools of the
Community Reinvestment Act to ensure ac-
countability of their local lending institu-
tions. It is needed to prevent rural banks
from abandoning their commitment to serve
the millions of Americans living in smaller
low and moderate-income communities. Un-
fortunately, small commercial banks do not
automatically reinvest in their local com-
munities. This is documented by national
data on reinvestment trends and loan to
asset ratios for banks across the country.
50% of small banks have a loan-to-deposit
ratio below 70%, with 25% of these having
levels less than 58%. The data for 1997 re-
veals that banks under $100 million in assets
received 82% of the substantial non-compli-
ance ratings.

We strongly urge you to oppose these
amendments to H.R. 1151. The Shelby amend-
ment ignores the important regulatory
changes since 1995 that have significantly re-
duced the paperwork and reporting issues for
small banks. The Gramm amendment will
strike an important provision from the bill
that for the first time would require credit
unions to meet the financial services needs
of their entire field of membership.

A vote against these amendments will help
meet the credit demand of millions of family
farmers, rural residents, and local busi-
nesses. Thank you for considering our con-
cerns.

Sincerely,
Center for Community Change, Center

for Rural Affairs, Federation of South-
ern Cooperatives, Housing Assistance
Council, Intertribal Agriculture Coun-
cil, Iowa Citizens for Community Im-
provement, National Catholic Rural
Life Conference, National Family
Farm Coalition, National Farmers
Union, National Rural Housing Coali-
tion, Rural Coalition and the United
methodist Church, General Board of
Church and Society.

Mr. SARBANES. Mr. President, I will
quote a portion of this letter:

Rural Americans need the tools of the
Community Reinvestment Act to ensure ac-
countability of their local lending institu-
tions. It is needed to prevent rural banks
from abandoning their commitment to serve
the millions of Americans living in smaller
low- or moderate-income communities. Un-
fortunately, small commercial banks do not

automatically reinvest in their local com-
munities.

It is a strong view that CRA has real-
ly brought investment back into the
communities and that this has
redounded to everyone’s advantage, in-
cluding—including—the advantage of
the banks.

We think that CRA has been remark-
ably effective in encouraging both
large and small banks to look closely
at market opportunities in all of the
areas which they serve and in building
a better relationship between the
banks and the community. The result
has been billions of dollars in market-
rate profitable loans in urban and rural
communities that historically have
had difficulty in gaining access to cred-
it.

That is the basic, bottom-line mes-
sage, and it is a very good message. It
is a very good message for the country.

I very much hope that as my col-
leagues think through this issue, they
will appreciate the benefits that flow
from CRA and reject the Shelby
amendment, which would exclude
banks under $250 million in assets—
which, as I indicated, are the over-
whelming number of banks in the coun-
try—and reject the Gramm amendment
which seeks to eliminate a modest pro-
vision in the credit union bill that
would require the credit unions to take
a look at how they are serving their
field of membership in their commu-
nity, a provision which, I might note,
the credit unions have indicated they
accept. In fact, their stated position to
us is that they support this bill as re-
ported from the committee.

Mr. President, I yield the floor.
Mr. D’AMATO addressed the Chair.
The PRESIDING OFFICER. The Sen-

ator from New York.
Mr. D’AMATO. Mr. President, I must

say that in the areas in which my
ranking member, friend and colleague,
Senator SARBANES and I have worked
on in the Banking Committee, we have
shared rather similar positions on—
well, just about 80 or 90 percent of the
issues we have addressed, whether it be
on housing issues or mass transpor-
tation issues or issues regarding finan-
cial services. Indeed, I almost reluc-
tantly come to the conclusion that this
is not the appropriate time to under-
take expanding CRA activities by pre-
scribing them for credit unions. And
just as I have cautioned my colleagues
and friends—most of them on the Re-
publican side—that if we are to look at
the benefits, and maybe some of the ef-
fects that are not beneficial which
could be the unintended consequences
of a well-intentioned law—and I have
no doubt it is well-intentioned—it is
my opinion, overall, that CRA has been
beneficial in attempting to ensure that
financial institutions that accept de-
posits from a particular area or com-
munity, direct some of those financial
activities back into that community.

Now, let us not kid ourselves. I think
we are disingenuous if we would sug-
gest that all institutions are sure to
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meet both a financial and moral com-
mitment and balance both. Some of
these financial institutions have to be
conscious of their stockholders and
conscious of doing business in our very
competitive society. And I think that
we would be less than candid if we were
not to recognize that there have been
institutions over the years that have
directed their investment activities
with almost a singular purpose—to
bring to the bottom line the greatest
profits that they can possibly derive,
without attempting to help a commu-
nity, to derive an investment strategy
or portfolio that would only give them
the highest possible return.

I think it was as a result of looking
at activities where communities and
banks were gathering deposits from
communities and giving little, if any,
back and, indeed, engaged in the prac-
tice of redlining—and there have been
studies, these practices are docu-
mented. The Federal Reserve Bank of
Boston conducted a study that docu-
mented redlining practices in Boston,
Massachusetts. And that is unfortu-
nate, it is an outrage. But those are the
facts.

Consequently, Congress came forth
and passed legislation—and it is the
law of the land—that directs credit al-
location to these areas that heretofore
were not receiving it, whether they be
the rural areas or whether they be in
the inner cities. But let us not kid our-
selves. Redlining was taking place, and
it is, again, disingenuous for any of our
colleagues to suggest that it was not.

Maybe we should provide an oppor-
tunity for some of the smaller institu-
tions that have an exemplary record—
and indeed I am very conscious of the
statements made in the 1997 Federal
Reserve report, that there were only
nine—only nine out of the thousands of
community banks that were cited for
inadequate investment, not meeting
the goals of CRA. That is a great, great
record. Maybe we could find a solution
where there is a less frequent account-
ing or reporting process that would
ease the burden, particularly for insti-
tutions that have demonstrated that
they do care, that they have a concern,
and that they meet their social respon-
sibility. That is why CRA came about—
to see to it that it was not just to get
the highest yield every time, because
Congress said, ‘‘We insure these, and
we think there should be some effort
made at allocating credit, yes, in com-
munities that might not otherwise be
as attractive for investment purposes.’’

That is what we are talking about.
That is how CRA came about. So while
I am sympathetic to the unintended
burdens that may have been created, I
also am appreciative of the fact that
there have been billions of dollars as a
result of this program that have been
invested in rural areas, in rural Amer-
ica, and in urban centers that may not
have otherwise benefitted from invest-
ment. This practice has, in turn, cre-
ated profits, jobs, opportunity and hope
for Americans that otherwise wouldn’t
be.

Having said that, I am arguing on
one side why we should not at this
time be looking to simply wipe out
CRA legislation affecting community
banks. I am willing to discuss this mat-
ter, willing to hold hearings and will-
ing to go forward and examine, What
alternative solutions can ease burdens
that may exist? But by the same
token, regarding CRA-like implica-
tions for credit unions, I just believe it
is wrong. We are talking about groups
of people, cooperatives, who come to-
gether by their very nature.

When we look at this matter more
closely—Monday, I intend to look at
the profile of the credit union member.
I have to tell you, they meet the de-
scription when we try to encourage
making available moneys and re-
sources and to see to it, whether it be
the community banks or all the finan-
cial institutions, that they become in-
volved. And that is why they have
come together. Their very profile, ab-
solutely in terms of demographics, in
terms of per capita income, meets the
needs that we have tried to establish
overall through CRA.

I believe it is absolutely counter-
productive to say to the very people of
these cooperatives—nonprofit institu-
tions, have moneys that go right back
into that institution; it is their cap-
ital, not the individual who earns
more, or takes out more, or a stock-
holder—that we then place this re-
quirement on them when it has never
been demonstrated to be necessary. In-
deed a letter from the NCUA attests to
that fact. I will just read part of this
letter. It was written to Phil Bechtel,
chief counsel for the Senate Banking
Committee, June 1, 1998, signed by
Robert Loftus, director of Public Con-
gressional Affairs.

It says, ‘‘Our investigations have not
produced any evidence’’—any evi-
dence—‘‘that credit unions are guilty
of redlining or other discriminatory
practices.’’

Given that history, let us move for-
ward—I support this legislation, but I
believe that the Senator from Texas is
right in moving to strike this provi-
sion. I also strongly believe that, to
those of my colleagues who want to
give regulatory relief to the small
banks and community banks, as well
intentioned as they are, their efforts
will absolutely do nothing but delay,
bring about more confusion, and the
charges that in their attempt to do
provide relief to small banks, what
they are really doing is trying to de-
feat this legislation. I think whether it
is an unintended consequence or not,
that is exactly how it is going to be
portrayed. And I will say on the floor
to my colleagues: Recognize what you
are doing, recognize that you want to
be loved by all.

I think that the point can be made. I
think we can fight for regulatory re-
lief. There are times and places to do
it. But this is not the time nor the
place. If this was the last boat going
out of town, then fine, we would do it.

I think there are a couple other areas
where I could suggest that my col-
leagues address this issue of relief for
small banks, if they really want to see
this legislation enacted. And it would
be appropriate to undertake that, but
not here, and not on this credit union
bill.

I see the distinguished chairman of
the Finance Committee is here, and I
know he wants to speak to this bill.

I yield the floor.
Mr. ROTH addressed the Chair.
The PRESIDING OFFICER. The Sen-

ator from Delaware.
Mr. ROTH. I thank the distinguished

Senator from New York for yielding to
me. I congratulate him and his col-
league, Senator SARBANES, for bringing
this legislation before us.

I want to take this opportunity to re-
state my support for Delaware’s credit
unions. As we all know, months ago, a
Supreme Court decision placed the via-
bility and future of credit unions in
limbo. For that reason, I am particu-
larly pleased that the Senate will be
voting next week on H.R. 1151, a bill to
ensure credit unions will be able to add
new member groups.

Mr. President, I support credit
unions because I know how vital they
are to the financial health of thousands
of Delaware families and businesses.
These nonprofit member-run institu-
tions are unique. Their sole purpose is
to provide financial services to their
members at the best rates and under
the most favorable conditions possible.

Savvy consumers know that credit
unions are often a great option. Their
ATM fees are reasonable or nonexist-
ent; single-digit credit card interest
rates are common at credit unions; and
your child’s first savings account won’t
face a monthly low-balance fee. I don’t
think I mentioned, I say to my distin-
guished Senator from New York, you
can also set up a Roth IRA.

All Senators have undoubtedly heard
from the thousands of credit union
members in their States. Their mes-
sage is one of self-sufficiency and of
low-cost, low-fee consumer-based fi-
nancial services. Credit unions are
good for families, good for businesses,
and they are good for Delaware.

H.R. 1115 is necessary for these valu-
able institutions to thrive.

Again, I want to thank the chairman
of the Banking Committee and the
ranking member for their role in bring-
ing this legislation to this point. I look
forward to voting for this legislation
next Monday.

Mr. D’AMATO. Mr. President, let me
thank the distinguished chairman of
the Finance Committee for his help
and his work. Indeed, he and his staff
are working on important legislation
with Senator ALLARD, and I believe the
Presiding Officer and others have
signed on to give some tax relief to the
small community banks.

The Senator and his staff have been
most cooperative in helping to move it
forward. I hope we would even have an
opportunity to do something this year.
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Mr. ROBERTS. Mr. President, not-

withstanding all the advice we have re-
ceived from Senator SARBANES and
Senator D’AMATO in regard to how
world banks make their loans or don’t,
and what is in the minds of country
bankers all throughout the Nation, and
without CRA we simply wouldn’t have
ever made a loan in rural America, I
suggest the absence of a quorum.

The PRESIDING OFFICER. The
clerk will call the roll.

The assistant legislative clerk pro-
ceeded to call the roll.

Mr. KENNEDY. Mr. President, I ask
unanimous consent that the order for
the quorum call be rescinded.

The PRESIDING OFFICER (Mr. ROB-
ERTS). Without objection, it is so or-
dered.

Mr. KENNEDY. Mr. President, I sup-
port H.R. 1151, the Credit Union Mem-
bership Access Act, but I strongly op-
pose the amendments being offered by
Senator GRAMM and Senator SHELBY.
Credit unions have a distinguished his-
tory of providing affordable financial
services to America’s low- and mod-
erate-income communities. This legis-
lation will help them continue to do
that.

It is ironic that we are now debating
the issue of whether banks and credit
unions should serve low- and moderate-
income communities and to reinvest in
the communities in which they receive
deposits. Massachusetts has 317 credit
unions, at 1.7 million members. They
have had community reinvestment ob-
ligations for many years, and they
have done an excellent job of meeting
needs of consumers at all income lev-
els. Massachusetts credit unions are a
model for the Nation. The vast major-
ity of banks take their community re-
investment obligation seriously in
meeting these obligations.

The Massachusetts Bankers Associa-
tions, whose member banks are doing
excellent work in community reinvest-
ment, does not support the Shelby
amendment. Institutions which have
received outstanding ratings, like
Bank of Boston and Citizens Bank, are
using the Community Reinvestment
Act to provide profitable lines of busi-
ness.

Senator SHELBY’s amendment to
eliminate the Community Reinvest-
ment Act for 85 percent of the banks
would eliminate an important source of
affordable credit and financial services
from low- and moderate-income fami-
lies who are bankable. Massachusetts
banks do not support this amendment,
and I urge my colleagues to oppose it.

Senator GRAMM’s amendment would
say to credit unions who are being
granted expanded power, they have no
obligation to serve members of modest
means. Both these amendments are bad
policy.

In this period of sustained economic
growth, it is vital that all families
have the opportunity to obtain credit
in order to buy a home, start a small
business, or send a child to college. The
Community Reinvestment Act has a

long history of success. Since 1992, it
has helped banks to extend over $800
billion in loans for housing, small busi-
nesses, economic development and
local communities across the Nation.

As many have said, there is no cap-
italism without capital. We should op-
pose any effort to reduce access to
credit which families need in order to
buy a home, to start or expand a busi-
ness, and send their children to college.
The Community Reinvestment Act is
not charity. It creates a positive obli-
gation for banks to reinvest in commu-
nities from which they receive depos-
its. It is good business and it helps
communities, businesses, and families
nationwide; requiring similar invest-
ments by credit unions is good policy.

I urge my colleagues to pass this im-
portant piece of legislation and to op-
pose these two amendments. It hurts
all those who want a better future for
themselves and their families, and it
hurts our inner cities and rural com-
munities who are rebuilding. Most of
all, they reverse 20 years of successful
reimbursement in our neighborhoods,
and it deserves to be defeated.
f

MORNING BUSINESS

Mr. D’AMATO. Mr. President, I ask
unanimous consent there now be a pe-
riod for the transaction of routine
morning business with Senators per-
mitted to speak for up to 10 minutes
each.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. KENNEDY. I ask unanimous con-
sent to be able to proceed for 15 min-
utes.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. KENNEDY. I ask the Chair to let
me know when I have 3 minutes re-
maining.
f

PATIENTS’ BILL OF RIGHTS

Mr. KENNEDY. Mr. President, since
the Republican leadership plan on the
Patients’ Bill of Rights was introduced
a week ago, we have been holding
meetings and forums with doctors and
nurses and patients to explore the crit-
ical issues that must be addressed if a
Patients’ Bill of Rights is to be worthy
of the name.

In each case, the message has been
the same. The problems created by
HMOs and managed care are pervasive
in our health system. Every doctor and
patient knows that. Too often, man-
aged care is mismanaged care. Every
doctor and patient knows that medical
decisions that should be made by doc-
tors and patients are being made by in-
surance company accountants, and
every doctor and patient knows that
profits, not patients’ care, have become
the priority of too many health insur-
ance companies.

And at each of the forums we have
held, the message from doctors and
nurses and patients has been the same:
Pass the bipartisan Patients’ Bill of

Rights. Reject the Republican leader-
ship plan; it leaves out too many criti-
cal protections and it leaves out too
many patients. Even the protections it
claims to offer are full of loopholes. It
is a program to protect industry prof-
its, not patients.

One of the most critical issues that
needs to be addressed in legislation is
the right of people with serious ill-
nesses, like cancer, to get the high-
quality specialty care they need. If the
conventional treatments fail, they
should have the opportunity to partici-
pate in clinical trials that offer them
hope for improvement or a cure, and
that can contribute to finding a better
treatment for future patients. Our leg-
islation provides for these rights; the
Republican plan does not.

Yesterday, we heard from Dr.
Casimir, a distinguished Texas
oncologist. Dr. Casimir talked about
some heartbreaking stories of cancer
patients whose HMOs delay and deny
access to specialty care, often until it
is too late. She said that when she gets
a patient whose cancer progressed sub-
stantially from the initial diagnosis to
the time they are allowed to receive
specialty care, she often flips to the
front of the chart, and 9 times out of
10, the insurer is an HMO. Every centi-
meter a cancer grows can mean the dif-
ference between a good chance at life
and the likelihood of death. Every cen-
timeter represents potentially dev-
astating and avoidable pain, suffering
and sometimes the death of a patient.
Dr. Casimir’s message was clear: Pass
the Patients’ Bill of Rights so that
more patients will not die needlessly.

Today, we heard from Dr. Bruce
Chabner, a distinguished clinical
oncologist and cancer researcher. This
is what the doctor had to say:

My name is Bruce Chabner and I am a med-
ical oncologist and cancer researcher. I am
here to support the Patients’ Bill of Rights
that would require HMOs and insurance com-
panies to support clinical research. I would
like to explain briefly the role of insurance
coverage in research. Most of the costs in
clinical research are associated with the cost
of discovery. Laboratory experiments in the
development of new treatments are sup-
ported by the Government grants, by indus-
try, and by institutional commitments by
hospitals and medical schools.

These contributions provide the hundreds
of millions of dollars that lead to new treat-
ments and new hope to millions of our pa-
tients with cancer. However, the clinical
treatment of these patients requires support
for the routine care associated with these
clinical trials. The only source of such sup-
port for routine care costs is health insur-
ance and HMO contributions.

This is the final step in proving that a new
treatment or a new device actually works in
people. Without this step, research is mean-
ingless and has no impact on people, nor does
it save lives. We are not asking the insur-
ance companies and HMOs to support the
vast effort to discover new treatments or to
bring them to the clinics. We are not asking
for support for the cost of analyzing data and
support during the clinical trials. We are
only asking them to continue support for the
patients’ care costs.
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I am sure that every Member of Congress

who is faced with the awful dilemma of can-
cer would want this kind of continued sup-
port for their family members. The research
provides the only hope our patients have of
conquering this disease and the only hope
our society has for curing cancer.

Now, I just want to mention this one
more time, Mr. President. Under our
Patients’ Bill of Rights, we are guaran-
teeing the specialty care and clinical
trials. For example, if your family or
you were affected by cancer, you would
not only be able to go to an oncologist,
but you would be able to go to one of
the great cancer centers that we have
in this country to be able to get treat-
ment. You would be able to get the spe-
cialty care that you need. If you be-
lieve you are being denied that particu-
lar care, you are able to go in to have
an internal appeal and an external ap-
peal, which must be responded to
promptly. But you will get it; we guar-
antee it, under the Patients’ Bill of
Rights.

We guarantee that you will be able to
participate in a clinical trial if it is
medically necessary—if your doctor
says it is medically necessary. Clinical
trials can be the source of enormous
hope for millions of Americans who are
afflicted by cancer. There are 47,000
women who die each year from breast
cancer, and there is extraordinary re-
search that is taking place that offers
great hope for millions of women.

Under this proposal, under the Pa-
tients’ Bill of Rights, we are guaran-
teeing that if it is medically proven,
you can get into a clinical trial. What
kind of financial burden does this place
on an HMO? Does it say to the HMO,
well, you are going to have to pay all
of these additional expenses? Abso-
lutely not. The clinical trial is being
paid for by the medical center; the
clinical trial is being paid for by the
pharmaceutical company; the clinical
trial is being paid for by the financial
strength of the particular clinical cen-
ter.

The only thing that the HMO would
have to pay for is routine services—do
we understand that?—which they
would otherwise be required to pay.
Those that oppose this provision say,
well, if you require that they get clini-
cal trials, it is going to bankrupt the
HMO. That is preposterous, that is
wrong, that is deceptive, and that is a
critical misinterpretation of our legis-
lation.

As our distinguished clinical re-
searchers pointed out today, once
again, the kind of treatment that is
necessary for these clinical trials is
provided by the center, not by the pa-
tient or the HMO. The only require-
ments by the HMO would be routine
care. Quite frankly, the HMO would be
obligated to provide routine care in
any event. So that does not adversely
impact the HMO financially. Still, we
have the reluctance and resistance to
guarantee this in the Patients’ Bill of
Rights. I don’t understand it. That is
one of the reasons we ought to have a
debate on this issue.

How many Members in this body
know the allocation of expenditures on
clinical trials? I doubt if there are 5 or
10. I cannot understand why any Mem-
ber of the Senate is saying not do it if
it is medically necessary, because the
HMO is not going to be burdened with
substantial additional costs. That isn’t
the way it works.

As I mentioned, 47,000 women die
every single year. There are these clin-
ical trials that are taking place in the
great medical centers all over this
country. And if a doctor says he be-
lieves, based upon the type of clinical
trial and the kind of need that you are
facing—to a woman that has been
biopsied in her breast, and where a
tumor is present—there is an oppor-
tunity and likelihood that you might
survive, we believe that ought to be
available. That is the best medical
practice. Insurance companies were
providing that protection for years be-
fore we had the HMOs. This wasn’t
even an issue for years and years, Mr.
President. Now it is. And the principal
reasons that the cancer oncologists and
the cancer organizations support our
proposal is because they see the fact
that HMOs are denying this kind of
treatment.

Mr. President, we had Ms. Stekley,
who was the head of clinical research
at the Lombardi Center out here in
Washington, D.C. She said that 80 per-
cent of their administrative time is
spent arguing with the HMOs to let
people into their clinical trials—not
because they are profiting financially,
but because they believe that they can
help the people, from a health point of
view—80 percent of their administra-
tive time. This person was almost in
tears saying, ‘‘Senator, we can help
people survive, and it isn’t going to
cost the HMO any additional resources.
Your proposal does the trick.’’

What is possibly wrong with having
that particular inclusion in any protec-
tion for a Patients’ Bill of Rights? I
cannot understand it, Mr. President. I
cannot believe that we don’t have a full
opportunity to debate this issue in this
body on this one issue, and that we will
not be successful. It is enormously im-
portant to do two things: One, to have
a guarantee that you can have a spe-
cialist; and, two, if it is medically rec-
ommended, you can have a clinical
trial based upon medical evidence. And
if you do not, then you are going to get
a speedy right of appeal. And you con-
trast that with the top researchers who
testified just yesterday, how they look
at their patients, and have seen the
various tumors that have grown day by
day, week by week, month by month,
and seeing the chance of these women’s
survival declining dramatically—be-
cause of what? Because of two things.

The PRESIDING OFFICER. The Sen-
ator has 2 minutes 52 seconds.

Mr. KENNEDY. I thank the Chair.
For two things: Because they were

late getting to a specialist, and because
they were excluded from any opportu-
nities for the clinical trials.

The HMOs thought they could handle
it. The HMOs thought they had some-
one on their panel who could handle
this particular kind of cancer, even
though right down the street there was
a major international center that spe-
cialized in this very program.

Under the Republican program, ac-
cess to clinical trials is not guaran-
teed—it isn’t even an appealable item.
Even if it were, will the appeal be es-
tablished by an independent group? No.
It will be established by the HMO.
They name the people whom this will
be appealed to. Then, if that person is
harmed with grievous bodily injury, or
death, under our Republican program
there is no remedy.

Mr. President, this is the kind of
issue that we ought to have an oppor-
tunity to debate. We just took one pro-
vision today with regard especially to
clinical trials. We had a few others.
But the time has moved on and I will
wait for another time.

I thank the Chair. I yield the floor.
Mr. BYRD addressed the Chair.
The PRESIDING OFFICER. The dis-

tinguished Senator from West Virginia
is recognized.

Mr. BYRD. Mr. President, I have lis-
tened with great interest to the speech
by Mr. KENNEDY, and I look forward to
hearing him speak on further decisions
on this subject.

And I wish to thank the distin-
guished Senator from Minnesota, Mr.
GRAMS, who has stated that his speech
today might last 40 minutes, and he
was very considerate to ask me how
long I would be speaking. And he sug-
gested that I proceed with my remarks
ahead of him, because he would want to
speak for about 40 minutes. I think it
is most gracious and considerate of the
Senator, and I thank him. And his good
deeds will be repaid in kind at some fu-
ture date.

Mr. KENNEDY. Mr. President, will
the Senator yield?

Mr. BYRD. Yes.
Mr. KENNEDY. I, too, want to thank

my friend and colleague from West Vir-
ginia, because the Senator heard that I
wanted to address the Senate on this
matter, which I considered of some im-
portance, and was willing to accommo-
date my schedule as well, for which I
am very grateful. It is typical of the
great thoughtfulness that all of us
have understood to be a part of the
Senator from West Virginia but which
we are reminded about so frequently. I
thank the good Senator for his gener-
osity and for his thoughtfulness.

Mr. BYRD. Mr. President, I thank my
friend from Massachusetts. I am mere-
ly repaying a good deed that he did for
me a week or so ago when he allowed
me to go ahead of him. And by virtue
of his doing so, when I completed my
remarks and other Senators got rec-
ognition, Senator KENNEDY had to wait
still longer. Well, I thank all Senators.
And this is one of the things that
makes it a joy to serve in this body.

Mr. President, what is the order?
The PRESIDING OFFICER. The gen-

eral orders are that speeches are lim-
ited to 10 minutes.
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Mr. BYRD. Mr. President, I may need

a little longer than 10 minutes. I ask
unanimous consent that I may speak
not to exceed 15 minutes.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. BYRD. I may not use that much
time.
f

MIXED SIGNALS FROM THE
PENTAGON

Mr. BYRD. Mr. President, one week
ago today, a small ceremony took
place in the Pentagon at which the
three senior leaders of the United
States Army unveiled a series of post-
ers depicting each of the seven core
values of the Army. They are note-
worthy values—Loyalty, Duty, Re-
spect, Selfless-Service, Honor, Integ-
rity, Personal Courage. They send a
strong message to the world about the
values that shape America’s fighting
forces.

Three days later, Defense Depart-
ment officials sent a very different
message from the Pentagon regarding
core values when they took the wraps
off a proposal that would relax the
military code of honor concerning
adultery. According to the news ac-
counts I have read, Secretary Cohen is
expected to propose within the next
few weeks a new approach to dealing
with cases of adultery in the military
that would limit prosecutions—limit
prosecutions—and ease automatic pen-
alties.

Mr. President, I respectfully ask,
what on earth has gotten into the lead-
ership of the Defense Department?

Each of our services is founded on a
set of bedrock principles. I have just
recited the Army’s. For the U.S. Navy
and Marine Corps, the core values are
honor, courage, and commitment. The
core values of the Air Force are integ-
rity, service, and excellence.

These values form the moral guide-
posts for the men and women of Ameri-
ca’s armed forces.

Whether we are talking about the
Army, Navy, Air Force, or Marines, we
are talking about a group of excep-
tional individuals in whom we as a na-
tion place extraordinary trust and
from whom we exact exceptional stand-
ards of courage, leadership, and moral
conduct.

These standards, demanding though
they are, have served our nation well
for more than two hundred years. They
are the virtues that undergirded the
American Revolution and helped Gen-
eral George Washington’s Army endure
the bitter winter at Valley Forge. They
are the principles that elevated the
American Civil War from a duel be-
tween states to a crusade that ce-
mented the unity of a nation. They are
the values that guided our troops to
victory over the most evil power of the
twentieth century—the forces of Ad-
olph Hitler—during World War II.

Honor, Duty, Respect, Integrity,
Courage and Commitment make up a
noble list. This roster of virtues is one

that our men and women in uniform
have, from this nation’s founding, em-
braced with pride.

I admire the dedication of our mili-
tary forces. I admire their willingness
to hold themselves to a higher stand-
ard. I believe that the core values they
embody are as important as all the
skills and training and equipment this
nation can marshal in making Ameri-
ca’s armed forces mighty and powerful,
the best in the world. That has always
been the way with American military
forces. We saw in World War II the
most powerful, the mightiest armed
force in the world, the best armies that
ever walked the earth.

And so I ask again, what on earth has
gotten into the leadership of the De-
partment of Defense?

Mr. President, I am pleased to note
that the Marine Corps has responded to
the call to lower the bar on adultery
with the equivalent of Brigadier Gen-
eral Anthony McAuliffe’s response to
the Germans’ demand to surrender dur-
ing the Battle of the Bulge. In a word,
‘‘Nuts!’’

And so I salute the Marine Corps for
taking that stand.

Let me just say that again. I think it
needs to be said, and I hope that the
Secretary of Defense will hear me.

I am pleased to note that the Marine
Corps has responded to the call to
lower the bar on adultery with the
equivalent of Brigadier General An-
thony McAuliffe’s response to the Ger-
mans’ demand to surrender during the
Battle of the Bulge. In a word, ‘‘Nuts.’’

God bless the Marines. God bless the
Marine Corps. And God bless that word
‘‘Nuts,’’ because that is the response of
the Marine Corps.

For a service whose motto, Semper
Fidelis, means ‘‘Always Faithful,’’ the
Marine Corps’ unwillingness to com-
promise its core values is commend-
able. I salute the Marine Corps. I hope
that the leadership of the Army, Navy,
and Air Force will follow suit. At a
time when the reputation and the mo-
rale of the military have taken a seri-
ous battering as a result of the conduct
of some of its leaders, I am frankly
amazed that the Secretary of Defense
would even entertain such an ill-con-
ceived proposal.

The recent and highly publicized in-
stances of adultery, sexual harassment,
and rape within America’s military
have wounded the prestige of our
armed services and have ruined indi-
vidual lives, families, and careers. The
uneven handling of several high profile
cases—ranging from swift and harsh
punishment meted out to enlisted per-
sonnel and junior officers to an appar-
ent blind eye turned to the misconduct
of certain high-ranking officers—has
only exacerbated the problem and led
to the perception of a double standard
in the military.

I sympathize with the many prob-
lems facing our military leadership in
today’s volatile international environ-
ment. Resources are scarce, forces are
stretched thin, and tensions are

mounting in potential trouble spots
around the world. But leadership re-
quires the ability to set a good example
and stand by one’s principles, regard-
less of how difficult that may be. The
solution to the moral and ethical tur-
moil threatening to engulf today’s U.S.
military forces is not to lower the
standards to the level of the least com-
mon denominator. The solution is to
restore and to apply the discipline and
unique military code of conduct equal-
ly and across the board.

In this country, we have always
looked up to the military for leader-
ship and role models. What kind of a
message does this proposal send to our
young people, who are struggling to de-
fine their values in a society that in-
creasingly seems to hold core values in
contempt? How are parents supposed to
explain this sea change in the mili-
tary’s moral code to their children?
What is the Defense Department think-
ing? Why on earth is the Pentagon
sending such mixed messages to the
men and women in uniform? Even that
nonsensical term ‘‘political correct-
ness’’ does not require this.

If the Secretary of Defense is willing
to entertain a proposal that would es-
sentially treat adultery—conduct that
inherently involves dishonor, lying,
and cheating—with a wink and a nod,
what comes next? Will it be okay to
cheat on an exam at the military acad-
emies if the instructor is too tough?
Will ‘‘little white lies’’ be acceptable to
get out of unpleasant duties? Will the
occasional dereliction of duty be over-
looked as long as no one gets hurt?
Will the Marines be asked to change
their motto from ‘‘Always Faithful’’ to
‘‘Usually Faithful’’ or ‘‘Sometimes
Faithful’’? If so asked, I have a feeling
the Marines will say ‘‘nuts.’’

The core values of America’s mili-
tary services are not there for window
dressing. Taken together, they form
the basis of a sacred trust. It is a trust
that must extend to placing one’s life
in the hands of one’s comrades. It is a
trust that goes up the chain of com-
mand and down the chain of command
and across the chain of command. It is
trust that is absolute—there can be no
shades of gray on the battlefield. There
can be no shades of gray at the helm of
the ship in the storm. There can be no
shades of gray in the cockpit.

I hope that the Secretary of Defense
will rethink this misguided proposal to
weaken the rules governing adultery
and fraternization in the military. The
effect can only be to erode the time-
honored military principles that have
served our Nation throughout its his-
tory, in peacetime and in war. Our na-
tion’s military leadership, including
the Secretary of Defense, who once
served here as a very able Senator and
respected colleague, must draw a line
in the sand when it comes to the moral
conduct of the armed services. The
services must not be seduced into ex-
changing their code of conduct for a
code of convenience.

Again, I salute the Marines for their
unwillingness to compromise their
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standards, and I call on Secretary
Cohen to reject this and any other pro-
posal that would compromise the in-
tegrity of this nation’s military forces.

Mr. President, I yield the floor, and I
again thank my friend from Minnesota,
Senator GRAMS, for his kindness and
courtesy.

Mr. GRAMS. I thank the Senator.
Mr. President, I ask unanimous con-

sent that I be allowed to speak for up
to 45 minutes.

The PRESIDING OFFICER. Is there
an objection? The Chair hears none,
and it is so ordered.

Mr. GRAMS. Mr. President, I want to
make three separate statements, one
dealing with Social Security, looking
at the background and the history of
the program as we move toward pos-
sible debate on change and reforms.
Also, a statement supporting Senator
SHELBY on his amendment dealing with
CRA and small banks. And also a brief
statement on the Government Shut-
down Prevention Act, which is aimed
at trying to pass legislation that will
prevent the Government from shutting
down in the future even if Congress
cannot reach an agreement on budget
or appropriation matters.
f

SOCIAL SECURITY AND THE
GENDER/RACE GAP

Mr. GRAMS. Mr. President, in my
continuing series of statements on the
troubled Social Security program, I
have discussed the history of Social Se-
curity, the program’s looming crisis,
and the old-age insurance reform ef-
forts undertaken by other nations.

Today, I want to discuss an aspect of
Social Security that often gets dis-
torted in the reform debates going on
throughout this great nation.

It is the issue of how the current So-
cial Security system puts women and
minorities at a greater financial risk
and disadvantage than other retirees
face today.

We must address the questions of
how these Americans will fare under
any reform of the current system, so
we can empower them with the ability
to have a more secure retirement fu-
ture than that which Social Security
promises today.

First, it is essential to understand
why these Americans were put at a dis-
advantage in a system supposedly es-
tablished to help them. To do that, we
must go back to the beginnings of the
Social Security program.

When Social Security was first en-
acted in the 1930s, the discriminative
elements were inherently built into the
system. Professor Edward Berkowitz of
George Washington University has
done excellent research on this subject.

According to his studies, policy mak-
ers taking part in the first Social Secu-
rity advisory council freely indulged in
racial and sexual stereotypes. They
made a widow’s benefit equal to only
three-quarters of the value of a single
man’s benefit.

Their rationale for the decision was,
according to one member, that a

‘‘widow could look out for herself bet-
ter than the man could.’’

Douglas Brown, the chairman of the
advisory council, even suggested that a
single woman could adjust to a lower
budget ‘‘on account of the fact that she
is used to doing her own housework
whereas the single man has to go to a
restaurant.’’

Another example of Social Security’s
inherently discriminative nature is
that domestic workers were not cov-
ered by Social Security when the pro-
gram was set up.

One early policy maker explained
that it was difficult to collect con-
tributions from the ‘‘colored woman
. . . who goes from house to house for
a day’s work here and a day’s work
there.’’

Clearly, things were different then.
At that time, most women stayed

home, and only 6 people out of 10
reached age 65.

Despite the fact that the Social Secu-
rity program provided an opportunity
to redistribute income from wealthier
individuals to low-income retirees—an
effort to help provide assistance to
those less fortunate—the inequality of
women and minorities was never ade-
quately addressed.

In fact, the disparity has grown
under the current Social Security sys-
tem.

The profile of today’s retiree is quite
different than it was in the 1930s and
continues to change.

More women today are working out-
side the home, less than half of Ameri-
ca’s working women receive pensions
today, life expectancy is increasing,
while minority populations continue to
grow in number.

But our Social Security system has
failed to make the needed adjustments.
As a result, financial gender and racial
gaps are growing larger for those re-
tired or nearing retirement. Women
and minorities are suffering under the
current Social Security system.

For women and minorities, average
income continues to remain low. This
means there is less money available to
personally save for one’s own retire-
ment.

Furthermore, payroll taxes have in-
creased 36 times over the last 27 years,
forcing families to squeeze more out of
less take-home pay.

According to the Heritage Founda-
tion, today’s payroll taxes consume as
much of the family budget as do costs
for housing, and nearly three times
more than annual health care.

So it is not surprising that growing
numbers of women and minorities are
becoming increasingly dependent upon
their Social Security checks. If we are
going to successfully raise their qual-
ity of life once they reach retirement
age, we must begin to look outside the
proverbial box today.

Mr. President, I would like to begin
by focusing on women, since they are
disproportionately dependent upon So-
cial Security. There are a number of
factors that create this reliance.

While we can rally around the idea
that our Social Security system is sup-
posedly ‘‘gender neutral,’’ issues such
as income levels, years out of the
workforce, and marital status all im-
pact a woman’s retirement security.

At the forefront of the issue is the
fact that women tend to outlive men,
just as they have been doing for the
past 500 years. With today’s retirees be-
ginning to collect benefits at age 65, it
is not unlikely for a woman to spend
nearly one-fourth of her life on Social
Security.

And because women statistically re-
ceive lower benefits than men, typi-
cally have fewer saving, and are less
likely to have a pension, it means they
are forced to live longer on less.

We are finding that a retirement se-
curity system that was termed a suc-
cess in the past threatens future fe-
male retirees the most.

Over the past few decades, women
have made great progress in the work-
place.

Today, there are more women work-
ing at higher-paying jobs. But accord-
ing to the General Accounting Office,
the labor force participation rate for
women aged 25 to 34 remains at 75 per-
cent, and only four-fifths that of men.

Further complicating the issue is
that when women do work, 25 percent
work part-time. There are a variety of
reasons for this, including the fact that
women are more likely to take time off
for family reasons.

However, it leads to fewer opportuni-
ties for benefit coverage—including
pensions—and lower earnings, and ulti-
mately, less reserve money to save for
themselves and their future.

Today, the average female retiree
earns approximately $621 per month,
compared to her male counterpart at
$810 per month.

The formula used to calculate bene-
fits for women, as well as men, assumes
the highest 35 years of earnings. Today,
nearly 75 percent of women earn $25,000
or less. For those years an individual is
out of work—for instance, taking time
off to raise a family or care for an ail-
ing loved one—the salary is counted as
‘‘zero.’’

In addition, any length of time less
than 35 years of working count as
‘‘zero’’ earnings. As a result, the me-
dian number of years with ‘‘zero’’ earn-
ings for workers turning 62 in 1993 was
15 years for women, compared to only 4
years for men.

This means nearly half the years
being considered in the benefit formula
for women are counted as ‘‘zero’’ earn-
ings years and the average salary for
earning years is $25,000 or less.

Currently, there are some advocating
the benefits formula be raised to 38
years.

While the number of working women
continues to grow, the Social Security
Administration’s own projections re-
veal that only 30 percent of female re-
tirees in 2020 will have 38 years of earn-
ings—compared to about 60 percent of
their male counterparts.
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This is extremely detrimental to un-

married women who either divorced be-
fore 10 years of marriage or never mar-
ried, because their benefit calculations
are exclusively dependent upon their
own earnings calculations.

And currently, the poverty rate for
elderly divorced, separated, or never-
married women is the highest of any
group—nearly 30 percent.

But marriage in and of itself doesn’t
always improve a woman’s situation.

In fact, 64 percent of all elderly
women living in poverty are widows.
This is because when a spouse dies, the
widow’s benefits are reduced by up to
one-half. Meanwhile, statistics show
that to live alone, a widow requires at
least 75 percent of what it costs as a
couple.

Furthermore, if a widow has yet to
reach age 65 when a spouse dies, and
has no dependent children, she is not
entitled to any survivor benefits. Thus,
without private savings, the benefit re-
duction leaves most widows financially
unprepared for retirement.

Let me share with you the real story
of two women. Susan of Colorado made
an annual income of $20,000, and she
paid the 12.4 percent payroll tax into
the Social Security system from each
of her paychecks while raising kids,
sending them to schools, and seeing
them married.

But when Susan died at age 64, she
left nothing from Social Security for
her children.

Joan of New York, a 46-year-old
homemaker, never worked outside the
home after being married, and instead
chose to raise her children.

Her husband was self-employed, and
paid a 15.3 percent payroll tax into the
Social Security and Medicare pro-
grams. When Joan’s husband died of a
heart attack at age 49, all she received
from Social Security was $200 for his
funeral.

Since she has no skills to help her
find a job, no savings, and gets no help
from Social Security despite the thou-
sands and thousands of dollars her fam-
ily poured into the system, Joan is now
helpless and suffering from depression.

I then ask if the system is so harmful
to women, why are there so many out
there arguing against change? How can
we sit back and hold women hostage to
a program for nostalgia’s sake?

I would argue we cannot, and it is our
job to ensure that every woman has an
opportunity to live out her golden
years in financial security. And I agree
we must dispel the ‘‘myths’’ that
threaten efforts to improve women’s
retirement security.

One fact-based ‘‘myth’’ is that be-
cause women may feel less confident
about their retirement security, we
will be unable to change it for the bet-
ter.

First and foremost, it is critical to
ensure that current and future bene-
ficiaries remain unaffected by any
change to the Social Security program
if they choose to stay with the tradi-
tional system. We made a covenant

with our older Americans and have a
responsibility to protect them from
any uncertainty during the transition
from a pay-as-you-go system to a fu-
ture funded one.

But we also have a responsibility to
future beneficiaries to clearly notify
them that without dramatic change to
the system, they will not receive ade-
quate benefits from Social Security.

They are more likely to see reduc-
tions in alternative means of savings
as a result of the economic impact of
the system going bankrupt. Because
women are living longer than men,
they are most likely to experience the
hardship longer.

As Members of Congress, we owe it to
women to preserve and improve their
retirement security.

The next fact-based ‘‘myth’’ is that
because women are less likely to take
financial risks, their earnings may be
less than their male counterparts
under a market-based system.

It is true, statistically, that women
have historically invested more con-
servatively than men. Furthermore,
women may have less invested in out-
side accounts than men.

But it is interesting to note that ac-
cording to the National Association of
Investors Corporation, all-women in-
vestment clubs earn higher returns
than all-men clubs do. Who says
women cannot make financial deci-
sions?

Even under the most conservative in-
vestment strategies, such as super-safe
U.S. Treasury Bonds, women fare bet-
ter than they would under the current
system.

According to a recent Cato Institute
study, if women retiring in 1981 were
provided the opportunity to invest
their savings in personal retirement
accounts with earnings sharing, the av-
erage single woman could expect to re-
ceive 57.9 percent more in retirement
benefits and the average female divor-
cee could expect 67.2 percent more.

The average widow could expect 96.5
percent more, nearly double the bene-
fits than under Social Security. The
average wife could expect to receive
207.5 percent more than under the ex-
isting Social Security program.

While the National Center for Women
and Retirement Research has found
women may feel less confident about
making financial decisions, there is no
reason to believe women lack the skills
to understand the challenges and long-
term benefits of investments. Pension
experts agree that education is a criti-
cal factor in helping individuals make
better investment choices, and the
GAO has found evidence that investor
education can help to alleviate the
problem.

So even though some advocates of
the status quo argue men may fare
‘‘better’’ than women under a market-
based system, I believe they are miss-
ing the point that both would fare bet-
ter than they do under the current sys-
tem. It appears as though some would
prefer ‘‘equality’’ in misery than the

potential for some ‘‘inequality’’ at a
much higher standard of living for all.
Furthermore, there is nothing to show
that women retirees could not fare bet-
ter than men, even though, statis-
tically, they are not doing so now
under the current system.

One of the most troubling fact-based
myths is that the current system pro-
tects women from running out of bene-
fits before they die more than a per-
sonal retirement account would. The
premise is that since women live longer
than men do, they will need benefits
longer. Under the current system, re-
tirees are promised benefits until
death, even though on average, they
exhaust their contributions within the
first five years of retirement. In a sys-
tem of personal retirement accounts,
benefits would be based upon one’s own
contributions, the age at which one re-
tires, and the performance of their ac-
count.

It is true that women, again, tend to
outlive men. And yes, it is true that an
independent study found women are
more likely than men to spend a lump
sum distribution from a defined con-
tribution plan. However, that should
not imply that women could not be
trusted with a private savings account.
In fact, that same study showed women
are equally as likely as men to rollover
lump sums from a defined benefit plan
into an IRA, or to save and invest the
money. We must also remember these
studies are based upon the current sit-
uation, where these men and women
anticipate uninterrupted benefits from
Social Security.

In the future, however, if the current
system remains unchanged, a maxi-
mum of 75 percent of the current bene-
fit level will be available to retirees. In
other words, future retirees could ex-
pect to lose 25 percent of retirement
benefits. Once the IOU’s that now
make up the Social Security trust fund
begin being cashed in, the economy
will suffer, employment rates may suf-
fer, taxes may need to be raised, and
the ability for an individual to prepare
for the reduction in Social Security
benefits will be significantly reduced.

Mr. President, I would say to those
arguing for the status quo that urging
women to hold out for some future
promise of benefits that are not likely
to be there is folly. And in fact, holding
out will likely leave women increas-
ingly dependent upon their benefits at
the same time those benefits are being
reduced.

But as I mentioned earlier, women
are not the only individuals being mis-
led by some in the debate. Race contin-
ues to be an important factor in deter-
mining the retirement security for
some Americans. Retirement studies
similar to those that focus on women
have looked at minority workers, and I
would like to briefly touch on the His-
panic and African-American popu-
lations.

By all accounts, the Hispanic popu-
lation is relatively youthful. However,
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as the Social Security system ap-
proaches insolvency and the rate of re-
turn on these workers’ investments de-
clines, Hispanics will be forced to bear
a disproportionate share of that grow-
ing financial burden. The Census Bu-
reau estimates that by the year 2050,
Hispanics will make up nearly 25 per-
cent of the work force, compared with
only 11 percent last year. This will
come at the same time tax rates, if the
system stays the same, will need to be
increased to cover the bankrupt trust
fund. Some have estimated that the
tax rate increase would have to be
nearly 40 percent by then to cover ben-
efit expenses—40 percent first for So-
cial Security expenses. Such a tax bur-
den promises to severely hamper the
ability of young Hispanics to save for
themselves.

But what do all those numbers mean?
The Heritage Foundation did a model
of a Hispanic community. They as-
sumed 50,000 people lived there—all
families of four made up of dual- in-
come 30-year olds with two kids. By
forcing these families to throw their
payroll taxes into the Social Security
system, the analysts estimated the
community, as a whole, lost $12.8 bil-
lion in 1997 dollars over what it could
have earned had they invested in a con-
servative portfolio. This small minor-
ity community, in effect, lost nearly
half—this is just this small commu-
nity—lost nearly half what the federal
government spends on food stamps or
education for this entire Nation!

But if an Hispanic couple from that
community were able to take the dol-
lars they would be required to pay into
the current Social Security system and
instead invest them in a portfolio, the
outcome would have been remarkably
different. Under the current system,
the couple could expect about $420,000
in exchange for a lifetime of contribu-
tions. But with a conservative portfolio
comprised of 50 percent U.S. Treasury
Bonds and 50 percent blue chip equi-
ties, that same couple could nearly
double their benefit to $767,000 in to-
day’s dollars. Treasury Bonds alone
would yield over $100,000 more in bene-
fits. That means this family would
have enough to convert their benefit to
an annuity paying out exactly what
Social Security promised and still have
more than $200,000 left over for any ex-
penses —long-term health care or even
just passing along to their children—
something impossible under today’s
Social Security system.

The findings within the African-
American community are similarly
stunning. Like single Hispanic males,
single African-American males have a
lower life expectancy and are espe-
cially disadvantaged by the current So-
cial Security system. Although the
system aims to transfer funds to low-
income individuals, these minorities
are particularly hard hit.

According to the Heritage Founda-
tion, a low-income, African-American
male born after 1959 can expect to re-
ceive less than 88 cents back on every

dollar he contributes to the Social Se-
curity trust fund. This translates into
a lifetime cash loss of some $13,377—a
loss these individuals can hardly afford
Not a gain on their investment, but an
actual loss on their investment. If we
allowed that same male to invest his
Social Security taxes in T-bonds, he
would receive a post-tax increase in his
lifetime income of nearly $80,000.

African-American women are simi-
larly disadvantaged by the current sys-
tem. Enabling a 21-year-old single
mother to invest her payroll taxes into
low-risk/low-yield government bonds,
rather than the Social Security sys-
tem, would more than double her rate
of return. That means this woman
could expect to get back $93,000 more,
after taxes, than she would under the
current system. And with a little risk,
the numbers could even more than dou-
ble.

Mr. President, many solutions have
been proposed to stave off the impend-
ing Social Security trust fund crisis:
raising retirement ages, increasing
payroll taxes, decreasing benefits—the
list goes on. But we cannot forget that
those choices will only exacerbate a
problem that is already becoming pro-
gressively worse. Such proposals put at
greatest risk those the system was
aimed to help the most.

When our Founding Fathers created
this great Nation, they declared each
American had the right to life, liberty,
and the pursuit of happiness. If we con-
tinue on our present track with the
current Social Security system, we are
truly undermining those principles.
Sentencing women and minorities to a
retirement life of poverty is unfair.
The threat of raising payroll taxes by
nearly 40 percent to fund a bankrupt
retirement system threatens to steal
away our children’s liberty. And turn-
ing our backs on the reforms we have
the power to undertake—reforms that
will truly revive our ailing system—
steals away every American’s right to
pursue happiness. Mr. President, rather
than scaring women and minorities
away from the options we have before
us, let us give them the freedom that
comes with personal retirement
choices, the peace of mind that retire-
ment security provides, and the ability
to lead a better life in retirement than
the one they are being promised today.
f

CREDIT UNION MEMBERSHIP
ACCESS ACT

Mr. GRAMS. Mr. President, I want to
talk a little bit, as I mentioned earlier,
on an amendment offered by Senator
SHELBY dealing with the CRA.

I take a few moments today to rise in
support of the amendment offered by
the Senator from Alabama and urge
my colleagues to support it as well.

Senator SHELBY’s leadership on this
issue is well-established and he should
be commended for his perseverance,
even in the face of fierce opposition by
some of his colleagues and the Clinton
administration.

Mr. President, this amendment is a
simple and appropriate step to remov-
ing an inappropriate and unnecessary
burden from our Nation’s small banks
and thrifts. The amendment exempts
small banks and thrifts, under $250 mil-
lion in assets, from the grasp of the
Community Reinvestment Act, or
CRA.

I am sure that some of my colleagues
may come to the floor and argue that
the Federal banking regulators have
taken steps to remove the burdens
from banks, and thus, this amendment
is unnecessary. Although I commend
the regulators for easing the burden of
CRA, this contention does justify the
appropriateness of the underlying
arguement that government-mandated
credit allocation is inappropriate. As
we have seen most recently in Asia,
when the government mandates that
the private markets allocate their re-
sources in set ways—capital in this
case—the results can be disasterous.

I think there are three arguments
which must be considered regarding
Senator SHELBY’s amendment.

The first is, What was the justifica-
tion for enactment of CRA in the first
place? The Community Reinvestment
Act was enacted in 1977 in response to
rumors of redlining in the banking in-
dustry. The debate at that time shows
that supporters felt there were three
factors justifying enactment, and they
are: first, that banks enjoy a semi-ex-
clusive franchise—due in part to inter-
state banking restrictions and activity
restrictions on competitors such as
thrifts and credit unions; two, that the
government limits competition within
the banking sector by limiting inter-
state banking and limiting the
acitivities of competitors such as cred-
it unions and thrifts; and, third, that
the Government restricts the cost of
money to banks through interest rate
caps on savings accounts and a prohibi-
tion on paying interest on demand de-
posits. If these three points, as the
record shows, truly were the justifica-
tion for imposing CRA on banks, the
authors would certainly have to recon-
sider their action in light of the cur-
rent environment facing banks.

Banks no longer enjoy the limited
competition they did in 1977. The
Reigel-Neal Interstate Banking and
Branching Efficiency Act of 1994
opened the doors to interstate banking,
thus providing competition not only
among banks within a state but with
banks across the country as well. Also,
the bill we are considering today will
throw open the doors of competition to
another set of competitors—credit
unions—which will be able to add any
group of individuals they choose, lim-
ited only by its size. Also, these two
examples I have just explained do not
take into account all of the non-bank
financial services which have evolved
and expanded since 1977—including
money market accounts, mutual funds,
and deposit-like insurance products.

Banks also no longer enjoy protec-
tion against set costs which had been
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imposed through interest rate controls.
The 1980 Depository Institutions De-
regulation and Monetary Control Act
of 1980 appropriately removed these
price controls which inhibited competi-
tion.

The second argument which must be
considered when we discuss the Shelby
amendment is the claim that the
amendment will exempt 88% of the
banks from coverage under the CRA.
Although this percentage seems stag-
gering—and may sway someone who
feels that CRA is okay in some in-
stances—a closer look reveals that op-
ponents of the amendment are using
sleight of hand to give the impression
that this amendment will have a deep-
er impact than it truly will. Although
it may be true that 88% of banks are
exempted, in terms of the number that
really counts—that is, assets—the im-
pact that this exemption will have is
overstated. That is because less than
12% of bank assets are exempted.

The approximately 8,100 banks ex-
empted have $593 billion in assets, but
that accounts for only 11.7% of bank
assets in this country. These assets are
only one-half-of-one percent, or $3 bil-
lion, more than the combined assets of
the soon-to-be-completed Bank of
America—NationsBank merger. In
other words, one bank in the country
will soon have close to the same num-
ber of assets as the 8,100 banks which
would be exempted under this amend-
ment. When you realize that the over-
all impact of this amendment on the
CRA is so small, you must question
why it is being contested with such
vigor.

The third contention which must be
contemplated in considering this
amendment is whether it will have a
negative impact on preventing dis-
crimination. To listen to the critics of
the amendment, one would believe that
the amendment gives banks a ‘‘get out
of jail free’’ card when it comes to dis-
crimination.

However, you must understand that
this amendment in no way restricts the
enforcement of the Fair Housing Act,
the Equal Credit Opportunity Act, or
the Home Mortgage Disclosure Act.
These acts, designed to prevent dis-
crimination, will remain unfettered in
detering inappropriate practices of fi-
nancial institutions. The amendment
in no way weakens laws designed to
protect individuals; instead, it removes
the inappropriate policy of dictating
where banks must operate.

Mr. President, I realize that some in
the credit union movement are con-
cerned that adoption of the Shelby
amendment may endanger swift enact-
ment of this legislation. However, after
contemplating the points raised, I do
not understand how the President
could consider vetoing a bill based on
this appropriate and narrow relief and
I do not understand how any of my col-
leagues can argue the doom and gloom
scenarios they are painting about this
amendment.

So, again, Senator SHELBY should be
commended for his leadership and his

amendment should be adopted, insisted
on in conference, and signed into law
by the President.
f

GOVERNMENT SHUTDOWN
PREVENTION ACT

Mr. GRAMS. Mr. President, I rise
today to express my deep disappoint-
ment and frustration about the Sen-
ate’s inaction to consider and pass the
Government Shutdown Act.

Mr. President, this week I sought to
offer S. 547, the Government Shutdown
Prevention Act, as an amendment to
the Legislative Branch Appropriations.
This amendment, originally sponsored
by Senator MCCAIN, would create an
automatic procedure for a CR at the
end of each fiscal year. The essence of
the amendment is that we cannot and
will not allow a Government shutdown,
we will not allow disruption of the
services we rely on from the Govern-
ment, and we will simplify and facili-
tate the process of passing a continu-
ing resolution.

What issue is more relevant to the
legislative branch than acting respon-
sibly to keep the Government in busi-
ness? This amendment would have
ended the annual battle we have each
year on what is included in a CR and at
what level of spending. It would end
the last-minute mischief of adding new
pork and new spending into a CR be-
cause everybody wants to avoid a shut-
down. So you are blackmailed into
doing something you do not want to do.

Unfortunately, I was unable to offer
this amendment due to germaneness
concerns and lack of leadership sup-
port.

In May of 1997, during the debate on
the Supplemental Appropriation bill—
this was covering the flood disasters
that occurred in Minnesota and the Da-
kotas of that year, and others around
the country—Senators MCCAIN and
HUTCHISON offered this amendment, but
later withdrew it based on a commit-
ment made by both Senate majority
and minority leaders that the Govern-
ment Shutdown Prevention Act would
be allowed to be considered as a sepa-
rate measure in the near future. The
leaders specifically promised a full de-
bate on the legislation with one rel-
evant amendment for each leader.

Mr. President, I would remind my
colleagues of the word of the Minority
Leader at a news conference he held
back on June 11, 1997. I am quoting
here from a transcript of the news con-
ference:

Senator ROD GRAMS sent a letter to all
leadership yesterday which offers a very sim-
ple, yet I think extraordinarily acceptable
solution: strip out the legislation that is the
source of the controversy.

So back again to why the President
vetoed the emergency supplemental, it
was because of this very part.

The minority leader went on to say:
Have an up or down vote on the census,

have an up or down vote on the CR, have an
up or down vote on the disaster bill. I cannot
think of anything more simple than that. I

think it is the right thing to do. I have indi-
cated to Senator LOTT this morning that I
think it is the right thing to do.

In a news conference the following
day, the Minority Leader repeated his
support again:

We would be willing to set a time certain
for each of the pieces of legislation, very
short time limits for debate ended. I think it
is an excellent proposal, and I am hopeful
that that is ultimately what we agree to.

Mr. President, that was indeed what
we ultimately agreed to.

It has been over a year now since
that debate ended. The Senate never
had an opportunity to consider this as
a separate measure, so I have chosen to
again raise this as a non-controversial
measure that will force the Congress to
act responsibly to avoid a government
shutdown, and also for those who made
those promises to live up to their word.

During last year’s debate, some of
my colleagues argued that since a
budget agreement was reached between
the White House and Congress, there
was no need for this amendment any-
more. I argued at the time that the
budget agreement made the amend-
ment even more crucial for a respon-
sible government. And here we are
again, with just a few weeks left in this
session to consider 10 appropriations
bills and all 13 conference reports.

My major concerns were, and still
are, that the many economic assump-
tions and spending priorities within
the budget agreement make our budget
and appropriation process uncertain.
The current budget disagreements have
again clearly proved my point.

Mr. President, as you know, during
this year’s budget debate, some mem-
bers are calling for more spending for
their favorite programs. Others, like
myself, prefer larger tax cuts and larg-
er spending reductions. As a result, the
House and the Senate have approved a
budget resolution with significantly
different tax and spending priorities.
Those differences have prevented us
from completing the budget resolution
conference report, which is long over-
due in accordance with our budgetary
rules. It is possible that Congress may
not be able to produce a budget this
year at all, or finish the regular appro-
priations legislation before the fiscal
year ends on September 30 of 1998.

What would this mean, Mr. Presi-
dent? This means the American people
will have once again been held hostage
to a government shutdown simply be-
cause Congress and the White House, or
the House and the Senate, do not agree
on tax cuts and spending priorities, or
seek to slow down the appropriations
process by offering controversial or
non-germane amendments.

In 1995, we witnessed the longest fed-
eral government shutdown in history,
which caused financial damages and in-
convenience to millions of Americans
simply because of disagreements be-
tween the Congress and the President
in our budget process.

That was a very costly shutdown.
The shutdown disrupted the lives of
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hundreds of thousands of Americans.
Some retirees and veterans could not
promptly receive their social services,
such as Medicare benefits. Families
could not obtain passports, or visit na-
tional parks and museums. Millions of
dollars were lost to small business
owners and local communities. Federal
employees were furloughed with a fear
of not getting paid, although they
were—at again, a loss to the taxpayer.
Even our troops stationed overseas
were affected by the shutdown. The
interruption caused immeasurable fi-
nancial damage to the American people
and to this country, bottom line.

The most serious damage done by the
27-day shutdown was that it shook the
American people’s confidence in their
government and in their elected offi-
cials. Even today, we have not yet un-
done this damage. We need to restore
the public’s faith in its leaders by
showing that we have learned from our
mistakes. Passage of this good-govern-
ment contingency plan will send a
clear message to the American people
that we will no longer allow them to be
held hostage in budget disputes be-
tween Congress and the White House or
among ourselves.

We all have different philosophies
and policies on budget priorities, and of
course we will not always agree. But
there are essential functions and serv-
ices of the federal government we must
continue regardless of our differences
in budget priorities.

More often, without a good-govern-
ment contingency plan, the continuing
resolution has become impossible as we
argue over funding levels and whether
pork project ‘‘A’’ or pork project ‘‘B’’
deserves our support. Debate on pro-
gram funding is not based on merits
but on political leverage. As a result,
billions of the taxpayers’ hard-earned
dollars are wasted in this process.

The virtue of this amendment is that
it would allow us to debate issues
about our spending policy and the mer-
its of budget priorities while we con-
tinue to keep essential government
functions operating. The American
people will no longer be held hostage to
a government shutdown. So, as I said
earlier, there are still plenty of uncer-
tainties involved in our budget and ap-
propriations process, particularly this
year. If we continue on our current
course and the government again shuts
down as it did three years ago, it will
be another devastating blow to the
American people, from senior citizens
to disaster victims.

We must ensure that a good-govern-
ment contingency plan is in place to
keep the government up and running in
the event that a budget agreement is
not reached.

Mr. President, this good-government
contingency plan is sound policy, I be-
lieve it is wise policy, and it is respon-
sible policy. With a dwindling number
of legislative days left in this Congress,
I strongly believe that it is vitally im-
portant to immediately consider and
pass this overdue measure to end the

annual shutdown battle we face every
year. This should be non-controversial
legislation we can all support. I there-
fore strongly urge the Senate leader-
ship to bring this legislation up for a
full debate and vote as earlier agreed.

Is there any time remaining?
The PRESIDING OFFICER. The Sen-

ator has 7 minutes and 19 seconds re-
maining.

Mr. GRAMS. Mr. President, I yield
back my remaining time, and I suggest
the absence of a quorum.

The PRESIDING OFFICER. The
clerk will call the roll.

The bill clerk proceeded to call the
roll.

Mr. FRIST. Mr. President, I ask
unanimous consent that the order for
the quorum call be rescinded.

The PRESIDING OFFICER. Without
objection, it is so ordered.

The distinguished Senator from Ten-
nessee is recognized.
f

PATIENTS’ BILL OF RIGHTS

Mr. FRIST. Mr. President, I rise
today to speak on the Patients’ Bill of
Rights, a bill that was introduced last
week by my colleague from Oklahoma,
Senator DON NICKLES, and members of
the Senate Republican Task Force on
Health Care Quality, our distinguished
majority leader, TRENT LOTT, with a
total of 47 cosponsors.

I am really quite pleased with this
particular bill. I have had the oppor-
tunity to work on the task force be-
cause it is a product of months and
months of very thoughtful discussion,
vigorous debate among ourselves. I
think, as most people know, on the
task force were some of our most con-
servative members and some of our
most moderate members within our
caucus. It really is a consensus pro-
posal to improve health care quality.
As a practicing physician, I am abso-
lutely convinced that health care is de-
livered best when that relationship be-
tween the doctor and the patient is
given the very highest priority. My
goal in this debate, the debate that we
will have over the coming weeks, is to
do everything possible to empower pa-
tients and doctors to be that focal
point, to be that place where ulti-
mately the quality of care is decided.

Much of the debate will center
around who is practicing medicine
today. Is it bureaucrats in Washington?
Is it bureaucrats in health mainte-
nance organizations? Is it bureaucrats
in the U.S. Congress? Ultimately, I
think that we can address this issue, if
in coming together in a bipartisan way
with a reasonable, timely voice, with a
reasonable thought, come back to that
central premise that the doctor and the
patient or the nurse and the patient, at
the level where that really very inti-
mate interaction is carried out, where
one’s problems are professed and treat-
ment plans and diagnoses are gen-
erated, if we keep coming back to that
as being the central focus of the Pa-
tients’ Bill of Rights in everything

that we do over the next several weeks,
we will be doing a great service to the
public, to all Americans.

Now, our proposal that has been put
forth is grounded on a Patients’ Bill of
Rights. It offers a number of protec-
tions for individuals, for patients, for
potential patients, and that is No. 1, by
guaranteeing full access to information
as to what is in one’s health plan.

If you ask your typical Tennessean
or American, you say, what really does
your plan cover and what does it not
cover, most of us, including me, throw
up our hands and say, ‘‘I don’t know.’’
If you, going back to my own field, de-
velop a cardiomyopathy and a sick
heart, it deteriorates over time and
you need a heart transplant, does your
plan, I could ask any of my colleagues,
cover heart transplants? And they will
probably say, ‘‘I don’t know. I under-
stand it is very expensive. I also under-
stand it could save my life. But I don’t
know the answer to that question.’’

We need to guarantee full access to
everybody. Whether it is a health
maintenance organization, a managed
care plan, any type of plan, we need to
guarantee that patient full access to
that information. We do that in our
bill.

Secondly, we do need to make sure
that patients receive the necessary
emergency care, and it really does boil
down to the fact that if a so-called pru-
dent lay person, meaning somebody
with average intelligence, common
sense, develops chest pain, they don’t
know whether it is indigestion or a
massive heart attack. They go to the
emergency room. They should be able
to walk into that emergency room and
be taken care of without fear that cov-
erage will be denied for that particular
service. We address that right up front.
We allow patients to keep their doctor
during a pregnancy or extended illness
even if their doctor for some reason
leaves a plan or is terminated from a
plan, so-called continuity of care. We
allow individual patients direct access
to that pediatrician without having to
go through a gatekeeper or to that ob-
stetrician or gynecologist without hav-
ing to go through a gatekeeper first.

The great fear I think that all of us
in America have today, and I think it
is the fear that, again, drives much of
the debate, is that our health plan will
not be there for us if we get sick. If my
young 11-year-old son develops a heart
murmur, a virus, will there be some-
body there to help him? Will that
health plan respond to those needs? Or
will my HMO deny me seeing the doc-
tor who I feel is the very best person to
take care of my son, who I know and
people have told me is a better doctor.
Will I be denied the opportunity to see
that doctor by my health plan?

Many people fear that they will be
denied the benefits they have even paid
for and that they have been promised.
Others are absolutely convinced today
that their health plan cares much more
about cost, cares much more about
profits, cares much more about the
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bottom line than about quality. And
that is because of the focus on cost and
saving money.

We in this body talk about how we
have to slow the cost of health care, we
have to reduce health expenditures be-
cause of all of those pressures. HMOs
have been allowed to go too far. They
have not been held accountable. Our
bill takes that focus and puts it right
on quality, on quality. I say that be-
cause you can list 10 rights, and you
can list 400 mandates, and you can say
we have licked the problem. Unless you
come back to focusing on quality, you
have made yourself feel good. We have
responded to the public sentiment of
let’s bash the HMOs, but you have done
nothing for that next generation, noth-
ing for the overall health care system
unless you come back to those two
principles: The doctor-patient, the pri-
macy of that doctor-patient inter-
action, No. 1, and, No. 2, focus on qual-
ity.

Therefore, you will see in the bills
that are before us—and there are basi-
cally two bills, one from each side of
the aisle, although I hope that both
sides will end up to some degree
through debate coming to a bipartisan
agreement, but the bills are very dif-
ferent, and I think that is where the
debate is going to have to play out be-
cause every day you are exposed on
this floor and through press con-
ferences to ‘‘Let’s kill the HMOs, cap-
ture that sentiment, put these man-
dates on the people and we fix the sys-
tem.’’

What we have to do as a body is fig-
ure out really how to fix the system
with the help of the American people,
recognize that our health care system
is changing and changing dynamically,
and what we define as quality is chang-
ing dynamically. And thus whatever we
do we cannot establish a system
through well-intended mandates which
rigidify this system and destroy the
dynamism that is inherent in the pub-
lic marketplace, in the private market-
place, in private industry, in Govern-
ment-run programs today which recog-
nize that quality is a new science, it is
an evolving science, it is dynamic, it is
energetic, everyday breakthroughs are
made on how we determine quality. So
let’s be very careful and make sure
that we, through well-intended man-
dates, don’t come and box in this dyna-
mism which is so important to the fu-
ture of health care delivery.

Our bill focuses on quality. Now, any
physician today—and I am a physician.
I have worked with managed care be-
fore coming to the Senate—any physi-
cian will tell you that managed care—
and we use the word ‘‘HMOs’’ and ev-
erybody needs to recognize that man-
aged care is a broad spectrum of enti-
ties. But a physician will tell you, any-
body who has worked with an HMO,
HMOs have gone too far. Not all of
them. HMOs too often control the
whole issue of what service is covered
and what is not, regardless of what
that physician may feel is in the best

interest of the patient. And that same
physician will very quickly tell you
that what coverage you are allowed to
give that patient ultimately defines
the care and the outcome of that pa-
tient.

Therefore, I don’t blame my fellow
physicians coming forward and saying,
listen, I am being held accountable for
decisions that I am not even allowed to
make, whether it is coverage or admis-
sion to a hospital or the number of
days in a hospital. I am not making
that decision, yet I am held account-
able.

Well, our bill hits this inequity head
on. Basically, it says it is not fair.
That is inequitable. You, physician,
you should not be held accountable.
The HMO should be held accountable.

We need to fix the system. The criti-
cal measure of this bill that we have
put forward is to hold the health plans
accountable for the coverage decisions
they make and to take the whole es-
sence and the power of denial of care
out of the hands of the HMOs and place
it in the hands of the way we fix the
system—a strong appeals process inter-
nally and a strong external appeals
process where decisions can be made by
medical experts—yes, physicians—med-
ical experts independent of the plan.

Our bill requires that health plans
make coverage determinations rapidly,
quickly, not weeks later or months
later or years later. We put some time
specifically, actually in the bill; we say
it must be made sometime but defi-
nitely not later than 72 hours after the
request. We want to protect patients,
before harm occurs, by setting up a
process that is not present in many—I
don’t know whether to say most or
not—but it is simply not present in
many of the HMOs today. But it is a
process for patients and their families
to get an immediate answer over what
is covered and what is not covered and,
if there is a disagreement, resolution
right then and there, not a year later
or 5 years later or 2 years later, after
whatever potential for harm may
occur.

Furthermore, we require health plans
to provide quick internal grievance, as
well as these independent, external, ap-
peals processes in areas where there
might be some question, like: Is a par-
ticular procedure or use of a device in-
vestigational or experimental? The
whole point is, we need to hold the
plans accountable. And we do it by fix-
ing the system.

Our bill provides protections for pa-
tients who rely on health plans that
States do not. This will be another
issue, but our bill basically says that
there are a group of people who are un-
protected today. Yes, the purpose of
our bill, and where we see the Federal
responsibility as being, is to protect
the unprotected, the people who, by
law, are not being protected by an en-
tity. That is the group that we focus
on. We fix the system where it is bro-
ken, without this whole issue—which
has really captured the attention of

the press and really taken focus away
from the quality issue, which is the
really important issue—this issue
about lining the pockets of trial law-
yers in the process of the bills that are
discussed today.

We do demand that all 125 million
Americans have this strong internal
appeals process, grievance process, as
well as external appeals process. We
want the questions answered up front,
when it really matters, and not years
later by a trial lawyer.

Our bill guarantees patients the right
to access their own medical informa-
tion. It gives them the right to make
modifications and to amend their med-
ical information if they find something
that is incorrect. In addition, we re-
quire health plans to inform you of the
plan’s practices with regard to con-
fidentiality of medical information,
with regard to privacy of your medical
record. We require health plans to es-
tablish safeguards to protect that con-
fidentiality, to protect that privacy, to
protect that security of your health in-
formation.

As you can tell, I just believe the
heart of the problem that we have
today with HMOs is that they focus too
much on cost, on the bottom line,
without anybody coming in and de-
manding that they look at quality—
quality. Our bill, more than any other
bill, focuses on this issue of quality.

Some believe that quality can be leg-
islated today. It is a subtle issue, but it
is a point that I have a real obligation
to make because I have been so inti-
mately involved. That is, the science of
quality and understanding what qual-
ity is today in health care is a rel-
atively young science. It is a science
that is maybe 10 years old. I think you
can crystallize that by asking yourself,
What is quality today? How did I
choose my doctor? Did I choose my
doctor because I knew that he was a
better doctor than the doctor across
town? If you feel your doctor is pretty
good, step back and ask yourself, Do I
really know he is a good doctor? Or is
he just a nice guy? Does he just answer
the telephone when I call? What are
the standards that we, as a society,
have to compare one doctor to another
doctor? We are entrusting our lives to
them for a heart transplant or heart
surgery. How do we judge them? The
information is not there. The answer
is: We don’t have the answer.

Therefore, we as a body have to be
very careful before we come in and
mandate what quality is, because we
don’t know what quality is. We are
learning about it, but it is an evolving
science. It is something we are learning
about on an ongoing basis. It is impor-
tant because one approach mandates
quality, the other says let’s support
and figure out what quality is. That is
the Federal responsibility: Let’s pull
together the private entities, the pub-
lic entities; let’s take advantage of
state-of-the-art information systems;
let’s coordinate this information and
determine what quality is and then dis-
seminate that information out so we
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can educate people broadly so they can
answer that very basic question, ‘‘Do I
have a good doctor or do I not have a
good doctor?’’ Or, ‘‘Is that plan a good
plan for me and that one a bad plan for
me?’’

Mandating data collection: Right
now, there are plans being proposed on
both sides in the House and Senate
that just say let’s collect more data,
let’s have all information from a
health plan—demographics and age and
gender and outcome and results and pa-
tient satisfaction surveys—let’s just
collect all that data and send it to the
Secretary of Health and Human Serv-
ices. It sounds pretty good, if we knew
what it meant, if it didn’t mean that a
doctor is going to have to sit down and
talk to a patient and then go take a
piece of paper and fill out a 20-point
questionnaire and then give it to a bu-
reaucrat, whom he has had to go out
and hire to sit in his office to compile
it for a health care plan that has an-
other whole system, to send it to the
Secretary of Health and Human Serv-
ices, who gets this data from millions
and millions of doctor-patient inter-
actions. And what are we going to do
with it? Let’s invest in the science of
figuring out what we do with it before
we mandate the collection.

Our legislation promotes quality im-
provement by supporting research, to
give patients and physicians better and
more useful information to judge qual-
ity. Our Patients’ Bill of Rights estab-
lishes an agency. We call it the Agency
for Health Care Quality Research,
AHQR. I hate to use those initials, but
by the time this debate is finished, I
hope everybody in America knows
what AHQR is. Its purpose is to foster
overall improvement in health care
quality through supporting pertinent
health sciences research, then dissemi-
nating that information through public
and private partnerships—pretty sim-
ple, pretty straightforward. I believe it
is the fundamental problem we have
today with managed care, with HMOs,
with focusing on dollars, with focusing
on the bottom line, because nobody is
focusing on quality.

Some of my colleagues will come for-
ward and say, ‘‘You mean as a Repub-
lican you want to create a whole new
Federal bureaucracy and agency?’’ The
answer is no. We don’t do it very well,
I think, in Washington. But when we go
in one direction, I think it is important
to build on the past, and we have done
just that. The agency that we propose
is built on the platform of a current
agency which I feel is doing a very
good job. But we take that agency,
called the Agency for Health Care Pol-
icy and Research, we refocus the agen-
cy on quality, because quality is the
issue today. It may have been ‘‘cost’’ 5
years ago, but it is ‘‘quality’’ today.
Then we enhance that agency to be-
come the hub and the driving force of
all of the many quality efforts that are
going on in Federal programs today.

There are many different agencies all
across this country, Federal agencies,

that do focus on health care. They all
have—not all of them, but many of
them have programs and a little sub-
division devoted to quality. Our Agen-
cy for Health Care Quality Research
will help coordinate all of those many
very positive efforts. We will focus on
not just HMO quality, where so much
of the debate and anger is, but we will
focus on quality on the managed care
setting, the urban setting, the rural
setting, the setting of the solo private
practitioner. This agency will have, as
its mission, improving quality, and the
disseminating of that information to
everybody in health care today.

Thus, if we agree that this fundamen-
tal issue on our debate is that HMOs
have, to some extent—I don’t want to
sort of categorize them because I don’t
think that is fair—but if the debate is
that HMOs have ignored quality be-
cause of an almost obsession with cost,
then let’s hit the problem; let’s go
after how we, as a nation, can improve
quality and what is our Federal respon-
sibility. If we are talking about a Pa-
tients’ Bill of Rights, the ones that we
have in our bill are very, very impor-
tant. But I think the most basic right
for a patient is that right to quality
health care. That is what our bill, like
no other bill, addresses.

This particular agency has a role
that is not to mandate. It is not to
mandate a national definition of ‘‘qual-
ity,’’ but, rather, it is to support the
science that is necessary to provide in-
formation to patients so they will
know whether or not they are receiving
good quality of care, to provide infor-
mation to physicians so they can com-
pare what they are doing to the next
physician and modify their behavior, so
they will know what good quality is
and modify their behavior so they can
deliver better care to all of their pa-
tients, information to enable employ-
ers and individuals to become wise pur-
chasers or wise shoppers of health care
based not on cost, or not on cost alone,
but on cost and quality.

The agency will stimulate public-pri-
vate partnerships to advance and share
what we learn about quality. Quality
just means different things to different
people. It is constantly being refined.
As I said, it is just a few years old as
a science; therefore, in collaboration
with the private sector, the agency will
conduct and will coordinate health
science research that really will accel-
erate our understanding of what qual-
ity means to clinicians and to patients,
how to measure that quality and how
to use this information to improve
your own health and your own quality
of life.

This agency will have as a major pur-
pose and objective the sharing of this
information. We have medical advances
that are made daily. We see them in
the newspaper; we see them on the
news each night when we go home. In
truth, many of these discoveries do not
make it out into the general practice
of medicine for too long. We need to do
a better job in narrowing the gap be-

tween what we know and what we do,
and this agency will accomplish that.

We need to get the science that we
know is good science quicker to the
American people by sharing this infor-
mation among public entities and pri-
vate entities, and this effective dis-
semination will be a major purpose of
the agency.

In addition, the agency will develop
evidence rating systems to know what
a good doctor is, what a good plan is,
whether or not the treatment that has
been recommended for your diabetes is
an effective treatment.

This agency will play a vital role in
facilitating innovative inpatient care
in this whole area of new technologies
and assessment of new technologies. As
chairman of the Science, Technology,
and Space Subcommittee of the Com-
merce Committee and the Public
Health and Safety Subcommittee of
the Labor Committee, we held hearings
and people came before us again and
again about new technologies and the
confusing methodologies that our Fed-
eral Government has set up, that each
agency has set up, hoops through which
they need to travel before that new
technology is disseminated or shared
with the American people.

The agency that we are setting up
will establish a consistent methodol-
ogy with coordination across Federal
agencies so that people will know what
guidelines they must follow in a con-
sistent way to have technologies evalu-
ated and then appropriately dissemi-
nated.

In its mission to promote and facili-
tate quality and quality development,
this particular agency will have a focus
on improved information-based com-
puter systems which are so necessary
for quality scoring and which will fa-
cilitate informed decisionmaking by
providers, by physicians, by nurses,
and by patients. The agency will ag-
gressively support the development of
these state-of-the-art information sys-
tems for health care quality which
then can be shared both by the public
and the private sector. The setting is
important. Again, as I mentioned pre-
viously, so much of the discussion
today, as we talk about bills of rights,
is focused just on health maintenance
organizations.

I think it is important for our col-
leagues to realize that our bill goes be-
yond just health maintenance organi-
zations and looks at quality in all dif-
ferent settings. Quality improvement
applies to the care that is given in that
solo private practitioner’s office in the
managed care setting or at the health
maintenance organization. This agency
will understand that part of its mission
will be to specifically address quality
in rural areas in underserved areas,
using such technologies as telemedi-
cine and other long-distance-type tech-
nologies.

Our bill addresses the fact that pa-
tients do want to know if they are re-
ceiving good care, but compared to
what? Statistically accurate, sample-
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based national surveys will efficiently
provide reliable and affordable data
without the other approach, which is
excessively mandated, overly intrusive,
potentially destructive mandatory re-
porting requirements, which as I have
described previously, in the long run
take away time from that doctor-pa-
tient interaction.

You simply do not need to have a
doctor, after every patient interaction,
fill out a questionnaire at every visit
and then send that information to
Washington. It can be a waste of physi-
cian time, taking time away from the
patient, and will ultimately drive up
what patients have to pay for the care
they receive. Our approach is very dif-
ferent.

As I mentioned, they are sample-
based national surveys. We expand the
current Medical Expenditure Panel
Survey to require that outcomes be
measured and reported to Congress so
that as a nation—as a nation—we can
better determine the state of quality
and the cost of quality in our Nation’s
health care.

The role of the Agency for Health
Care Policy and Research is not to
mandate national standards of clinical
practice. Definitions and measures of
quality, as I said, are an evolving
science, a science that is critically im-
portant to our ability to make edu-
cated, informed decisions.

Another aspect of our bill that is im-
portant for our colleagues to under-
stand is a part of the bill—because it is
a very important part of the bill—is
the strong focus on women’s health
issues. As a nation, it is time that we
focus on diseases and health issues that
are faced by women. In our bill we spe-
cifically emphasize women’s health re-
search and prevention activities at the
National Institutes of Health and at
the Centers for Disease Control and
Prevention. The goal is to support the
critical role that our public health
agencies—the NIH and the CDC—play
in providing a broad spectrum of ac-
tivities to improve women’s health.
That includes research, screening, pre-
vention, treatment, and education.

Among others, these provisions in
women’s health promote basic and clin-
ical research for the aging process in
women, for osteoporosis, for breast
cancer, Paget’s disease, for ovarian
cancer. We expand our research efforts
in the important area of cardiovascular
disease. Many people—in fact, I am
sure many of our colleagues—do not re-
alize that the No. 1 killer, cause of
death for U.S. women is cardiovascular
disease. We need to expand our re-
search efforts there. We do that in our
bill.

Our bill reauthorizes the National
Breast and Cervical Cancer Screening
Program which provides crucial screen-
ing services for breast and cervical
cancers to underserved women. Our bill
supports data collection through the
National Center for Health Statistics
and National Program of Cancer Reg-
istries, which are the leading sources of

national data on the health status of
women. Support of these valuable pro-
grams will help ensure scientific
progress in our fight against these dis-
eases and will lessen the burden of
these diseases on millions of women
and their families.

Another component of our bill which
is not in any bill currently before the
U.S. Senate except for ours—which is
not a part of the Patients’ Bill of
Rights in the House of Representa-
tives—it is a part of the bill, again,
which I feel demonstrates that this
piece of legislation is forward thinking;
it fulfills our responsibility, I believe,
of looking ahead and seeing what obvi-
ous challenges there are, challenges
that could potentially disrupt the de-
livery of health care in this country—
that is our responsibility—and to re-
spond, and to respond now, before they
become potentially debilitating, have a
debilitating effect on health care in
this country.

This provision is one—and it is a
right—it is one of the Bill of Rights,
and it is a right that every woman and
every man and every child should be
free from the fear that an insurance
plan or an HMO will discriminate
against them because of a positive ge-
netic test.

The human genome project, a 15-
year, very successful project, initiated
by our Federal Government, being car-
ried out in a wonderfully unique pub-
lic-private partnership, by the year
2005, we will have defined over 3 billion
bits of genetic information called DNA
which comprise the human genome
which explains in large part our ge-
netic makeup—3 billion bits of infor-
mation defined over this very success-
ful program.

We have learned tremendous sci-
entific progress, but it has introduced
the fact that once we link these genes
to diseases and conditions—and we see
it happening almost every day; there
was an article in the Washington Post
just yesterday about linking several
genes with Alzheimer’s disease and the
onset or when Alzheimer’s disease
comes being linked to these genes.

Again, tremendous science, yet it
strikes right at the heart of this fear
that the information in some way will
not be used to help you but will be used
to hurt you, that access to that infor-
mation and the result of whether or
not you have that gene will be used by
an HMO or an insurance company to
deny you coverage, to increase your
premium, to use against you that fear
in not getting a test, a potentially ben-
eficial test. If you had a test which,
with 80 percent predictability, said you
were going to have breast cancer,
wouldn’t you want to know the result
of that test? I would, because it means
I might get a mammogram once a year
instead of once every 2 years, or I
might do a breast exam once a week in-
stead of once a month, because we
know the earlier diagnosis of best can-
cer, earlier detection, means earlier
treatment, and earlier treatment

means cure instead of delay, which
means, many times, it cannot be cured.

The promise of that test will be de-
feated unless we act, and we act today,
to eliminate the fear of genetic dis-
crimination based on genetic tests
which are coming online at a rapid
pace. Our ability to predict what dis-
eases individuals may be at risk for in
the future has caused grave concern
that this powerful information—infor-
mation that affects every one of us in
the room; we all have this genetic in-
formation; we all carry it in our
genes—the fear that that information
might be used against you.

I am really troubled when the Ten-
nessee Breast Cancer Coalition tells me
that genetic counselors right now are
facing women every day who are afraid
to even have these genetic tests per-
formed. Women are avoiding genetic
testing due to concerns that they will
lose their insurance coverage even
though that genetic test might be sav-
ing them. We must prohibit discrimi-
nation in health insurance against
healthy individuals and their families
based on genetic information.

Think about it—3 billion of these lit-
tle bits of information on a single
human genome; we all carry genetic
mutations that may place us at risk in
the future for some disease, even if we
are healthy today. Therefore, each of
us is at potential risk for discrimina-
tion.

If I receive a genetic test that shows
I am at risk for cancer, diabetes, or
heart disease, should this predictive in-
formation be used against me or my
family? The answer is no. That is a
right. We address that right in our bill.
I think it an important point because
it shows our bill is forward looking,
looking to the future, not a set of rigid
mandates based on what we think we
know about quality today, but we look
to the future.

I want to commend the Senator from
Maine, Senator SNOWE, whose original
bill provided the framework and really
the sound principles upon which this
legislation is based. She has supported
our task force effort and worked with
us in a step-by-step way to craft this
legislation. I also would like to men-
tion Senator JEFFORDS, who had the
foresight to include these provisions,
since we are talking about basic rights.

Our bill very specifically prohibits
health insurers from requiring collec-
tion of the results of these predictive
genetic tests. It prohibits them from
using that information, if they do have
it, to deny coverage. And it prohibits
insurers from using that information,
if they do have it, to adjust rates or to
increase rates.

Preventing genetic discrimination
does have enormous implications that I
will continue to come back to, and that
is improving quality. It improves the
quality of care to an individual pa-
tient. But also, if one is afraid to have
the results of a genetic test released to
somebody outside or participate in a
large protocol, investigational proto-
col, that means that research overall
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into what these tests mean and how
they might be beneficial will be slowed
down, thus affecting the quality of
health care for all Americans.

Lastly, our bill enhances access and
choice of health insurance coverage in
a number of ways which we will debate
on the floor, areas that increase access
to and affordability of health care of
several areas, that include provisions
which I am very excited about, and
that is to allow the self-employed indi-
viduals, for the first time, to fully con-
duct their health care expenses. It only
makes sense. We have really been pun-
ishing self-employed individuals, not
giving them the same tax treatment
that somebody has if they are working
for a large company. It doesn’t make
sense. What we want to do is level that
playing field and allow these self-em-
ployed individuals to fully deduct their
health care expenses, just like people
who work for large companies. It ad-
dresses access, because it means that
these self-employed individuals are
more likely to go out and enter the in-
surance market.

Our bill provides greater flexibility
to employees who use the so-called
flexible spending accounts to pay for
health care. Our bill gives individuals
the opportunity to have control over
the health care decisions and costs
through medical savings accounts.
Medical savings accounts allow a pa-
tient to access the physician of their
choice and to choose the medical treat-
ment that they want if they choose
that option.

As you can tell, our bill contains a
lot. The reason that I wanted this
afternoon to outline our bill is to make
sure that our colleagues spend the next
several days looking very carefully at
the differences between the two bills
that are before us, because the ap-
proach is very, very different. Both
bills are well intended. I will say that
I am very hopeful that we can pass a
bill, a strong Bill of Rights. But that
Bill of Rights needs to include a right
to quality health care for all Ameri-
cans. Our approach is very, very dif-
ferent. The intentions, I believe, of
both bills are the same.

I am hopeful that we can engage in
this debate without too much in the
way of rhetoric. There is a lot of rhet-
oric that has been thrown on the floor
here and in press conferences, but I
hope we can come back and say this is
an important issue. It is not one, real-
ly, to play politics with. It is not one
to defer to another Congress or to fili-
buster or to make a part of the next
elections. It is the sort of issues that
we, as trustees to the American people,
have an obligation to address and to
address in this Congress.

Our Patients’ Bill of Rights offers all
Americans quality improvement based
on the foundation of strong science.
Our Patients’ Bill of Rights offers all
Americans patient protection, to ac-
cess the care they need from the doctor
they choose. Our Patient Bill of Rights
offers all Americans trust in that doc-

tor-patient relationship, that central
point through which I believe quality
needs to be defined and health care de-
livered. We reinstate that trust. Our
Patient’s Bill of Rights offers all Amer-
icans access to more affordable health
insurance coverage. Our bill does rep-
resent a forward-looking approach to
provide for continuous improvement in
health care quality, and it meets our
goal of assuring that the doctor and
the patient define quality—not HMOs,
not bureaucrats, not trial attorneys,
and not the U.S. Congress.

Mr. GORTON addressed the Chair.
The PRESIDING OFFICER. The Sen-

ator from Washington is recognized.
f

VETO OF COVERDELL LEGISLA-
TION AND RELEASE OF HOUSE
EDUCATION AND THE WORK-
FORCE SUBCOMMITTEE ON
OVERSIGHT AND INVESTIGA-
TIONS REPORT

Mr. GORTON. Mr. President, our self-
proclaimed ‘‘Education President’’ has
just seen fit to veto the most signifi-
cant bipartisan education legislation
passed by the 105th Congress—the Edu-
cation Savings and School Excellence
Act. As many Americans know, this
legsilation’s main feature is to allow
families to establish education savings
accounts in which parents can invest
$2,000 a year and allow that money to
grow tax free. Parents can use the
money to pay for school expenses in-
cluding tutoring, computers, school
fees and private school tuition.

Why has the President seen fit to
veto this legislation? Well, he has re-
ceived a great deal of pressure from
those who believe that we should not
increase the control parents have over
the education of their children.

In addition to providing tax-free edu-
cation savings accounts for families,
this legislation includes provisions
that would: authorize a literacy pro-
gram to improve the reading skills of
America’s youth; allow Federal funding
for education reform projects that pro-
vide same gender schools and class-
rooms; allow States to make awards to
public schools that demonstrate a high
level of academic achievement; and
allow states to test teachers and pro-
vide merit pay programs.

With the recent news that 60 percent
of prospective teachers in
Massachuesetts taking a basic certifi-
cation test were unable to pass, it is
unfortunate that the President’s veto
will not allow States like Massachu-
setts to help current and prospective
teachers reach their full potential, as
well as reward those who perform in a
superior manner. I signed a letter to
the President along with 42 other sen-
ators asking that he sign the education
savings account legislation and point-
ing out this very feature. Unfortu-
nately, our plea fell on deaf ears.

Mr. President, I have worked dili-
gently to fashion, over the past year a
return to our parents, teachers, prin-
cipals, superintendents and school

board members control over the edu-
cation of their children. The Federal
Government has too much influence
and misuses too many resources that
would be better spent in classrooms
across America.

As a member of the Senate Budget
Committee Education Task Force, I
found that no one in the Federal Gov-
ernment even knows exactly how many
education programs are overseen by
the Federal Government. Although the
Department of Education annually
publishes a ‘‘Digest of Education Sta-
tistics,’’ the most recent version of
which is over 500 pages in length, there
is no mention of how many education
programs are administered by Federal
agencies.

I have, however, heard testimony
from the General Accounting Office
about the duplication of Federal edu-
cation programs. In January of this
year Dr. Carlotta Joyner of the GAO
appeared before the Senate Budget
Committee Education Task Force and
presented us with a graphic that high-
lights the web of Federal education
programs in only three areas of edu-
cation: at-risk and delinquent youth,
early childhood programs, and teacher
training programs. Dr. Joyner ex-
plained to us that 15 Federal depart-
ments and agencies administer 127 at-
risk and delinquent youth programs, 11
Federal departments and agencies ad-
minister more than 90 early childhood
programs, and 9 Federal departments
and agencies administer 86 teacher
training programs.

It is no wonder that more and more,
States and local school districts are
suffocated by a tidal wave of papers,
forms and programs, each of which no
doubt began with good intentions. The
net result of this tidal wave, however,
is precisely what makes it difficult to
set priorities in each of the states and
school districts across the country to
determine that which will best serve
their students.

As I have stated previously, the only
reason I can discern that the President
would veto this legislation is that he
believes that schools will be improved
through more control from Washing-
ton, D.C. Unlike the President, how-
ever, I believe our best hope for im-
proving the education of our children is
to put the American people in charge
of their local schools.

I also believe it is appropriate at this
time to give my colleagues in the Sen-
ate some good news on the education
front. Last Friday, the House Edu-
cation and Workforce Subcommittee
on Oversight and Investigations adopt-
ed a report entitled ‘‘Education at a
Crossroads: What Works and What’s
Wasted in Education Today’’ by a vote
of 5–2. This report is a result of two-
and-a-half years of work by that sub-
committee and the dedication of it’s
chairman, Congressman HOEKSTRA. The
report is more than 70 pages long and I
will not touch on all the issues it dis-
cusses, but I do want to point out some
of the conclusions the subcommittee
reached.
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The report’s conclusion states in

part:
. . . the central theme of what we learned

is that the federal government cannot con-
sistently and effectively replicate success
stories throughout the nation in the form of
federal programs. Instead, federal education
dollars should support effective State and
local initiatives, ensuring that neither im-
pedes local innovation and control, nor di-
verts dollars from the classroom through
burdensome regulations and overhead.

The report goes on to give specific
steps for Congress to take to improve
education in America. The report advo-
cates increasing the ability of States
and local communities to waive federal
education regulations, reducing the tax
burden on families, passing tax-free
education savings account legislation,
improving federal support for charter
schools, and otherwise encouraging
more parental choice in education.

I have long been an advocate of many
of the suggestions outlined in this re-
port. I hope that my colleagues in the
Senate will take the time to review the
report Congressman HOEKSTRA’s sub-
committee has prepared and consider
where they stand on these issues. It is
long past time for both parties in Con-
gress to stop simply giving lip service
to the idea of local control of edu-
cation, and to put our money where our
mouths are.

Finally, I want to remind my col-
leagues that although I have intro-
duced and passed twice in the last year
an amendment that would allow States
and local school districts increased
control over the education of their
children. Because of the insistence of
Democrats in the Senate, the Presi-
dent, and even some Members of my
own party this legislation has not yet
survived a conference committee. Al-
though I have not yet been successful
in passing this legislation into law to
give States and local communities the
relief they deserve and need to improve
education in America, I will again in
the near future propose legislation that
moves us toward this goal. Whether
through block grants or some other
means, I am committed to the belief
that real education reform will not
take place through ’’. . . guidance from
above . . .’’, but from parents and edu-
cators in communities across this land
as they are empowered to direct the
education of their children.

Mr. President, I note also present on
the floor is Senator FRIST, the chair-
man of the Senate Budget Committee
task force on education, whose work is
of equal importance to that of Con-
gressman HOEKSTRA’s and whose report
I also commend to the Members of this
body. He is our great expert on health
care, but he is also a major leader in
education reform in the U.S. Senate,
and we all owe him a great debt of
gratitude.

f

THE VERY BAD DEBT BOXSCORE

Mr. HELMS. Mr. President, at the
close of business yesterday, Thursday,

July 23, 1998, the federal debt stood at
$5,537,084,024,142.92 (Five trillion, five
hundred thirty-seven billion, eighty-
four million, twenty-four thousand,
one hundred forty-two dollars and
ninety-two cents).

One year ago, July 23, 1997, the fed-
eral debt stood at $5,367,623,000,000
(Five trillion, three hundred sixty-
seven billion, six hundred twenty-three
million).

Five years ago, July 23, 1993, the fed-
eral debt stood at $4,342,543,000,000
(Four trillion, three hundred forty-two
billion, five hundred forty-three mil-
lion).

Twenty-five years ago, July 23, 1973,
the federal debt stood at $455,892,000,000
(Four hundred fifty-five billion, eight
hundred ninety-two million) which re-
flects a debt increase of more than $5
trillion—$5,081,192,024,142.92 (Five tril-
lion, eighty-one billion, one hundred
ninety-two million, twenty-four thou-
sand, one hundred forty-two dollars
and ninety-two cents) during the past
25 years.
f

EXECUTIVE AND OTHER
COMMUNICATIONS

The following communications were
laid before the Senate, together with
accompanying papers, reports, and doc-
uments, which were referred as indi-
cated:

EC–6165. A communication from the Asso-
ciate Managing Director for Performance
Evaluation and Records Management, Fed-
eral Communications Commission, transmit-
ting, pursuant to law, the report of a rule re-
garding measures to expedite resolution of
certain common carrier formal complaint
proceedings (Docket 98–154) received on July
22, 1998; to the Committee on Commerce,
Science, and Transportation.

EC–6166. A communication from the Asso-
ciate Managing Director for Performance
Evaluation and Records Management, Fed-
eral Communications Commission, transmit-
ting, pursuant to law, the report of a rule en-
titled ‘‘Table of Allotments, FM Broadcast
Stations (Pauls Valley, Ratliff City, and Sul-
phur, Oklahoma, Abilene, Bowie, Highland
Village, Mt. Pleasant and Overton, Texas)’’
(Docket 97–84) received on July 22, 1998; to
the Committee on Commerce, Science, and
Transportation.

EC–6167. A communication from the Ad-
ministrator of the Energy Information Ad-
ministration, Department of Energy, trans-
mitting, pursuant to law, the Administra-
tion’s annual report for 1997; to the Commit-
tee on Energy and Natural Resources.

EC–6168. A communication from the Chair-
man of the Appraisal Subcommittee, Federal
Financial Institutions Examination Council,
transmitting, pursuant to law, the Sub-
committee’s annual report; to the Commit-
tee on Banking, Housing, and Urban Affairs.

EC–6169. A communication from the Sec-
retary of Defense, transmitting, notice of
military retirements; to the Committee on
Armed Services.

EC–6170. A communication from the Under
Secretary of Defense for Acquisition and
Technology, transmitting, pursuant to law,
certification that full-up live-fire test and
evaluation of the Department of the Navy’s
CH–60 Fleet Combat Support Helicopter
would be unreasonably expensive and im-
practical; to the Committee on Armed Serv-
ices.

EC–6171. A communication from the Ad-
ministrator of the Agricultural Marketing
Service, Department of Agriculture, trans-
mitting, pursuant to law, the report of a rule
entitled ‘‘Limes and Avocados Grown in
Florida; Relaxation of Container Dimension,
Weight, and Marking Requirements’’ (Dock-
et FV98–911–2) received on July 22, 1998; to
the Committee on Agriculture, Nutrition,
and Forestry.

EC–6172. A communication from the Con-
gressional Review Coordinator, Animal and
Plant Health Inspection Service, Department
of Agriculture, transmitting, pursuant to
law, the report of a rule entitled ‘‘Importa-
tion of Tomatoes from France, Morocco and
Western Sahara, Chile, and Spain’’ (Docket
97–016–2) received on July 22, 1998; to the
Committee on Agriculture, Nutrition, and
Forestry.

EC–6173. A communication from the Ad-
ministrator of the Rural Housing Service,
Department of Agriculture, transmitting,
pursuant to law, the report of a rule entitled
‘‘Guaranteed Rural Rental Housing Pro-
gram’’ (RIN0575–AC14) received on July 22,
1998; to the Committee on Agriculture, Nu-
trition, and Forestry.

EC–6174. A communication from the Sec-
retary of Agriculture, transmitting, a draft
of proposed legislation entitled ‘‘The State
Meat and Poultry Inspection Assistance
Act’’; to the Committee on Agriculture, Nu-
trition, and Forestry.

EC–6175. A communication from the Chair-
man of the Council of the District of Colum-
bia, transmitting, pursuant to law, copies of
D.C. Act 12–383 adopted by the Council on
June 2, 1998; to the Committee on Govern-
mental Affairs.

EC–6176. A communication from the Chair-
man of the Council of the District of Colum-
bia, transmitting, pursuant to law, copies of
D.C. Act 12–384 adopted by the Council on
June 2, 1998; to the Committee on Govern-
mental Affairs.

EC–6177. A communication from the Chair-
man of the Council of the District of Colum-
bia, transmitting, pursuant to law, copies of
D.C. Act 12–385 adopted by the Council on
June 2, 1998; to the Committee on Govern-
mental Affairs.

EC–6178. A communication from the Chair-
man of the Council of the District of Colum-
bia, transmitting, pursuant to law, copies of
D.C. Act 12–386 adopted by the Council on
June 2, 1998; to the Committee on Govern-
mental Affairs.

EC–6179. A communication from the Chair-
man of the Council of the District of Colum-
bia, transmitting, pursuant to law, copies of
D.C. Act 12–393 adopted by the Council on
June 2, 1998; to the Committee on Govern-
mental Affairs.

EC–6180. A communication from the Chair-
man of the Council of the District of Colum-
bia, transmitting, pursuant to law, copies of
D.C. Act 12–398 adopted by the Council on
June 2, 1998; to the Committee on Govern-
mental Affairs.

EC–6181. A communication from the Chair-
man of the Council of the District of Colum-
bia, transmitting, pursuant to law, copies of
D.C. Act 12–402 adopted by the Council on
June 16, 1998; to the Committee on Govern-
mental Affairs.

EC–6182. A communication from the Chair-
man of the Council of the District of Colum-
bia, transmitting, pursuant to law, copies of
D.C. Act 12–404 adopted by the Council on
June 16, 1998; to the Committee on Govern-
mental Affairs.

EC–6183. A communication from the Chair-
man of the Council of the District of Colum-
bia, transmitting, pursuant to law, copies of
D.C. Act 12–405 adopted by the Council on
June 16, 1998; to the Committee on Govern-
mental Affairs.
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EC–6184. A communication from the Chair-

man of the Council of the District of Colum-
bia, transmitting, pursuant to law, copies of
D.C. Act 12–407 adopted by the Council on
June 16, 1998; to the Committee on Govern-
mental Affairs.

EC–6185. A communication from the Direc-
tor of the Office of Regulatory Management
and Information, Environmental Protection
Agency, transmitting, pursuant to law, the
report of a rule regarding the discharge of
pollutants from organic pesticide manufac-
ture (FRL6126–6) received on July 22, 1998; to
the Committee on Environment and Public
Works.

EC–6186. A communication from the Direc-
tor of the Office of Regulatory Management
and Information, Environmental Protection
Agency, transmitting, pursuant to law, the
report of a rule entitled ‘‘Approval and Pro-
mulgation of Implementation Plans; Michi-
gan: Withdrawal of Direct Final Rule’’
(FRL6128–6) received on July 22, 1998; to the
Committee on Environment and Public
Works.

EC–6187. A communication from the Direc-
tor of the Office of Regulatory Management
and Information, Environmental Protection
Agency, transmitting, pursuant to law, the
report of a rule entitled ‘‘Approval and Pro-
mulgation of Implementation Plan; Indiana’’
(FRL6129–7) received on July 22, 1998; to the
Committee on Environment and Public
Works.

EC–6188. A communication from the Direc-
tor of the Office of Regulatory Management
and Information, Environmental Protection
Agency, transmitting, pursuant to law, the
report of a rule entitled ‘‘Approval and Pro-
mulgation of State Plans for Designated Fa-
cilities and Pollutants: South Carolina’’
(FRL6129–9) received on July 22, 1998; to the
Committee on Environment and Public
Works.

EC–6189. A communication from the Direc-
tor of the Office of Regulatory Management
and Information, Environmental Protection
Agency, transmitting, pursuant to law, the
report of a rule regarding approval of Min-
nesota landfill gas emissions control plans
(FRL6128–8) received on July 22, 1998; to the
Committee on Environment and Public
Works.

EC–6190. A communication from the Direc-
tor of the Office of Regulatory Management
and Information, Environmental Protection
Agency, transmitting, pursuant to law, the
report of a rule entitled ‘‘Extension of Oper-
ating Permits Program; Interim Approval
Expiration Dates’’ (FRL6128–9) received on
July 22, 1998; to the Committee on Environ-
ment and Public Works.

EC–6191. A communication from the Direc-
tor of the Office of Regulatory Management
and Information, Environmental Protection
Agency, transmitting, pursuant to law, the
report of a rule entitled ‘‘Protection of
Stratospheric Ozone: Reconsideration of Pe-
tition Criteria and Incorporation of Montreal
Protocol Decisions’’ (FRL6129–2) received on
July 22, 1998; to the Committee on Environ-
ment and Public Works.

EC–6192. A communication from the Direc-
tor of the Office of Congressional Affairs, Nu-
clear Regulatory Commission, transmitting,
pursuant to law, the report of a rule entitled
‘‘Respiratory Protection and Controls to Re-
strict Internal Exposures’’ (RIN3150–AF81)
received on July 22, 1998; to the Committee
on Environment and Public Works.

EC–6193. A communication from the Direc-
tor of the Office of Congressional Affairs, Nu-
clear Regulatory Commission, transmitting,
pursuant to law, the report of a rule entitled
‘‘Licenses for Industrial Radiography and
Radiation Safety Requirements for Indus-
trial Radiographic Operations; Clarifying
Amendments and Corrections’’ (RIN3150–

AE07) received on July 22, 1998; to the Com-
mittee on Environment and Public Works.

EC–6194. A communication from the Chief
of the Regulations Unit, Internal Revenue
Service, Department of the Treasury, trans-
mitting, pursuant to law, the report of a rule
that identifies certain rulings that are no
longer considered determinative (Rev. Ru.
98–37) received on July 23, 1998; to the Com-
mittee on Finance.

EC–6195. A communication from the Direc-
tor of the Office of Surface Mining Reclama-
tion and Enforcement, Department of the In-
terior, transmitting, pursuant to law, the re-
port of a rule entitled ‘‘Surface Coal Mining
and Reclamation Operations Under the Fed-
eral Land Program; State-Federal Coopera-
tive Agreements; Montana’’ received on July
23, 1998; to the Committee on Energy and
Natural Resources.

EC–6196. A communication from the Ad-
ministrator of the Agricultural Marketing
Service, Department of Agriculture, trans-
mitting, pursuant to law, the report of a rule
entitled ‘‘Fresh Bartlett Pears Grown in Or-
egon and Washington; Decreased Assessment
Rate’’ (Docket FV98–931–1 IFR) received on
July 23, 1998; to the Committee on Agri-
culture, Nutrition, and Forestry.

EC–6197. A communication from the Acting
Assistant General Counsel for Regulations,
Department of Education, transmitting, pur-
suant to law, the report of a rule regarding
funding priorities for the National Institute
on Disability and Rehabilitation Research
received on July 23, 1998; to the Committee
on Labor and Human Resources.

EC–6198. A communication from the Direc-
tor of the Office of Regulatory Management
and Information, Environmental Protection
Agency, transmitting, pursuant to law, the
report of a rule entitled ‘‘National Priorities
List for Uncontrolled Hazardous Waste
Sites’’ (FRL6130–9) received on July 23, 1998;
to the Committee on Environment and Pub-
lic Works.

EC–6199. A communication from the Asso-
ciate Managing Director for Performance
Evaluation and Records Management, Fed-
eral Communications Commission, transmit-
ting, pursuant to law, the report of a rule en-
titled ‘‘Table of Allotments, FM Broadcast
Stations (Canton, Normal, and Heyworth, Il-
linois)’’ (Docket 96–225) received on July 23,
1998; to the Committee on Commerce,
Science, and Transportation.

EC–6200. A communication from the Asso-
ciate Managing Director for Performance
Evaluation and Records Management, Fed-
eral Communications Commission, transmit-
ting, pursuant to law, the report of a rule en-
titled ‘‘Table of Allotments, FM Broadcast
Stations (Gurdon, Arkansas)’’ (Docket 98–40)
received on July 23, 1998; to the Committee
on Commerce, Science, and Transportation.

EC–6201. A communication from the Asso-
ciate Managing Director for Performance
Evaluation and Records Management, Fed-
eral Communications Commission, transmit-
ting, pursuant to law, the report of a rule en-
titled ‘‘Table of Allotments, FM Broadcast
Stations (Johnstown and Altamount, New
York)’’ (Docket 98–31) received on July 23,
1998; to the Committee on Commerce,
Science, and Transportation.

EC–6202. A communication from the Asso-
ciate Managing Director for Performance
Evaluation and Records Management, Fed-
eral Communications Commission, transmit-
ting, pursuant to law, the report of a rule en-
titled ‘‘Table of Allotments, FM Broadcast
Stations (Walla Walla and Pullman, Wash-
ington, and Hermiston, Oregon)’’ (Docket 97–
246) received on July 23, 1998; to the Commit-
tee on Commerce, Science, and Transpor-
tation.

EC–6203. A communication from the Asso-
ciate Managing Director for Performance

Evaluation and Records Management, Fed-
eral Communications Commission, transmit-
ting, pursuant to law, the report of a rule en-
titled ‘‘Table of Allotments, FM Broadcast
Stations (Horseshoe Beach and Otter Creek,
Florida)’’ (Docket 97–239) received on July 23,
1998; to the Committee on Commerce,
Science, and Transportation.

EC–6204. A communication from the Asso-
ciate Managing Director for Performance
Evaluation and Records Management, Fed-
eral Communications Commission, transmit-
ting, pursuant to law, the report of a rule en-
titled ‘‘Table of Allotments, FM Broadcast
Stations (Salmon, Idaho)’’ (Docket 98–51) re-
ceived on July 23, 1998; to the Committee on
Commerce, Science, and Transportation.

EC–6205. A communication from the Asso-
ciate Managing Director for Performance
Evaluation and Records Management, Fed-
eral Communications Commission, transmit-
ting, pursuant to law, the report of a rule en-
titled ‘‘Amendment of the Commission’s
Rules Concerning Maritime Communica-
tions’’ (Docket 92–257) received on July 23,
1998; to the Committee on Commerce,
Science, and Transportation.

EC–6206. A communication from the Asso-
ciate Managing Director for Performance
Evaluation and Records Management, Fed-
eral Communications Commission, transmit-
ting, pursuant to law, the report of a rule en-
titled ‘‘Federal-State Board on Universal
Service’’ (Docket 96–45) received on July 23,
1998; to the Committee on Commerce,
Science, and Transportation.

EC–6207. A communication from the Asso-
ciate Managing Director for Performance
Evaluation and Records Management, Fed-
eral Communications Commission, transmit-
ting, pursuant to law, the report of a rule en-
titled ‘‘Table of Allotments, FM Broadcast
Stations (Shenandoah, Virginia)’’ (Docket
98–30) received on July 23, 1998; to the Com-
mittee on Commerce, Science, and Transpor-
tation.

EC–6208. A communication from the Asso-
ciate Managing Director for Performance
Evaluation and Records Management, Fed-
eral Communications Commission, transmit-
ting, pursuant to law, the report of a rule en-
titled ‘‘Table of Allotments, FM Broadcast
Stations (Point Arena, California)’’ (Docket
97–236) received on July 23, 1998; to the Com-
mittee on Commerce, Science, and Transpor-
tation.

EC–6209. A communication from the Asso-
ciate Managing Director for Performance
Evaluation and Records Management, Fed-
eral Communications Commission, transmit-
ting, pursuant to law, the report of a rule en-
titled ‘‘Table of Allotments, FM Broadcast
Stations (Fowler, Indiana)’’ (Docket 98–38)
received on July 23, 1998; to the Committee
on Commerce, Science, and Transportation.

f

REPORT OF COMMITTEE
The following report of committee

was submitted:
By Mr. CHAFEE, from the Committee on

Environment and Public Works, with amend-
ments:

S. 1883. A bill to direct the Secretary of the
Interior to convey the Marion National Fish
Hatchery and the Claude Harris National
Aquacultural Research Center to the State
of Alabama, and for other purposes (Rept.
No. 105–263).

f

INTRODUCTION OF BILLS AND
JOINT RESOLUTIONS

The following bills and joint resolu-
tions were introduced, read the first
and second time by unanimous con-
sent, and referred as indicated:



CONGRESSIONAL RECORD — SENATES8996 July 24, 1998
By Mr. BIDEN:

S. 2351. A bill to direct the Secretary of the
interior to make corrections to a map relat-
ing to the Coastal Barrier Resources System;
to the Committee on Environment and Pub-
lic Works.

By Mr. LEAHY (for himself, Mr.
ASHCROFT, and Mr. BURNS):

S. 2352. A bill to protect the privacy rights
of patients; to the Committee on Finance.

By Mr. DURBIN (for himself, Mr. KEN-
NEDY, Mr. LAUTENBERG, Mr. MOY-
NIHAN, Mr. CLELAND, Mr. GRAMS, Mr.
SARBANES, Mr. LEVIN, and Mr.
DEWINE):

S. 2353. A bill to redesignate the legal pub-
lic holiday of ‘‘Washington’s Birthday’’ as
‘‘Presidents’ Day’’ in honor of George Wash-
ington, Abraham Lincoln, and Franklin Roo-
sevelt and in recognition of the importence
of the institution of the Presidency and the
contributions that Presidents have made to
the development of our Nation and the prin-
ciples of freedom and democracy; to the
Committee on the Judiciary.

By Mr. BOND (for himself, Mr. HOL-
LINGS, Mr. FAIRCLOTH, Mr. COCHRAN,
and Mr. BENNETT):

S. 2354. A bill to amend title XVIII of the
Social Security Act to impose a moratorium
on the implementation of the per beneficiary
limits under the interim payment system for
home health agencies, and to modify the
standards for calculating the per visit cost
limits and the rates for prospective payment
systems under the medicare home health
benefit to achieve fair reimbursement pay-
ment rates, and for other purposes; to the
Committee on Finance.

By Mr. BINGAMAN:
S. 2355. A bill to prevent truancy and day-

time juvenile crime; to the Committee on
Labor and Human Resources.

f

STATEMENTS ON INTRODUCED
BILLS AND JOINT RESOLUTIONS

By Mr. BOND (for himself, Mr.
HOLLINGS, Mr. FAIRCLOTH, Mr.
COCHRAN, and Mr. BENNETT):

S. 2354. A bill to amend title XVIII of
the Social Security Act to impose a
moratorium on the implementation of
the per beneficiary limits under the in-
terim payment system for home health
agencies, and to modify the standards
for calculating the per visit cost limits
and the rates for prospective payment
systems under the medicare home
health benefit to achieve fair reim-
bursement payment rates, and for
other purposes; to the Committee on
Finance.

MEDICAL HOME HEALTH BENEFICIARY
PROTECTION ACT OF 1998

Mr. BOND. Mr. President, I rise
today to introduce the ‘‘Medicare
Home Health Beneficiary Protection
Act of 1998’’ on behalf of myself, Mr.
HOLLINGS, Mr. FAIRCLOTH, and Mr.
COCHRAN.

I have long believed that home care
is the key to fulfilling the desire of vir-
tually all seniors and those with dis-
abilities to remain independent and
within the comfort of their own homes.
Home care is also often the only source
of care for many disabled individuals
and frail elderly, especially those liv-
ing in underserved rural and urban
areas of our country.

Today, however, home health care is
facing a crisis.

In an effort to reduce Medicare home
health expenditures and fraud and
abuse, the Balanced Budget Act of 1997
replaces cost-based reimbursement for
home health services with a Prospec-
tive Payment System (PPS), effective
October 1, 1999. In the meantime, Con-
gress, at the recommendation of the
Health Care Financing Administration
(HCFA), imposed an Interim Payment
System (IPS), or new per beneficiary
caps on home health agencies.

There is no question that
transitioning home health into a PPS
is needed to ensure that all home
health providers are cost-effective in
the deliverance of services. But is also
quite clear that the current IPS, cou-
pled with HCFA’s interpretation of the
surety bond statute, is threatening ac-
cess to these invaluable services
throughout our nation. Quite simply,
the IPS is fatally flawed and works tre-
mendous injustice and hardship.

In my home State of Missouri, rep-
utable home health agencies provide
high quality care to over 124,000 seniors
and disabled are facing a crisis. I sup-
port making the deliverance of services
more efficient and rooting out bad ac-
tors in the Medicare home health pro-
gram, but I am deeply concerned about
a punitive IPS which is driving scru-
pulous, quality providers out of busi-
ness. In Missouri alone, over 35 home
health agencies have shut their doors
since enactment of the BBA of 1997. Na-
tionwide, over 1000 home health provid-
ers have closed or stopped accepting
Medicare patients.

In St. Louis, the two largest, free-
standing home health providers closed
their doors this year—leaving hundreds
of elderly and disabled patients search-
ing for a new provider. The Visiting
Nurse Association of St. Louis which
served the St. Louis area for 87 years
eliminated all of their Medicare home
health services as of May, forcing over
600 patients to find a new source of
care.

It is imperative that Congress act
now to impose a moratorium on the
IPS. My bill not only accomplishes this
equitable goal, but it also puts pressure
on HCFA to move expeditiously to-
wards the establishment of PPS for
home care.

I have written a letter to Secretary
Shalala outlining the concerns and
outlining the serious situation and I
have asked she move expeditiously on
this.

A study conducted by The George
Washington University Medical Center,
Center for Health Policy Research, en-
titled ‘‘Medicare Home Health Serv-
ices: An Analysis of the Implications of
the Balanced Budget Act of 1997 for Ac-
cess and Quality’’, confirms why Con-
gress must take expedited action in re-
moving the IPS.

Summarizing, the study concluded
that:

The home care population represents
an increasingly sicker population re-
quiring more acute management of
chronic illness and higher intensity
acute care;

The BBA’s reductions in Medicare
home health coverage and financing
can be expected to affect the sickest
and highest cost patients and punish
the very agencies that specialize in the
provision of care to this population;

The most severe effects of the in-
terim payment system fall on the sick-
est patients living in states with the
lowest utilization patterns;

The BBA’s interim payment system
will shift costs to other payers (nota-
bly Medicaid) while rewarding ineffi-
cient agencies who care for relatively
healthier patients; and

The interim payment system will
make it more difficult to design and
implement the permanent prospective
payment system scheduled to become
effective in FY 2000.

To those, I might add, Mr. President,
when you take a look at cost when you
force people out of home health care if
they are Medicare-eligible bene-
ficiaries, you are going to wind up put-
ting them in institutions where the
cost will be significantly greater and
the benefits to the individuals served
and to the communities will be far less.

This is false economy and it is caus-
ing a real crisis in communities
throughout our country. So not only
are beneficiaries and providers of home
health alerting us to the devastation of
this system, but outside experts are
also telling us why we must revisit this
issue.

Reducing Medicare’s growth rate is a
worthy and much needed goal; how-
ever, doing it in such a way that
threatens access to critical home
health services is downright uncon-
scionable. Truly reforming Medicare
means more than simply ratcheting
down payments to providers and serv-
ices to beneficiaries. While this ap-
proach is the short-term solution, it
has serious consequences for many vul-
nerable patients and honest providers.

Mr. President, I want to conclude my
remarks by recognizing the efforts of
my distinguished colleague from Iowa
and Chairman of the Senate Commit-
tee on Aging, Senator CHUCK GRASS-
LEY, who first highlighted the dev-
astating impact of the IPS and HCFA’s
surety bond rule on Medicare bene-
ficiaries and home health providers. I
thank him for his dedication and lead-
ership and look forward to working
with him to rectify this problem.

I ask unanimous consent that letters
from the National Easter Seal Society
and the National Council of Senior
Citizens as well as my letter to Sec-
retary Shalala dated July 24, be print-
ed in the RECORD.

There being no objection, the letters
were ordered to be printed in the
RECORD, as follows:

NATIONAL EASTER SEAL SOCIETY,
OFFICE OF PUBLIC AFFAIRS,

Washington, DC, July 23, 1998.
Hon. CHRISTOPHER BOND,
U.S. Senate,
Washington, DC.

DEAR SENATOR BOND: Easter Seals is
pleased to support your legislation to place a
moratorium on the Medicare interim pay-
ment system (IPS) for home health agencies
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and the automatic payment reductions slat-
ed for 1999. These Balanced Budget Act
(BBA) measures threaten access to essential
home health services for Medicare bene-
ficiaries, particularly those with significant
disabilities and chronic conditions. They
represent flawed approaches to reducing
Medicare spending that will have a devastat-
ing impact on beneficiaries and families, and
force high-quality providers, including
Easter Seals, from the Medicare program.

Easter Seals is dedicated to assisting peo-
ple with disabilities to live with equality,
dignity, and independence. Each year, Easter
Seals serves more than one million persons
through a nationwide network of 106 affili-
ated organizations that offer a wide range of
home and community-based services, includ-
ing medical and vocational rehabilitation,
early intervention and special education
services, assistive technology, housing, and
camping and recreation services. Easter
Seals provides quality care, including home
health care, to thousands of Medicare bene-
ficiaries annually. A significant percentage
of these beneficiaries have catastrophic,
chronic, and/or medically complex condi-
tions. It is these individuals that will suffer
most under BBA.

Easter Seals’ supports a transition to pro-
spective payment in home health that is re-
sponsible, cost-effective, and consistent with
high quality care. Payment methodologies
should reflect the varying, legitimate service
needs of medicare beneficiaries.

Easter Seals greatly appreciates your ef-
forts to halt implementation of IPS by the
Health Care Financing Administration until
such time that an appropriate prospective
payment system can be adopted. Easter
Seals also opposes the sweeping reduction of
payment for home health services, that may
take effect in 1999, as a flawed strategy that
will cause undue harm to beneficiaries and
service providers. These BBA provisions un-
dermine appropriate, quality home and com-
munity services for Medicare beneficiaries
and drive away efficient and caring provid-
ers, such as Easter Seals, that serve them.
Thank you very much for your leadership
with this important legislative initiative.

Sincerely,
RANDALL L. RUTTA,

Vice President,
Government Relations.

NATIONAL COUNCIL OF
SENIOR CITIZENS,

Silver Spring, MD, July 23, 1998.
Hon. CHRISTOPHER BOND,
Senate Russell Office Building,
Washington, DC.

DEAR SENATOR BOND: The National Council
of Senior Citizens applauds your leadership
and commitment to addressing the very seri-
ous problems that the new Medicare interim
payment system (IPS) poses for disabled and
elderly individuals in need of home care.

As you so well know, home care patients
are among America’s most vulnerable citi-
zens. They tend to be people who are sick,
frail, lower income, and who depend upon
this care for their very existence and dig-
nity.

The interim payment system has threat-
ened to take away this vital lifeline. Our
Board has taken a position that IPS must be
reconsidered on an urgent basis. We urge you
to introduce legislation to impose an imme-
diate and retroactive moratorium on IPS.
Only in this way can Congress bring about a
speedy solution to this pressing problem.

Thank you again for your vision and lead-
ership. America’s Medicare beneficiaries are
looking to you and the Congress for a rem-
edy to this devastating system.

Sincerely,
STEVE PROTULIS,

Executive Director.

U.S. SENATE,
COMMITTEE ON SMALL BUSINESS,

Washington, DC, July 24, 1998.
Hon. DONNA E. SHALALA,
Secretary, Department of Health and Human

Services, Washington, DC.
DEAR MADAM SECRETARY: It has become

clear that the Health Care Financing Admin-
istration’s (HCFA) implementation of the
home health Interim Payment System (IPS)
and the surety bond requirements is having
a devastating impact on thousands of con-
scientious and cost-effective home health
agencies and the Medicare home health bene-
ficiaries, especially the most medically com-
plex patients.

As you know, the Senate Committee on
Small Business held a hearing on July 15 to
give home health providers, HCFA, and oth-
ers the opportunity to examine these issues
and explore possible solutions. Nine wit-
nesses, including representatives of small
freestanding home health agencies, testified
about the crippling effect HCFA’s rules are
having on reputable small agencies and their
ability to provide high-quality care to their
patients.

I remain extremely disappointed that
HCFA turned down the Committee’s invita-
tion to attend this important hearing. Unfor-
tunately, HCFA’s decision not to testify was
interpreted as indifference to the impact its
actions are having on small home health pro-
viders and patients. This decision was char-
acterized by members of our Committee as
‘‘reckless, arrogant, and disgraceful.’’

It is imperative that the Department of
HHS and HCFA work with Congress to enact
an immediate moratorium on the IPS, until,
home health moves into a prospective pay-
ment system, to stop the unjustified closure
of scrupulous home health agencies and fur-
ther loss of beneficiary access to home care
services. The IPS is fatally flawed and does
not comport with what Congress intended.
Rather than reduce the rate of growth of the
Medicare home health benefit, as we were led
to believe would be the result, the IPS is
causing a precipitous decline from last
year’s reimbursement, leading to serious dis-
location all over the country.

Hundreds of home care providers are lit-
erally on the brink of closure. Many have al-
ready closed, leaving the sickest patients
searching for new home health care provid-
ers. I am aware of at least one state where
the IPS-related closure of a home health
agency has led to the loss of all home health
services for many rural patients.

Imposing a moratorium on the IPS would
give Congress an opportunity to work with
the Department of HHS and HCFA, Medicare
consumers, and the home health industry to
develop a solution to this critical situation,
which must be solved by the end of the 105th
Congress. This crisis requires your imme-
diate attention.

As you are aware, our July 15 hearing also
focused on HCFA’s regulations to implement
the surety bond requirements in the Bal-
anced Budget Act of 1997. The recent suspen-
sion of the deadline for compliance with
these regulations narrowly averted a further
crisis in home health care. It was the intent
of Congress that the home health surety
bond requirement act as a guarantee against
fraud by home health agencies. HCFA took
this reasonable tool intended to curb home
health fraud and, as implemented, turned it
into an unworkable, punitive vehicle for the
collection of routine overpayment. HCFA’s
distortion of Congressional intent has now
forced the agency to suspend its flawed bond
regulations. Pending further rulemakng,
HCFA should withdraw its surety regula-
tions and immediately release all existing
bonds from potential liability for recovery of
overpayments.

I urge HCFA to work with Congress, home
health providers, and the surety bond indus-
try in developing new surety bond regula-
tions in full compliance with the Adminis-
trative Procedures Act and the Regulatory
Flexibility Act as amended in 1996. There
must not be a repetition of the chaotic situa-
tion which caused Congress to intervene in
the surety bond crisis in the first place.

Your prompt reply is appreciated.
Sincerely,

CHRISTOPHER S. BOND,
Chairman.

By Mr. BINGAMAN:
S. 2355. A bill to prevent truancy and

daytime juvenile crime; to the Com-
mittee on Labor and Human Resources.

TRUANCY PREVENTION AND JUVENILE CRIME
REDUCTION ACT OF 1998

Mr. BINGAMAN. Mr. President, I rise
today to introduce the Truancy Pre-
vention and Juvenile Crime Reduction
Act of 1998. In doing so, I would like to
discuss the importance of this measure
and how I believe the issue of truancy,
as it relates to juvenile crime, has long
been neglected.

More people are realizing that tru-
ancy often is the first sign of trouble in
the life of a young person. It is the first
indication that a young person may be
on a sad track to a life of crime, drugs,
and other serious problems.

Of course, in most every case, it is an
early indication that a young person
has no interest in school and inevitably
will drop out. This is especially sad be-
cause many truants and eventual drop-
outs are two and a half times more
likely than high school graduates to be
on welfare and twice as likely to be un-
employed or to be paid at the lower end
of the wage scale.

Truancy is the top-ranking char-
acteristic of criminals—more common
than such factors as coming from a sin-
gle-parent family and being abused as a
child. High rates of truancy directly
are linked to high daytime crime rates,
including violence, burglary and van-
dalism. As much as 44 percent of vio-
lent juvenile crime takes place during
school hours, and as much as 75 percent
of children ages 13 to 16 who are ar-
rested and prosecuted for crimes are
truants. It is startling to know that
some cities report as many as 70 per-
cent of daily student absences are un-
excused, and the total number of ab-
sences in a single city can reach 4,000.

Moreover, society pays a very heavy
social and economic price due to tru-
ancy. Only 34 percent of inmates have
completed high school education, and
we all are well aware of the staggering
costs associated with incarcerating an
individual. Sadly, as many as 17 per-
cent of youth under the age of 18 that
enter adult prisons have not completed
eighth grade, 75 percent have not com-
pleted 10th grade.

Put in graphic economic terms, it is
estimated that truants and high school
drop outs cost the nation $240 billion in
lost earnings and foregoing taxes over
their lifetimes, and the cost of associ-
ated crime control is staggering and
perhaps immeasurable.

In most cases the parents may not be
aware their child is truant, and we
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have to do a better job of notifying
them when a child is not in school.
Most studies indicate that when par-
ents, schools, law enforcement and
community leaders all work together
to prevent truancy, to intervene at its
early stages, and to create meaningful
accountability, we can increase school
attendance and reduce daytime crime
rates.

Because truancy is usually an indica-
tor of later delinquency and criminal
behavior, we have one of the best op-
portunities to identify the kids that
are on track to later problems and to
intervene before the problems get too
serious. The unfortunate truth, how-
ever, is that is addressing juvenile
crime, we have not focused enough at-
tention on this specific issue, and al-
though prevention programs can work,
there is a lack of targeted federal fund-
ing for effective truancy prevention.

The Departments of Justice and Edu-
cation both have recognized truancy
prevention as a key reducing juvenile
crime. The Departments jointly have
issued a series of reports called ‘‘Youth
out of the Education Mainstream,’’
that shine a positive spotlight on var-
ious proven comprehensive, collabo-
rative truancy models from around the
country.

Once such program is the Daytime
Curfew Program in Roswell, New Mex-
ico, and the Truancy Intervention
Project in Fulton County, Georgia, ad-
ministered by Judge Glenda Hatchett.
Another successful program included in
this Act is the Grade Court, which is
Farmington, New Mexico, administered
by Judge Paul Onuska. All of these
programs integrate parental involve-
ments with schools, law enforcement,
judiciary, and other community stake-
holders in a collaborative effort to re-
duce truancy and juvenile crime.

This Act authorizes $25 million per
year targeted at building upon integral
partnerships between local govern-
ment, schools, law enforcement, and
the courts. Without a doubt, $25 mil-
lion is a very small price to pay when
you consider the dividends we expect
when young people stay in school and
out of trouble.

In general, this Act provides incen-
tives for partnerships between schools
and local government, including local
law enforcement to build parental in-
volvement in situations where they
may be useful and parental responsibil-
ity when necessary. The Act also pro-
vides incentives for these partnerships
to develop meaningful penalties for
young people and even their parents
when truancy has become a chronic
problem, and to allow schools the
means to develop in-school alter-
natives to suspension and expulsion for
chronic truants. This Act also will give
schools the resources to acquire the
technological tools to notify parents
automatically in the event of an unex-
cused absence.

The Act is endorsed by the Youth
Law Center, the Children’s Defense
Fund, and the National Network for

Youth, which has more than 500 com-
munity youth-serving organizations
and personnel nationwide all commit-
ted to helping keep our young people
on track and keeping our communities
peaceful. I thank these organizations
for their assistance and know this Act
will be enthusiastically received by
many more important organizations. I
urge my Senate colleagues to support
the bill for passage this year.

Mr. President, I ask unanimous con-
sent that the bill be printed in the
RECORD.

There being no objection, the bill was
ordered to be printed in the RECORD, as
follows:

S. 2355
Be it enacted by the Senate and House of Rep-

resentatives of the United States of America in
Congress assembled,
SECTION 1. SHORT TITLE.

This Act may be cited as the ‘‘Truancy
Prevention and Juvenile Crime Reduction
Act of 1998’’.
SEC. 2. FINDINGS.

Congress makes the following findings:
(1) Truancy is the first sign of trouble—the

first indicator that a young person is giving
up and losing his or her way.

(2) Many students who become truant
eventually drop out of school, and high
school drop outs are two and a half times
more likely to be on welfare than high
school graduates; twice as likely to be unem-
ployed, or if employed, earn lower salaries.

(3) Truancy is the top-ranking characteris-
tic of criminals—more common than such
factors as coming from single-parent fami-
lies and being abused as children.

(4) High rates of truancy are linked to high
daytime burglary rates and high vandalism.

(5) As much as 44 percent of violent juve-
nile crime takes place during school hours.

(6) As many as 75 percent of children ages
13–16 who are arrested and prosecuted for
crimes are truants.

(7) Some cities report as many as 70 per-
cent of daily student absences are unexcused,
and the total number of absences in a single
city can reach 4,000 per day.

(8) Society pays a significant social and
economic cost due to truancy: only 34 per-
cent of inmates have completed high school
education; 17 percent of youth under age 18
entering adult prisons have not completed
grade school (8th grade or less), 25 percent
completed 10th grade, and 2 percent com-
pleted high school.

(9) Truants and later high school drop outs
cost the Nation $240 billion in lost earnings
and foregone taxes over their lifetimes, and
the cost of crime control is staggering.

(10) In many instances, parents are un-
aware a child is truant.

(11) Effective truancy prevention, early
intervention, and accountability programs
can improve school attendance and reduce
daytime crime rates.

(12) There is a lack of targeted funding for
effective truancy prevention programs in
current law.
SEC. 3. GRANTS.

(a) DEFINITIONS.—In this section:
(1) ELIGIBLE PARTNERSHIP.—The term ‘‘eli-

gible partnership’’ means a partnership be-
tween 1 or more qualified units of local gov-
ernment and 1 or more local educational
agencies.

(2) LOCAL EDUCATIONAL AGENCY.—The term
‘‘local educational agency’’ has the meaning
given the term in section 14101 of the Ele-
mentary and Secondary Education Act of
1965 (20 U.S.C. 8801).

(3) QUALIFIED UNIT OF LOCAL GOVERNMENT.—
The term ‘‘qualified unit of local govern-
ment’’ means a unit of local government
that has in effect, as of the date on which the
eligible partnership submits an application
for a grant under this section, a statute or
regulation that meets the requirements of
paragraphs (12), (13), (14), and (15) of section
223(a) of the Juvenile Justice and Delin-
quency and Prevention Act of 1974 (42 U.S.C.
5633(a)).

(4) UNIT OF LOCAL GOVERNMENT.—The term
‘‘unit of local government’’ means any city,
county, township, town, borough, parish, vil-
lage, or other general purpose political sub-
division of a State, or any Indian tribe.

(b) GRANT AUTHORITY.—The Attorney Gen-
eral, in consultation with the Secretary of
Education, shall make grants in accordance
with this section on a competitive basis to
eligible partnerships to reduce truancy and
the incidence of daytime juvenile crime.

(c) MAXIMUM AMOUNT; ALLOCATION; RE-
NEWAL.—

(1) MAXIMUM AMOUNT.—The total amount
awarded to an eligible partnership under this
section in any fiscal year shall not exceed
$100,000.

(2) ALLOCATION.—Not less than 25 percent
of each grant awarded to an eligible partner-
ship under this section shall be allocated for
use by the local educational agency or agen-
cies participating in the partnership.

(3) RENEWAL.—A grant awarded under this
section for a fiscal year may be renewed for
an additional period of not more than 2 fiscal
years.

(d) USE OF FUNDS.—
(1) IN GENERAL.—Grant amounts made

available under this section may be used by
an eligible partnership to comprehensively
address truancy through the use of—

(A) parental involvement in prevention ac-
tivities, including meaningful incentives for
parental responsibility;

(B) sanctions, including community serv-
ice and drivers’ license suspension for stu-
dents who are habitually truant;

(C) parental accountability, including
fines, teacher-aid duty, community service;

(D) in-school truancy prevention programs,
including alternative education and in-
school suspension;

(E) involvement of the local law enforce-
ment, social services, judicial, business, and
religious communities, and nonprofit organi-
zations;

(F) technology, including automated tele-
phone notice to parents and computerized at-
tendance system; or

(G) elimination of 40-day count and other
unintended incentives to allow students to
be truant after a certain time of school year.

(2) MODEL PROGRAMS.—In carrying out this
section, the Attorney General may give pri-
ority to funding programs that attempt to
replicate 1 or more of the following model
programs:

(A) The Truancy Intervention Project of
the Fulton County, Georgia, Juvenile Court.

(B) The TABS (Truancy Abatement and
Burglary Suppression) program of Milwau-
kee, Wisconsin.

(C) The Roswell Daytime Curfew Program
of Roswell, New Mexico.

(D) The Stop, Cite and Return Program of
Rohnert Park, California.

(E) The Stay in School Program of New
Haven, Connecticut.

(F) The Atlantic County Project Helping
Hand of Atlantic County, New Jersey.

(G) The THRIVE (Truancy Habits Reduced
Increasing Valuable Education) initiative of
Oklahoma City, Oklahoma.

(H) The Norfolk, Virginia project using
computer software and data collection.

(I) The Community Service Early Interven-
tion Program of Marion, Ohio.
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(J) The Truancy Reduction Program of Ba-

kersfield, California.
(K) The Grade Court program of Farming-

ton, New Mexico.
(L) Any other model program that the At-

torney General determines to be appropriate.
(e) AUTHORIZATION OF APPROPRIATIONS.—

There is authorized to be appropriated to
carry out this section, $25,000,000 for each of
fiscal years 1999, 2000, and 2001.

f

ADDITIONAL COSPONSORS

S. 1529

At the request of Mr. KENNEDY, the
name of the Senator from Iowa (Mr.
HARKIN) was added as a cosponsor of S.
1529, a bill to enhance Federal enforce-
ment of hate crimes, and for other pur-
poses.

S. 1647

At the request of Mr. BAUCUS, the
name of the Senator from Nevada (Mr.
BRYAN) was added as a cosponsor of S.
1647, a bill to reauthorize and make re-
forms to programs authorized by the
Public Works and Economic Develop-
ment Act of 1965.

S. 1759

At the request of Mr. HATCH, the
name of the Senator from Alabama
(Mr. SESSIONS) was added as a cospon-
sor of S. 1759, a bill to grant a Federal
charter to the American GI Forum of
the United States.

S. 1868

At the request of Mr. NICKLES, the
name of the Senator from Georgia (Mr.
COVERDELL) was added as a cosponsor
of S. 1868, a bill to express United
States foreign policy with respect to,
and to strengthen United States advo-
cacy on behalf of, individuals per-
secuted for their faith worldwide; to
authorize United States actions in re-
sponse to religious persecution world-
wide; to establish an Ambassador at
Large on International Religious Free-
dom within the Department of State, a
Commission on International Religious
Persecution, and a Special Adviser on
International Religious Freedom with-
in the National Security Council; and
for other purposes.

S. 1924

At the request of Mr. MACK, the name
of the Senator from Virginia (Mr. WAR-
NER) was added as a cosponsor of S.
1924, a bill to restore the standards
used for determining whether technical
workers are not employees as in effect
before the Tax Reform Act of 1986.

S. 2180

At the request of Mr. FAIRCLOTH, his
name was added as a cosponsor of S.
2180, a bill to amend the Comprehen-
sive Environmental Response, Com-
pensation, and Liability Act of 1980 to
clarify liability under that Act for cer-
tain recycling transactions.

S. 2348

At the request of Mr. BURNS, the
name of the Senator from New York
(Mr. D’AMATO) was added as a cospon-
sor of S. 2348, a bill to amend the Com-
munications Act of 1934 to reduce tele-
phone rates, provide advanced tele-

communications services to schools, li-
braries, and certain helath care facili-
ties, and for other purposes.

SENATE CONCURRENT RESOLUTION 109

At the request of Mr. COVERDELL, the
name of the Senator from Mississippi
(Mr. COCHRAN) was added as a cospon-
sor of Senate Concurrent Resolution
109, a concurrent resolution expressing
the sense of the Congress that execu-
tive departments and agencies must
maintain the division of governmental
responsibilities between the national
government and the States that was
intended by the framers of the Con-
stitution, and must ensure that the
principles of federalism established by
the framers guide the executive depart-
ments and agencies in the formulation
and implementation of policies.

SENATE RESOLUTION 199

At the request of Mr. TORRICELLI, the
name of the Senator from Arkansas
(Mr. BUMPERS) was added as a cospon-
sor of Senate Resolution 199, a resolu-
tion designating the last week of April
of each calendar year as ‘‘National
Youth Fitness Week.’’

AMENDMENT NO. 3013

At the request of Mr. CAMPBELL, the
name of the Senator from New Jersey
(Mr. TORRICELLI) was added as a co-
sponsor of amendment No. 3013 in-
tended to be proposed to S. 1112, a bill
to require the Secretary of the Treas-
ury to mint coins in commemoration of
Native American history and culture.

f

AMENDMENTS SUBMITTED

CREDIT UNION MEMBERSHIP
ACCESS ACT

GRAMM (AND ENZI) AMENDMENT
NO. 3336

Mr. GRAMM (for himself and Mr.
ENZI) proposed an amendment to the
bill (H.R. 1151) to amend the Federal
Credit Union Act to clarify existing
law and ratify the longstanding policy
of the National Credit Union Adminis-
tration Board with regard to field of
membership of Federal credit unions;
as follows:

Strike section 204 of the bill and renumber
the sections accordingly, and beginning on
page 45, line 24, strike all through page 46,
line 4, and redesignate subparagraphs (E) and
(F) on page 46 as subparagraphs (D) and (E),
respectively.

f

NOTICES OF HEARINGS

COMMITTEE ON LABOR AND HUMAN RESOURCES

Mr. JEFFORDS. Mr. President, I
would like to announce for information
of the Senate and the public that a
hearing of the Senate Committee on
Labor and Human Resources will be
held on Tuesday, July 28, 1998, 10 a.m.,
in SD–430 of the Senate Dirksen Build-
ing. The subject of the hearing is Sub-
stance Abuse: The Science of Addiction
and Options for Treatment. For further

information, please call the commit-
tee, 202/224–5375.

COMMITTEE ON LABOR AND HUMAN RESOURCES

Mr. JEFFORDS. Mr. President, I
would like to announce for information
of the Senate and the public that an
executive session of the Senate Com-
mittee on Labor and Human Resources
will be held on Wednesday, July 29,
1998, 9:30 a.m., in SD–430 of the Senate
Dirksen Building. The committee will
consider S. 1380, Charter Schools Ex-
pansion Act and S. 2213, the Education
Flexibility Amendments of 1998. For
further information please call the
committee, 202/224–5375.
f

ADDITIONAL STATEMENTS

THE PASSING OF BUCK MICKEL
∑ Mr. HOLLINGS. Mr. President, as
the Senate conducts its business today,
South Carolina mourns the passing of
one of its greatest citizens. Buck
Mickel, a man who stands as a giant in
the history of the Carolina Upstate,
passed away Thursday morning, July
23. One of the greatest pleasures of my
life has been my long friendship with
Buck. I count it a privilege to have
known him and to have learned from
his example.

Every moment of Buck’s 72 years was
spent in dynamic enterprise and pro-
ductive activity. He was a tireless dy-
namo, a man whose vigor and energy
was rivaled only by his bold ideas, hu-
manitarian impulses, and sincere hu-
mility. No simple description of Buck
does justice to the scope of his activi-
ties or the importance of his full life to
the lives of everyone who lives in the
Upstate.

Buck was a savvy businessman. When
he took the reins of Daniel Construc-
tion Company in the early 1960s, he
steered it from its position as a suc-
cessful, regional business to a thriving,
global company. By the time he retired
from active management of the com-
pany in 1987, he had expanded Daniel
Construction’s business, taken it pub-
lic in 1969, and merged it with Fluor
Corporation in 1977 to create today’s
construction and engineering giant,
Fluor Daniel Corporation. In the mean-
time, he created thousands of jobs for
South Carolinians and other Americans
and helped lead the way in the creation
of overseas operations for U.S. compa-
nies.

In fact, after Buck ‘‘retired’’ (any use
of this word in connection with Buck
Mickel must be taken with more than
a grain of salt) in 1987, he continued to
travel the world to help groom young
Fluor managers for eventual leadership
within the company.

Leadership was the theme of Buck
Mickel’s extraordinary life. His sense
of duty and responsibility, with the
recognition that he was a natural-born
leader if ever there was one, informed
every aspect of Buck’s life.

Buck’s prodigious achievements as a
businessman and his famed savvy qual-
ify him as a great success on their own.
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Les McCraw, who succeeded Buck as
head of Fluor, summed up Buck’s posi-
tion in his field. ‘‘To say that he was a
giant in the construction industry is a
gross understatement,’’ Mr. McCraw
said. ‘‘He clearly was one of the all-
time leaders in that industry and had
been for 40 years.’’

But Buck’s friends know his greatest
passion was not commerce. He was con-
sumed by a desire to enrich and expand
the economic and cultural life of South
Carolina, and he devoted every waking
minute to those twin tasks. Robert
Royall, South Carolina’s Secretary of
Commerce, said Buck ‘‘loved South
Carolina as much as anyone I have ever
known and contributed more to devel-
oping the state than anyone in my life-
time. . . . He was constantly thinking
about ways to help the state.’’

Buck stayed in regular contact with
almost everyone in public life in South
Carolina. I spoke to him just last week,
and as always, he was spinning ideas
about how to help the state. In fact,
Mr. President, the universal reaction
among public figures in South Carolina
since Buck’s death has been disbelief.
It’s just hard to believe that a man so
vital, so full of ideas and concern for
others, could pass from among us. It
may take awhile for us to realize the
full import of his death, but when we
do, I believe Buck’s death will hit us as
hard as any in our state’s history.

Highest on the list of Buck’s achieve-
ments is the revitalization of down-
town Greenville, SC, and the tremen-
dous development of the region’s econ-
omy. As the Greenville News wrote,
Buck ‘‘put his imprint on virtually
every civic project in Greenville for al-
most half a century.’’ Buck was instru-
mental to Greenville’s building its
Peace Center for the Performing Arts,
which has won national acclaim as a
venue for the live arts; restoring nu-
merous dilapidated buildings in Green-
ville proper; luring important busi-
nesses back to the downtown area; and
raising funds for a new sports arena.
These developments have transformed
Greenville in a way impossible to
imagine if you haven’t lived there, Mr.
President.

Of course, Buck’s beneficence and en-
ergy were by no means limited to
Greenville. He helped attract Michelin,
BMW, and other international busi-
nesses to the state. Buck supported
secondary education—his support
helped make the Governor’s School for
the Arts possible—and higher edu-
cation. He and his wife, Minor, were ac-
tive with Furman, Clemson, and
Wofford Universities, as well as with

the University of South Carolina. Buck
rose from humble origins and relied on
a scholarship to Georgia Tech Univer-
sity, so he knew the importance not
only of education but of financial sup-
port for those in need of aid. He and his
wife gave generously of their time and
money to South Carolina colleges and
endowed many scholarships.

Buck Mickel’s life has touched al-
most every life in my state. Because
Buck was so humble and modest, most
of those he helped do not even realize
the debt they owe him. With Buck
Mickel’s passing, South Carolina has
lost one of its greatest civic and busi-
ness leaders. Quite honestly, Mr. Presi-
dent, I don’t know how we will replace
him.∑

f

HONORING TRACIE MITCHELL

∑ Mr. SMITH of Oregon. Mr. President,
in 1995, when I was privileged to serve
as President of the Oregon State Sen-
ate, I was invited by State Representa-
tive Margaret Carter to tour Portland
Community College, which was located
in her district, in the heart of Oregon’s
largest city. As I represented a rural
Eastern Oregon district, I looked upon
this tour as a valuable learning oppor-
tunity. And what I learned was that
PCC was offering a lifeline for many
economically disadvantaged students
who were seeking to build a better fu-
ture for themselves and their family.

I was so impressed with the work of
PCC, that when I was elected to the
United States Senate, I approached
PCC with the idea of each year giving
one of their students the opportunity
to serve as an intern in my Washing-
ton, D.C. office.

The student selected to serve as the
first PCC intern was Tracie Mitchell,
whose final day in my office is today. I
just want to take a minute to salute
Tracie, not only for her outstanding
work in my office, but also for the out-
standing accomplishments at home and
in her career. Through the programs at
PCC, Tracie, a mother of two wonderful
children—Ruben and Shea, earned a de-
gree in Microelectronics, and has
gained employment at Tektronix, one
of Oregon’s outstanding high tech com-
panies.

I know that Tracie is anxious to re-
turn to her children, her job, and her
classes at PCC, and I thank her for her
service to my office and to all Oregoni-
ans. If she has learned as much from
her internship as my office as learned
from her, then I know this summer has
been a very rewarding experience.∑

ORDERS FOR MONDAY, JULY 27,
1998

Mr. FRIST. Mr. President, I ask
unanimous consent that when the Sen-
ate completes its business today, it
stand in adjournment until 12 noon on
Monday, July 27, and I further ask that
when the Senate reconvenes on Mon-
day, immediately following the prayer,
the routine requests through the morn-
ing hour be granted and the Senate
begin a period of morning business
until 1 p.m., with Senators permitted
to speak therein for up to 5 minutes
each.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. FRIST. Mr. President, I further
ask unanimous consent that following
morning business the Senate resume
consideration of H.R. 1151, the credit
union bill.

The PRESIDING OFFICER. Without
objection, it is so ordered.

f

PROGRAM

Mr. FRIST. Mr. President, for the in-
formation of all Senators, when the
Senate reconvenes Monday, there will
be a period for morning business until
1 p.m. Following morning business, the
Senate will resume consideration of
the credit union bill. Several amend-
ments are expected to be offered and
debated. It is expected that Senator
HAGEL will be on the floor ready to
offer his amendment regarding credit
union loans at 1 p.m. on Monday. It is
also hoped that the debate could con-
clude by 2 p.m. on the Hagel amend-
ment, and Senator MACK will then be
recognized at approximately 2:40 p.m.
for a 20-minute statement. Senator
SHELBY is expected to offer his amend-
ment regarding the CRA at 3:30 p.m.,
and we hope to conclude that debate by
4:30 when Senator GRAMM’s amendment
recurs under a previous consent. There-
fore, additional votes, other than the
previously ordered 5:30 p.m. vote, can
be expected.

f

ADJOURNMENT UNTIL MONDAY,
JULY 27, 1998

Mr. FRIST. Mr. President, if there is
no further business to come before the
Senate, I now ask that the Senate
stand in adjournment under the pre-
vious order.

There being no objection, the Senate,
at 3:30 p.m., adjourned until Monday,
July 27, 1998, at 12 noon.
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TRIBUTE TO THE LATE ADMIRAL
ALAN SHEPARD

HON. F. JAMES SENSENBRENNER, JR.
OF WISCONSIN

IN THE HOUSE OF REPRESENTATIVES

Thursday, July 23, 1998

Mr. SENSENBRENNER. Mr. Speaker, we
are saddened to learn of the passing of one
of America’s great pioneers, Rear Admiral
Alan Shepard. Admiral Shepard leaves an en-
during legacy of heroism, perseverance, and
dedication to the exploration of space ad serv-
ice to his country.

Admiral Shepard served as a Navy fighter
pilot and test pilot before being selected as
one of the first group of astronauts in 1959. As
the commander of Freedom 7, Admiral
Shepard became the first American to venture
into space.

Following his historic flight, Admiral Shepard
was told he would never fly into space again.
But he would not be deterred. Ten years later,
he commanded Apollo 14 and was the fifth
American—the fifth person—to walk on the
Moon.

Those who have worked with Admiral
Shepard in both the formulation of space pol-
icy and oversight of America’s space program
came to appreciate his wise counsel and fine
wit as he educated us on the complex issues
involved. I am confident that his contributions
to America’s space program will not be forgot-
ten by his countrymen.

Admiral Shepard also served his country
outside of the cockpit. Following his retirement
from NASA and the U.S. Navy in 1974, he
brought his determination and leadership to
down-to-Earth goals, becoming a successful
businessman and raising money for college
scholarships so young Americans could grow
up to become scientists and engineers. He
was on the Board of Directors for both the
Houston School for Deaf Children and the Na-
tional Space Institute.

This afternoon, Admiral Shepard’s space-
craft, ‘‘Freedom 7’’ will arrive at the National
Air and Space Museum where it will be on dis-
play in remembrance of not only his historic
first flight into space, but of the lasting con-
tributions of this great American to his country.

And now, Admiral Shepard has joined his
fellow crewman of Apollo 14—the late Stuart
Roosa—and we wish him fair winds and fol-
lowing seas, and offer our condolences to his
wife Louise, and his daughters Laura, Alice
and Julie.
f

A TRIBUTE TO ALYCE LIVINGSTON

HON. GLENN POSHARD
OF ILLINOIS

IN THE HOUSE OF REPRESENTATIVES

Thursday, July 23, 1998

Mr. POSHARD. Mr. Speaker, I rise today to
pay tribute to my constituent and dear friend,
Mrs. Alyce J. Livingston of Decatur, Illinois

who has recently passed. She was a devoted
citizen and my condolences and best wishes
go to her family and all who will miss her.

Alyce was born on July 19, 1934 in Padu-
cah, Kentucky. She was a dedicated student,
and her scholastic excellence throughout her
years at Lincoln High and West Kentucky Vo-
cational School led her to my district during
the 1950’s, where she attended Millikin Uni-
versity.

Alyce recognized the importance of provid-
ing quality child care service to Decatur’s next
generation. As founder and director of the Tiny
Tots Nursery, she inspired and shaped our
young children. In addition, Alyce was also a
lab technician for the A.E. Stanley Manufactur-
ing Company, where she provided nearly thirty
years of service.

As a faithful community leader, Alyce spent
her time helping the city of Decatur and in-
creasing momentum in the Civil Rights strug-
gle. She was a long time member of the Na-
tional Association for the Advancement of Col-
ored People (NAACP), where she served as
an advisor and member of the Joe Slaw Civil
Rights Awards Committee. Her strong beliefs
in equality fostered her persistent efforts to
build unity in Decatur. Furthermore, Alyce was
a Decatur Township Trustee who committed
five years to the city and was a member of the
St. Peter’s African Methodist Episcopal
Church. She is survived by her husband of 40
years, Mr. David C. Livingston, President of
the Illinois NAACP, and her two sons, Malcolm
and David.

Mr. Speaker, citizens such as Alyce Living-
ston exemplify the undying devotion critical to
community involvement. I will miss her dedica-
tion, her persistence, and most of all, her
friendship. Mr. Speaker, please join me in rec-
ognizing Mrs. Alyce J. Livingston whose dedi-
cation to her career, community, and her per-
sonal convictions had a profound impact on
those who knew her, including myself. It has
been an honor to have represented her in the
United States Congress.

f

CONGRATULATING WILLIAM
SCHIERBROCK

HON. GREG GANSKE
OF IOWA

IN THE HOUSE OF REPRESENTATIVES

Thursday, July 23, 1998

Mr. GANSKE. Mr. Speaker, I rise to speak
of William Schierbrock of Council Bluffs, Iowa,
who was honored on July 12, 1998 for his at-
tainment of Eagle Scout.

Mr. Speaker, I ask you and my other distin-
guished colleagues to join me in congratulat-
ing William Schierbrock for his commendable
achievement. His parents Thomas and Jea-
nette Schierbrock can be proud of their son
because it takes a great deal of tenacity and
devotion to achieve such an illustrious ranking.
This young man has a promising future ahead
of him.

IN HONOR OF THE 50TH ANNIVER-
SARY OF THE STATE OF ISRAEL

HON. DENNIS J. KUCINICH
OF OHIO

IN THE HOUSE OF REPRESENTATIVES

Thursday, July 23, 1998

Mr. KUCINICH. Mr. Speaker, I rise today in
honor of the 50th Anniversary of the State of
Israel. Over the course of its history, this de-
mocracy has built a thriving economic and po-
litical system and a unique culture, in spite of
internal and external challenges and hard-
ships. Today, Israel shares a common goal of
advancing the cause of humanity, seeking a
stable and genuine peace in the Middle East,
and generously shares its collective gifts with
the rest of the world.

Israel and the United States share a com-
mon background based on pioneering and a
united people’s determination for political inde-
pendence. Both countries were built on demo-
cratic principles which have withstood the test
of time, serving as beacons of freedom, hope
and opportunity.

Although situated across an entire ocean,
thousands of miles apart, Israel and the
United States have many similarities. An open
exchange of ideas has cultivated the special
relationship between the two countries. Over
its fifty years in existence, Israel has become
a State that has achieved considerable ad-
vancements. In honor of the 50th Anniversary
of the State of Israel’s establishment, many or-
ganizations in the Cleveland area, such as the
Jewish Community Federation of Cleveland,
will host commemorative celebrations.

My fellow colleagues, please join me in rec-
ognizing this exciting and momentous occa-
sion.
f

HONORING KAVANAGH’S FUR-
NITURE FOR THEIR 125 YEARS
OF BUSINESS

HON. RICHARD E. NEAL
OF MASSACHUSETTS

IN THE HOUSE OF REPRESENTATIVES

Thursday, July 23, 1998

Mr. NEAL of Massachusetts. Mr. Speaker, I
am privileged today to have the opportunity to
acknowledge and honor Kavanagh Furniture
of Springfield, MA, for its 125th year of busi-
ness.

In 1873, Mr. Dennis Nelen opened his es-
tablishment as a ‘‘wholesaler and retailer in el-
egant furniture, hair and husk mattresses’’ and
before 1900 he partnered with Mr. William
Kavanagh. Today, Kavanagh’s is the largest
furniture store in Western Massachusetts and
has three sister stores with a fourth on the
way. It is Springfield’s oldest family owned
business still in existence and one of the old-
est operating furniture stores in the entire
United States.

In an era where retailers often sacrifice
quality service for quantity sold, Kavanagh’s
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has remained a testament to the beauty of the
family business. in their establishment, quality
service is a trait passed down through the
generations. Mr. Jack Nelen, who became
Kavanagh’s president in 1965 and is the
grandson of the original founder, began mak-
ing deliveries for the store when he was just
a teenager. The success of a family business
can be measured, in part, by the duration of
its existence. Kavanagh Furniture has survived
and flourished through two world wars, the
Great Depression, and several other fluctua-
tions in the economy. They were also able to
last during the recession of the early 90s even
though furniture was considered a luxury by
many. Perhaps more impressive has been
Kavanagh’s ability to survive the local ‘‘big
chain’’ competition, while located in an area
not supported by mega-mall traffic. In this re-
gard, the Nelen family business can be con-
sidered a huge success and a strong example
for other family businesses.

Only 1 out of 30,000 retail stores makes it
to be 100 years old, and Kavanagh’s has now
reached its 125th year in the business. Not
only has Kavanagh’s created lasting personal
success for its owners and employees, it has
been an enormous asset to the community
and neighborhood as well. Its list of civil activi-
ties and commitments includes being a cata-
lyst for and taking part in fund raisers for The
Children’s Miracle Network, Shriner’s Hospital,
the Red Cross, and the United Way.
Kavanagh’s once even held a free picinc for
over 2,500 city kids.

The Kavanagh Furniture store is an anchor
for the community. It has taken care of its cus-
tomers and has been rewarded with 125 years
of business. I wish the Nelen family and all of
the folks at Kavanagh’s success in continuing
a great tradition of excellent service to their
customers and the community at large as they
embark on the 21st century and another 125
years.
f

STRUCTURED SETTLEMENT
PROTECTION ACT

HON. E. CLAY SHAW, JR.
OF FLORIDA

IN THE HOUSE OF REPRESENTATIVES

Thursday, July 23, 1998

Mr. SHAW. Mr. Speaker, today I rise along
with my colleague Mr. STARK and a broad bi-
partisan group of our colleagues from the
Ways and Means Committee to introduce the
Structured Settlement Protection Act.

The Act addresses serious public policy
concerns that are raised by transactions in
which so-called factoring companies purchase
recoveries under structured settlements from
injured victims.

Recently there has been dramatic growth in
these transactions in which injured victims are
induced by factoring companies of sell off fu-
ture structured settlement payments intended
to cover ongoing living and medical needs in
exchange for a sharply-discounted lump sum
that then may be dissipated, placing the in-
jured victim in the very predicament the struc-
tured settlement was intended to avoid.

As long-time supporters of structured settle-
ments and the congressional policy underlying
such settlements, we have grave concerns
that these factoring transactions directly un-
dermine the policy of the structured settlement

tax rules. The Treasury Department shares
these concerns.

Because the purchase of structured settle-
ment payments by factoring companies so di-
rectly thwarts the congressional policy underly-
ing the structured settlement tax rules and
raises such serious concerns for structured
settlements and injured victims, it is appro-
priate to deal with these concerns in the tax
context.

Accordingly, we are proposing legislation to
impose a substantial excise tax on the factor-
ing company that purchases the structured
settlement payments from the injured victim.
The excise tax would be subject to an excep-
tion for genuine court-approved hardship
cases to protect the limited instances of true
hardship.

The following is a detailed discussion of the
Bill’s provisions.

BACKGROUND

In acting to address the concerns over fac-
toring companies that purchase structured
settlement payments from injured victims,
the Treasury Department noted that: ‘‘Con-
gress enacted favorable tax rules intended to
encourage the use of structured settle-
ments—and conditioned such tax treatment
on the injured person’s inability to acceler-
ate, defer, increase or decrease the periodic
payments—because recipients of structured
settlements are less likely than recipients of
lump sum awards to consume their awards
too quickly and require public assistance.’’
(U.S. Department of the Treasury, General
Explanations of the Administration’s Reve-
nue Proposals (Feb. 1998), p. 122).

Treasury then observed that by enticing
injured victims to sell off their future struc-
tured settlement payments in exchange for a
heavily discounted lump sum that may then
be dissipated: ‘‘These ‘factoring transactions’
directly undermine the Congressional objective
to create an incentive for injured persons to re-
ceive periodic payments as settlements of per-
sonal injury claims.’’ (Id. at p. 122 [emphasis
added].)

The Joint Tax Committee’s analysis of the
issue echoes these concerns: ‘‘Transfer of the
payment stream under a structured settle-
ment arrangement arguably subverts the
purpose of the Code to promote structured
settlements for injured persons. (Joint Com-
mittee on Taxation, Description of Revenue
Provisions Contained in the President’s Fis-
cal Year 1999 Budget Proposal (JCS–4–98),
(February 24, 1998), p. 223).

The Treasury Department in the Adminis-
tration’s FY 1999 Budget has proposed a 20-
percent excise tax on factoring companies
that purchase structured settlement pay-
ments from injured victims. Under the Ad-
ministration’s proposal, ‘‘any person pur-
chasing (or otherwise acquiring for consider-
ation) a structured settlement payment
stream would be subject to a 20 percent ex-
cise tax on the purchase price, unless such
purchase is pursuant to a court order finding
that the extraordinary and unanticipated
needs of he original recipient render such a
transaction desirable.’’ (Treasury General
Explanation, at p. 122.) The proposal would
apply to transfers of structured settlement
payments made after date of enactment.

DESCRIPTION OF THE ACT

1. Stringent Excise Tax on Persons Who Acquire
Structured Settlement Payments in Factoring
Transactions.
In its analysis of the Administration’s pro-

posal, the Joint Tax Committee notes the
potential concern that in some cases the im-
position of a 20-percent excise tax may result
in the factoring company passing the tax
along by reducing even further the already-

heavily discounted lump sum paid to the in-
jured victim for his or her structured settle-
ment payments. The Joint Committee notes
that ‘‘[o]ne possible response to the concern
relating to excessively discounted payments
might be to raise the excise tax to a level
that is certain to stop the transfers (perhaps
100 percent). . . .’’ (Joint Committee on Tax-
ation, Description of Revenue Provisions
Contained in the President’s Fiscal Year 1999
Budget Proposal (JCS–4–98) (February 4,
1998), p. 223).

Factoring company purchases of struc-
tured settlement payments so directly sub-
vert the Congressional policy underlying
structured settlements and raise such seri-
ous concerns for structured settlements and
the injured victims that it is appropriate to
impose on the factoring company a more
stringent excise tax rate applied against the
amount of the discount reflected in the fac-
toring transaction (subject to a limited ex-
ception described below for genuine court-
approved hardships).

Accordingly, the Act would impose on the
factoring company that acquires structured
settlement payments directly or indirectly
from the injured victim an excise tax equal
to 50 percent of the difference between (i) the
total amount of the structured settlement
payments purchased by the factoring com-
pany, and (ii) the heavily-discounted lump
sum paid by the factoring company to the in-
jured victim.

Similar to the stiff excise taxes imposed on
prohibited transactions in the private foun-
dation and pension contexts—which can
range as high as 100 to 200 percent—this
stringent excise tax is necessary to address
the very serious public policy concerns
raised by structured settlement factoring
transactions.

Unlike the Administration’s proposed tax
imposed on the purchase price paid by the
factoring company, the excise tax imposed
on the factoring company under the Act
would use a more stringent tax rate of 50
percent and would apply to the excess of the
total amount of the structured settlement
payments purchased by the factoring com-
pany over the heavily-discounted lump sum
paid to the injured victim.

The excise tax under the Act would apply
to the factoring of structured settlements in
tort cases and in workers’ compensation.

A structured settlement factoring trans-
action subject to the excise tax is broadly
defined under the Act as a transfer of struc-
tured settlement payment rights (including
portions of payments) made for consider-
ation by means of sale, assignment, pledge,
or other form of alienation or encumbrance
for consideration.

2. Exception from Excise Tax for Genuine,
Court-Approved Hardship

The stringent excise tax would be coupled
with a limited exception for genuine, court-
approved financial hardship situations.
Drawing upon the hardship standard enun-
ciated in the Treasury proposal, the excise
tax would apply to factoring companies in
all structured settlement factoring trans-
actions except those in which the transfer of
structured settlement payment rights (1) is
otherwise permissible under applicable Fed-
eral and State law and (2) is undertaken pur-
suant to the order of a court (or where appli-
cable, an administrative authority) finding
that ‘‘the extraordinary, unanticipated, and
imminent needs of the structured settlement
recipient or his or her spouse or dependents
render such a transfer appropriate.’’

The exception is intended to apply to the
limited number of cases in which a genuinely
‘‘extraordinary, unanticipated, and immi-
nent hardship’’ has actually arisen and been
demonstrated to the satisfaction of a court
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(e.g., serious medical emergency for a family
member). In addition, as a threshold matter,
the transfer of structured settlement pay-
ment rights must be permissible under appli-
cable law, including State law. The Act is
not intended by way of the hardship excep-
tion to the excise tax or otherwise to over-
ride any Federal or State law prohibition or
restriction on the transfer of the payment
rights or to authorize factoring of payment
rights that are not transferable under Fed-
eral or State law. For example, the States in
general prohibit the factoring of workers’
compensation benefits. In addition, the State
laws often prohibit or directly restrict trans-
fers of recoveries in various types of personal
injury cases, such as wrongful death and
medical malpractice.

The relevant court for purposes of the
hardship exception would be the original
court which had jurisdiction over the under-
lying action or proceeding that was resolved
by means of the structured settlement. In
the event that no action had been brought
prior to the settlement, the relevant court
would be that which would have had jurisdic-
tion over the claim that is the subject of the
structured settlement or which would have
jurisdiction by reason of the residence of the
structured settlement recipient. In those
limited instances in which an administrative
authority adjudicates, resolves, or otherwise
has primary jurisdiction over the claim (e.g.,
the Vaccine Injury Compensation Trust
Fund), the hardship matter would be the
province of that applicable administrative
authority.

3. Need to Protect Tax Treatment of Original
Structured Settlement

In the limited instances of extraordinary
and unanticipated hardship determined by
court order to warrant relief under the hard-
ship exception, adverse tax consequences
should not be visited upon the other parties
to the original structured settlement. in ad-
dition, despite the anti-assignment provi-
sions included in the structured settlement
agreements and the applicability of a strin-
gent excise tax on the factoring company,
there may be a limited number of non-hard-
ship factoring transactions that still go for-
ward. If the structured settlement tax rules
under I.R.C. §§ 72, 130 and 461(h) had been sat-
isfied at the time of the structured settle-
ment, the original tax treatment of the
other parties to the settlement—i.e., the set-
tling defendant (and its liability insurer) and
the Code section 130 assignee—should not be
jeopardized by a third party transaction that
occurs years later and likely unbeknownst to
these other parties to the original settle-
ment.

Accordingly, the Act would clarify that if
the structured settlement tax rules under
I.R.C. §§ 72, 130, and 461(h) had been satisfied
at the time of the structured settlement, the
section 130 exclusion of the assignee, and sec-
tion 461(h) deduction of the settling defend-
ant, and the Code section 72 status of the an-
nuity being used to fund the periodic pay-
ments would remain undisturbed.

That is, the assignee’s exclusion of income
under Code section 130 arising from satisfac-
tion of all of the section 130 qualified assign-
ment rules at the time the structured settle-
ment was entered into years earlier would
not be challenged. Similarly, the settling de-
fendant’s deduction under Code section 461(h)
of the amount paid to the assignee to assume
the liability would not be challenged. Fi-
nally, the status under Code section 72 of the
annuity being used to fund the periodic pay-
ments would remain undisturbed.

The Act provides the Secretary of the
Treasury with regulatory authority to clar-
ify the treatment of a structured settlement
recipient who engages in a factoring trans-

action. This regulatory authority is provided
to enable Treasury to address issues raised
regarding the treatment of future periodic
payments received by the structured settle-
ment recipient where only a portion of the
payments have been factored away, the
treatment of the lump sum received in a fac-
toring transaction qualifying for the hard-
ship exception, and the treatment of the
lump sum received in the non-hardship situa-
tion. It is intended that where the require-
ments of section 130 are satisfied at the time
the structured settlement is entered into,
the existence of the hardship exception to
the excise tax under the Act shall not be
construed as giving rise to any concern over
constructive receipt of income of the injured
victim at the time of the structured settle-
ment.

4. Tax Information Reporting Obligations With
Respect to a Structured Settlement Factoring
Transaction

The Act would clarify the tax reporting ob-
ligations of the person making the struc-
tured settlement payments in the event that
a structured settlement factoring trans-
action occurs. The Act adopts a new section
of the Code that is intended to govern the
payor’s tax reporting obligations in the
event of a factoring transaction.

In the case of a court-approved transfer of
structured settlement payments of which the
person making the payments has actual no-
tice and knowledge, the fact of the transfer
and the identity of the acquirer clearly will
be known. Accordingly, it is appropriate for
the person making the structured settlement
payments to make such return and to fur-
nish such tax information statement to the
new recipient of the payments as would be
applicable under the annuity information re-
porting procedures of Code section 6041 (e.g.,
Form 1099–R), because the payor will have
the information necessary to make such re-
turn and to furnish such statement.

Despite the anti-assignment restrictions
applicable to structured settlements and the
applicability of a stringent excise tax, there
may be a limited number of non-hardship
factoring transactions that still go forward.
In these instances, if the person making the
structured settlement payments has actual
notice and knowledge that a structured set-
tlement factoring transaction has taken
place, the payor would be obligated to make
such return and to furnish such written
statement to the payment recipient at such
time, and in such manner and form, as the
Secretary of the Treasury shall by regula-
tions provide. In these instances the payor
may have incomplete information regarding
the factoring transaction, and hence a tai-
lored reporting procedure under Treasury
regulations is necessary.

The person making the structured settle-
ment payments would not be subject to any
tax reporting obligation if that person
lacked such actual notice and knowledge of
the factoring transaction.

Under the Act, the term ‘‘acquirer of the
structured settlement payment rights’’
would be broadly defined to include an indi-
vidual, trust, estate, partnership, company,
or corporation.

The provision of section 3405 regarding
withholding would not apply to the person
making the structured settlement payments
in the event that a structured settlement
factoring transaction occurs.

5. Effective Date

The provisions of the Act would be effec-
tive with respect to structured settlement
factoring transactions occurring after the
date of enactment of the Act.

NATIONAL WEATHER SERVICE—
OVER 200 YEARS OF FORECAST-
ING, WARNING AND PROTECTING
THE AMERICAN PEOPLE

HON. TIM ROEMER
OF INDIANA

IN THE HOUSE OF REPRESENTATIVES

Thursday, July 23, 1998

Mr. ROEMER. Mr. Speaker, I rise to bring to
my colleagues’ attention the outstanding work
of the National Weather Service. Especially
during this red-hot summer, we should ac-
knowledge the tremendous work of the Na-
tional Weather Service to observe, predict,
forecast and warn the American people of
weather events.

The National Weather Service, as part of
the National Oceanic and Atmospheric Admin-
istration [NOAA] of the Department of Com-
merce, utilizes a wide variety of tools, from
low-tech to state of the art technology to accu-
rately predict and forecast what will happen in
our skies today, tomorrow, and beyond.

It was suggested earlier today that the Na-
tional Weather Service doesn’t have sufficient
records of past weather conditions to be able
to put this summer’s heat wave in proper his-
torical perspective. I would like to remind my
colleagues that the NOAA has the world’s
largest active archive of weather data. Not
only can they tell you what the weather was
in the 1950’s, they can tell you what the tem-
perature and conditions were during the early
days of the republic.

How do we now that? The NOAA’s National
Climatic Data Center has Benjamin Franklin’s
handwritten observations of the heat and hu-
midity of a Philadelphia summer over 200
years ago.

Not only does the NOAA have an incredible
store of historical data, they are receiving 55
gigabytes of new weather information each
day—the equivalent of 18 million pages a day.

Armed with this wealth of historical data,
and constantly added to and refined with the
incorporation of new satellite and computer in-
formation, the National Weather Service cre-
ates computer models. These models reflect
the heritage of past weather systems, to accu-
rately forecast tomorrow’s weather. So when
the National Weather Service says its going to
be hot tomorrow in South Bend, or Dallas or
St. Louis, you can count on it.

I commend the NOAA and the NWS on their
outstanding work on behalf of the American
people.
f

AMERICA FACES THREAT FROM A
BALLISTIC MISSILE ATTACK

HON. NEWT GINGRICH
OF GEORGIA

IN THE HOUSE OF REPRESENTATIVES

Thursday, July 23, 1998

Mr. GINGRICH. Mr. Speaker, as former
Secretary of Defense Donald Rumsfeld point-
ed out earlier this week, America faces a very
real and serious threat from a ballistic missile
attack. The bipartisan Rumsfeld commission
unanimously concluded that the threat is much
greater and the warning time available to de-
fend against that threat is much shorter than
the Clinton administration has admitted. Fi-
nally, the commission expressed concern that
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the ability of our intelligence community to as-
sess these threats is severely deteriorating. I
believe that it is now more important than ever
to renew our commitment to working to deploy
a national missile defense system. I want to
bring the following enlightened editorials by
William Safire, Frank Gaffney, Jr., and Thom-
as Moore to the attention of my colleagues
which echo the serious concerns expressed
by Mr. Rumsfeld and his colleagues on the
Commission.

[From the Washington Times; July 21, 1998]
ALARM BELL ON VULNERABILITY TO MISSILES

THE UNITED STATES MUST PROMPTLY BEGIN DE-
PLOYING DEFENSES AGAINST BALLISTIC MIS-
SILE ATTACK

(By Frank Gaffney, Jr.)
The release last week of a long-awaited

‘‘second opinion’’ on the missile threat to
the United States more than lived up to high
expectations.

The blue-ribbon, bipartisan panel—char-
tered by Congress and ably led by former De-
fense Secretary Donald Rumsfeld—unani-
mously warned that ‘‘the U.S. might well
have little or no warning before operational
deployment’’ of ballistic missiles capable of
delivering, for example, Iranian, Iraqi or
North Korean weapons of mass destruction
against American cities.

This finding stands in stark contrast to the
pollyannish, and highly politicized, judg-
ment rendered by the Clinton administra-
tion’s 1995 National Intelligence Estimate
(NIE) on the emerging danger posed by bal-
listic missiles. Incredibly, that NIE found
there would be no threat from long-range
ballistic missiles for at least 15 years.

Of course, in order to reach this prepos-
terously sanguine conclusion, the Intel-
ligence Community had to make three he-
roic assumptions:

(1) Neither Russia nor China—which have
such long-range missiles in place today—
would pose a danger.

(2) Neither of these nations would help any
other state accelerate the acquisition of bal-
listic missile technology.

(3) And only the continental United States
would be considered as targets, since Alaska
and Hawaii would be within range of me-
dium-range missiles from Korea.

The Rumsfeld Commission made short
work of these assumptions. It noted that
Russia and China are both undergoing unpre-
dictable transitions and are actively spread-
ing ballistic missile and other dangerous
technologies. (The commission also confirms
a recent finding of Sen. Thad Cochran’s Gov-
ernmental Affairs Subcommittee that the
United States is itself an important, albeit
unintentional, contributor to the hemor-
rhage of proliferation-sensitive equipment
and know-how.)

Perhaps most importantly, Mr. Rumsfeld
and his cohorts—including Dr. Berry
Blechman, Dr. Richard Garwin and Gen. Lee
Butler, individuals expected by the Demo-
crats who appointed them to dissent from
any sharp critique of the administration’s
NIE and, thereby, to neutralize the impact of
the commission’s findings—addressed them-
selves to the missile threat to all of the
United States. They confirmed that Alaska
and Hawaii are at risk in the near-term. The
Rumsfeld commissioners went on, however,
to point out that missiles now in the inven-
tories of virtually every bad actor on the
planet could be readily launched from tramp
steamers or other vessels at the vast major-
ity of the American population living within
100 miles of the nation’s coastlines.

As columnist William Safire pointed out in
the New York Times yesterday, this reality
means the United States could be subjected

to blackmail, with potentially profound dip-
lomatic and strategic implications. He lays
out three frighteningly plausible scenarios in
which the use of North Korean, Iraqi or Chi-
nese missiles are threatened to compel
American accommodation.

Moreover, Mr. Safire makes explicit a con-
clusion the Rumsfeld Commission could only
imply, given that its mandate was limited to
addressing the missile threat, not what
should be done in response to it: The United
States must promptly begin deploying de-
fenses against ballistic missile attack. Mr.
Safire endorses an approach that will
produce far more effective anti-missile pro-
tection, far faster and far more inexpensively
than any other option—by adapting the
Navy’s AEGIS fleet air defense system to
give it robust missile-killing capabilities.

The AEGIS option has been receiving in-
creasing support in recent weeks. A classi-
fied study prepared by the Pentagon’s Ballis-
tic Missile Defense Organization that has
just been released to Congress reportedly
confirms the conclusions of an analysis pre-
pared by another blue-ribbon commission
sponsored a few years ago by the Heritage
Foundation: Sea-based missile defenses are
technically feasible and could contribute sig-
nificantly to protecting the United States—
all the United States—as well as America’s
forces and allies overseas against ballistic
missile attack.

The inherent appeal from strategic, tech-
nical and fiscal points of view also prompted
Jim Nicholson, the chairman of the Repub-
lican National Committee, to make prompt
deployment of the AEGIS system the center-
piece of a dramatic pronouncement: In these
pages on June 21, he invited ‘‘President Clin-
ton, Vice President Al Gore and other Demo-
crats to join [the GOP] and make safeguard-
ing America [against ballistic missile at-
tack] a bipartisan project. If they will not,
the Republican Party is prepared to have
this become a political issue.’’

The problem, as Mr. Safire has pointed out,
is that a sea-based missile defense (and in-
deed, any other that would provide terri-
torial protection of the United States) is in-
consistent with the 1972 Anti-Ballistic Mis-
sile (ABM) Treaty. Worse yet, the nation
would even be denied the ability to adapt the
AEGIS system to make effective defenses
against short-range missiles if new treaty ar-
rangements negotiated by the Clinton ad-
ministration and signed in New York last
September are ratified.

The good news is that the Senate seems
unlikely to go along with these agreements.
This is particularly true in light of a new
legal memorandum prepared for Heritage
and providing analytical backup for the com-
mon-sense proposition that the ABM Treaty
ceased to exist after the other party, the So-
viet Union, ceased to exist. It is hard to be-
lieve any responsible Senator would want to
adopt new treaty impediments to missile de-
fenses in the grim strategic environment de-
scribed by the Rumsfeld Commission.

The bad news is that the Clinton adminis-
tration is proceeding with implementation of
the September agreements even though they
have yet to be submitted to the Senate for
its advice and consent, to say nothing of
their having been approved. In a May 1
memorandum, Defense Secretary William
Cohen directed that ‘‘formal planning and
preparation activities’’ to ensure compliance
with these accords be undertaken using fis-
cal 1998 funds. As a practical matter, this
means steps that would be non-compliant—
for example, developing more capable Navy
missile interceptors for the AEGIS system—
will be strangled in the crib.

Taken all together, these developments
make one thing perfectly clear: The United
States will be defended against missile at-

tack. The only question is: Will its defenses
be put into place before they are needed, or
after? The answer depends on leadership.
With the warning given by the Rumsfeld re-
port and the feasible, affordable defense of-
fered by the AEGIS option, there is no ex-
cuse for not providing such leadership on a
bipartisan basis. Failing that, the Repub-
licans must not shrink from doing so as a
‘‘political issue.’’

[From the New York Times, July 20, 1998]
TEAM B VS. C.I.A.—RUMSFELD REPORT:

IGNORE AT PERIL

(By William Safire)
WASHINGTON.—Imagine you are the next

U.S. President and this crisis arises:
The starving army of North Korea

launches an attack on South Korea, imperil-
ing our 30,000 troops. You threaten massive
air assault; Pyongyang counterthreatens to
put a nuclear missile into Hawaii. You say
that would cause you to obliterate North
Korea; its undeterred leaders dare you to
make the trade. Decide.

Or this crisis: Saddam Hussein invades
Saudi Arabia. You warn of Desert Storm II;
he says he has a weapon of mass destruction
on a ship near the U.S. and is ready to sac-
rifice Baghdad if you are ready to lose New
York. Decide.

Or this: China, not now a rogue state, goes
into an internal convulsion and an irrational
warlord attacks Taiwan. You threaten to in-
tervene; within 10 minutes, ICBM’s are tar-
geted on all major U.S. cities. Decide.

Before you do, remember this: in 1998, the
C.I.A. told your predecessor that it was high-
ly unlikely that any rogue state ‘‘except pos-
sibly North Korea’’ would have a nuclear
weapon capable of hitting any of the ‘‘con-
tiguous 48 states’’ within 10 to 12 years.
(That’s some exception; apparently our stra-
tegic assessors are untroubled at the pros-
pect of losing Pearl Harbor again.)

You have no missile defense in place. The
C.I.A. assured your predecessor you would
have five years’ warning about other na-
tions’ weapons development before you
would have to deploy a missile defense.

But the C.I.A. record of prediction is poor.
President Bush was assured that Saddam
would have no nuclear capability for the
next 10 years; when we went in after he in-
vaded Kuwait, however, we discovered Iraq
to be less than a year away. And India, de-
spite our expensive satellite surveillance,
surprised us with its recent explosion.

Six months ago, Congress decided to get a
second opinion about our vulnerability. Don-
ald Rumsfeld, a former Defense Secretary,
was named to lead a bipartisan Commission
to Assess the Ballistic Threat to the United
States. Its nine members are former high
Government officials, military officers and
scientists of unassailable credibility. Cleared
for every national secret, these men with
command experience had the advantage de-
nied to compartmented C.I.A. analysts.

The unclassified summary of this ‘‘Team
B’s’’ 300-page report was released last week
and is a shocker. The direct threat to our
population, it concluded, ‘‘is broader, more
mature and evolving more rapidly than has
been reported in estimates and reports by
the intelligence community.’’

Not only are Iran and other terrorist states
capable of producing a nuclear-tipped missile
within five years of ordering it up; they are
capable of skipping the testing and fine-tun-
ing we have depended on as our cushion to
get defenses up. That means, the commission
concluded, the warning time the U.S. will
have to develop and deploy a missile defense
is near zero.

Let’s set aside our preoccupation with ex-
ecutive privileges and hospital lawsuits long
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enough to consider the consequences of
Team B’s judgment. The United States no
longer has the luxury of several years to put
up a missile defense, as we complacently be-
lieve. If we do not decide now to deploy a ru-
dimentary shield, we run the risk of Iran or
North Korea or Libya building or buying the
weapon that will enable it to get the drop on
us.

Rumsfeld’s commission was charged only
with assessing the new threat and not about
what we should do to meet the danger.

Nine serious men concluded unanimously
that our intelligence agencies, on which we
spend $27 billion a year, are egregiously mis-
leading us. Smiling wanly, the Director of
Central Intelligence, George Tenet, re-
sponded that ‘‘we need to keep challenging
our assumptions.’’

Wrong; we need to defend ourselves from
the likely prospect of surprise nuclear black-
mail. A first step is Aegis, a naval theater
defense (named after the goatskin shield of
Zeus). But that requires this President to re-
define a 1972 treaty with the Soviets that he
thinks requires us to remain forever naked
to all our potential enemies.

The crisis is not likely to occur as Clin-
ton’s sands run out. His successor will be the
one to pay—in the coin of diplomatic paral-
ysis caused by unconscionable unprepared-
ness—for this President’s failure to heed
Team B’s timely warning in 1998

[From the Washington Times, July 20, 1998]
EVERY ROGUE HIS MISSILE

The Commission to assess the Ballistic
Missile Threat to the United States deliv-
ered its findings to Congress last week, and
it would take more than nerves of steel not
to find the Commission’s report spine-
chilling. According to the nine-member bi-
partisan Commission, the United States
could be vulnerable to ballistic missile at-
tack from any number of countries within
the next five years. Needless to say, it is not
the best boys on the block who look to build
ballistic missiles; think North Korea, think
Iran, and many other aspiring regional play-
ers. Swell, just swell.

But almost as chilling as the findings
themselves is the fact that they are com-
pletely at odds with the National Intel-
ligence Estimate (NIE) produced by the CIA
just 3 years ago, a document that blithely
predicted that this threat would surely not
be a problem until 15 years down the road.
(Or at least, not for the 48 contiguous states,
leaving Alaska and Hawaii to fend for them-
selves.) Not only was the CIA estimate too
optimistic to be believed, it was also bla-
tantly political in the sense of providing ar-
guments for the Clinton administration’s op-
position to a national ballistic missile de-
fense.

At the time, an incredulous Republican
Congress mandated a new study to be done,
a ‘‘Team B’’ approach if you will, an alter-
native analysis. In January, the Commis-
sion, under the leadership of former Sec-
retary of Defense Donald Rumsfeld, sat down
with the mandate and the access over a six-
month period to look at all the CIA’s infor-
mation and studies. Their conclusions were
unanimous, and ought to convince any
doubters that the urgent need is there to
counter the growing threat from abroad be-
fore it is too late.

The language of the 30-page unclassified
executive summary (the classified report de-
livered to the intelligence committees of
Congress is five times as long) deserves to be
quoted to underline the gravity of the situa-
tion:

‘‘Concerted efforts by a number of overtly
or potentially hostile nations to acquire bal-
listic missiles with biological or nuclear pay-

loads pose a growing threat to the United
States, its deployed forces and its friends
and allies. These newer, developing threats
in North Korea, Iran and Iraq are in addition
to those already posed by Russia and China,
nations with which we are not now in con-
flict but which remain in uncertain transi-
tions. The newer ballistic missile-equipped
nations’ capabilities will not match those of
U.S. systems for accuracy or reliability.
However, they would be able to inflict major
destruction on the U.S. within about five
years of a decision to acquire such a capabil-
ity (10 years in the case of Iraq). During sev-
eral of those years, the U.S. might not be aware
that such a decision had been made.’’ (Empha-
sis added.)

So, will the Rumsfeld Commission change
minds in the White House? It should, but
don’t hold your breath. The Clinton adminis-
tration is wedded not to real defense but to
an unrealistic policy of arms control by
international treaties, which often not only
are not enforceable, but may exacerbate the
problem. Every time a U.S. ambassador de-
livers a demarche to Russian or Chinese offi-
cials over some piece of proliferation busi-
ness, we signal how American intelligence
works—after which information tends to dry
up.

Even more problematic is the fact that the
administration is forging ahead with the re-
vision of the Anti-Ballistic Missile (ABM)
treaty, seeking implementation of this dubi-
ous document before the Senate has ap-
proved it, as noted by Thomas Moore of the
Heritage Foundation on the opposite page. In
fact, most of the administration’s resistance
to missile defense rests on the notion that
this would violate the ABM treaty and of-
fend the Russians, one of the four successor
nations that inherited ballistic missiles from
the Soviet Union, with which the original
treaty was concluded in 1972. Touching as
such solicitude for Russian sensitivities may
be, it hardly takes into account the fact that
Russia is one of the primary sources of pro-
liferation when it comes to missile tech-
nology—and precisely one of the problems.

Enough is enough. We have in the Rums-
feld Commission report evidence aplenty
that we are facing a serious national secu-
rity threat. To continue to leave Americans
vulnerable is unconscionable.

[From the Washington Times, July 20, 1998]
THE BEST DEFENSE IS A MISSILE DEFENSE

(By Thomas Moore)
On July 15 a Congressional commission

headed by former Defense Secretary Donald
Rumsfeld and composed of some of America’s
best strategic analysts released its report on
the ballistic missile threat to the United
States. Contrary to what the Clinton admin-
istration would have us believe, the biparti-
san Rumsfeld Commission found that a hos-
tile power could deploy long-range missiles
capable of striking the United States with
little or no warning. The proliferation of
missile components or entire systems might
equip a rogue regime with strategic missiles
before the intelligence community could
alert us in time to respond.

Of course, the best response to the develop-
ment of such weapons is ballistic missile de-
fense, but the Clinton administration has
steadfastly opposed it. In 1995, to deflect
criticism of its anti-missile defense posture,
the administration tasked the intelligence
community to answer skewed questions
about the missile threat. These questions
were clearly designed to produce an assess-
ment favorable to the president’s policies.
The result was a National Intelligence Esti-
mate (NIE) assessing the missile threat to
the U.S. homeland as 15 years in the future—
and incidentally, omitting Hawaii and Alas-

ka from consideration. Garbage in, garbage
out, as they say. It was this deeply flawed
NIE that forced Congress to create the
Rumsfeld Commission.

It should come as no surprise that the
White House politicized U.S. intelligence in
order to justify its neglect in defending the
nation. In fact, President Clinton politicizes
everything he touches. In the words of Wil-
liam Kristol, he and his minions subordinate
all the purposes and instrumentalities of
government to their selfish purposes. This is
the real significance of the parade of scan-
dals emanating from the White House. Per-
haps the American people are willing to tol-
erate sexual misconduct in high office as
long as the Dow Jones index continues to
soar. But they cannot afford to tolerate offi-
cial misconduct that jeopardizes their safety
and survival.

Why does the Clinton administration con-
tinue to leave Americans defenseless against
the world’s deadliest weapons? The failure to
counter missiles armed with hyperlethal
weapons is incomprehensible, since we now
have the technology to do the job, and at an
affordable cost. But deliberate vulnerability
is the administration’s preferred policy. It is
without precedent in human history—that a
great military and economic power, faced
with a dire and growing threat, and possess-
ing the means to protect itself, intentionally
chooses to remain vulnerable.

The primary obstacle to missile defense is
the 1972 Anti-Ballistic Missile (ABM) treaty
with the now defunct Soviet Union. This
Cold War relic prohibited each treaty part-
ner from deploying a nationwide missile de-
fense and placed other limits on testing and
development, crippling the U.S. missile de-
fense program from the very beginning. The
fall of the USSR should have eliminated the
ABM Treaty as an obstacle to missile de-
fense. Yet arms control and foreign policy
elites, clinging to their old dogmas like
pagan priests, have kept the U.S. ensnared in
the ABM treaty even though our treaty part-
ner and the Cold War conditions that gave
rise to it are long gone.

The Heritage Foundation recently commis-
sioned a study by the Washington law firm of
Hunton & Williams which concludes that the
ABM treaty legally terminated with the end
of the USSR and the resulting absence of a
bona fide treaty partner. This conclusion is
based on the relevant Constitutional law and
international law, and has been vetted by
the nation’s top legal scholars.

However, the Clinton administration is no
wedded to the ABM treaty that it is at-
tempting to solve the problem of no legally
valid successor by creating a new ABM trea-
ty. An agreement signed last year in New
York would convert the now defunct ABM
treaty into a new, multi-lateral agreement
with Russia, Ukraine, Belarus and
Kazahstan. The administration’s new ABM
agreement would impose new restrictions on
the most promising theater missile defenses
as well.

Article II, Section 2 of the U.S. Constitu-
tion and other laws require that this new
ABM treaty come before the Senate for its
advice and consent. But the Clinton adminis-
tration is quietly implementing it without
the Senate’s approval. This is official mis-
conduct writ large. If allowed to get away
with this breach of the Constitution and
statute law, the White House would lock us
into vulnerability to ballistic missiles for
the foreseeable future. As in the suborning of
U.S. intelligence, the White House shows a
fundamental contempt for the legal and
moral norms which have protected our lib-
erty and security for 200 years and made our
system of self-government the envy of the
world.

Those who care about America’s security
and the rule of law must work to make sure
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the administration does not succeed in im-
plementing the sweeping new restrictions of
the New York accords as a mere executive
agreement. Defense Secretary William Cohen
has already issued guidance to the Pentagon
for compliance with the New York ‘‘demar-
cation’’ agreements on theater missile de-
fenses, systems which were not even covered
in the original ABM Treaty. The body which
implements the ABM Treaty, the Standing
Consultative Commission (SCC), will meet
again in Geneva in September. Unless
blocked by Congress, that meeting will ap-
prove a periodic five-year renewal of the 1972
ABM Treaty and take further steps to
harden the New York ABM agreement into a
fait accompli. Compounding the offense, the
American delegation of the SCC is led by a
man who has never received Senate con-
firmation.

Congress must insist that the White House
stop the illegal implementation of the New
York ABM agreement and submit it for the
Senate’s advice and consent in a timely fash-
ion, using all the tools at its disposal if nec-
essary. For example, Congress should amend
the relevant appropriations bill to prohibit
any funds for ABM treaty-related activities
of the SCC until the Senate has had the
chance to approve the new ABM package.
The Senate can take legislative ‘‘hostages,’’
denying confirmation to administration ap-
pointees until the White House keeps its
promise to submit the new agreements.

The unprecedented refusal of a U.S. presi-
dent to perform the most important func-
tions of his office—provide for the common
defense and uphold the law—confronts the
American people with a stark moral and po-
litical dilemma. If we are to have no say
through our representatives in Congress over
policies that put our lives in jeopardy, can
we claim any longer to be self-governing
citizens of a constitutional republic? The
Rumsfeld Commission has sounded a clear
warning about the threat of ballistic mis-
siles. But this warning tell us something
else—we can no longer cling to the illusion
that the character of our leaders doesn’t
count. If our leaders won’t fulfill their most
important moral and political responsibil-
ities, then we the people must held them ac-
countable. The ancient Greeks believed that
a man’s character is his fate. The same may
be said of nations.

f

POLITICAL VOTE AND A POLITI-
CAL DEBATE ON A WOMAN’S
RIGHT TO CHOOSE

HON. FORTNEY PETE STARK
OF CALIFORNIA

IN THE HOUSE OF REPRESENTATIVES

Thursday, July 23, 1998

Mr. STARK. Mr. Speaker, I rise today to op-
pose the vote to override the President’s veto
of legislation passed by this Congress to crim-
inalize a specific abortion procedure used in
catastrophic pregnancies. Make no mistake
about it, this is a political vote and a political
debate—a debate fraught with inflammatory
rhetoric and distorted facts.

The fact is, there is no medical procedure
called a ‘‘partial birth abortion’’—that’s a name
made up by opponents of choice to distort the
issue. What we’re talking about is a procedure
used in late term catastrophic pregnancies,
when the fetus has a horrible abnormality, or
the pregnancy seriously threatens the moth-
er’s life or health.

The vote to override the President’s veto of
this bill is a blatant attempt to shelter the hy-

pocrisy of the abortion debate—that the
strongest opponents of the right to choose
also oppose programs promoting comprehen-
sive sex education and birth control, which ac-
tually reduce unintended pregnancies. Instead,
anti-choice Members of Congress would make
access to family planning options more dif-
ficult, more dangerous, more expensive, and
more humiliating. A vote to override the Presi-
dent’s veto would threaten doctors with fines
and imprisonment, and prevents not one teen
pregnancy.

Doctors, not politicians, must decide what
medical treatments are the best for these pa-
tients. Doctors use this procedure when they
believe it is the safest way to end a pregnancy
and leave the woman with the best chance to
have a healthy baby in the future. Congress
should not second-guess their medical judg-
ment.

I ask my colleagues in the majority, who
often express their disdain at the federal gov-
ernment’s involvement in their personal lives,
to oppose the veto override. It doesn’t get
more personal than this.
f

SECURITIES LITIGATION UNIFORM
STANDARDS ACT OF 1998

SPEECH OF

HON. JANE HARMAN
OF CALIFORNIA

IN THE HOUSE OF REPRESENTATIVES

Thursday, July 23, 1998
Ms. HARMAN. Mr. Speaker, as an original

cosponsor of H.R. 1689, this day has been a
long time coming.

I first want to commend the chairmen and
ranking members of the relevant committees,
as well as my friend and colleague, ANNA
ESHOO, for their leadership.

Mr. Speaker, in 1995, Congress enacted,
over the President’s veto, the Securities Litiga-
tion Reform Act. This act limits the opportuni-
ties to bring abusive and frivolous class action
suits—suits which divert precious financial re-
sources from leading-edge high technology
companies. The act continues protections for
investors against genuine fraud, as it should,
but protects forward-looking statements made
by companies issuing nationally-traded securi-
ties from strike suits.

With ‘‘strike’’ suits in Federal courts less
likely to succeed, a new venue has been in-
creasingly used—State courts. Such suits po-
tentially have the same chilling effect as those
previously brought in Federal court—until
today.

The measure before us, the Securities Liti-
gation Uniform Standards Act, sets forth clear
and uniform standards for bringing securities
class actions under State law and would gen-
erally proscribe bringing a private class action
suit involving 50 or more parties except in
Federal court.

Mr. Speaker, enactment of this measure
should complete an important reform initiated
in 1995. Securities litigation needed reform.
The future of our Nation’s competitive advan-
tage in the world lies in our ability to develop
products and services that are on the leading
edge of technology and research. The busi-
ness ventures which undertake such activities
are among the fastest growing sectors of our
economy. Indeed, in many places in our coun-
try, including California’s 36th District, they are
the pride of our economy.

But if these business ventures are saddled
by the costs and distractions of unwarranted
lawsuits, filed when stock prices fluctuate for
reasons often beyond the control of business
management, the consequences are to chill
economic growth. Despite the absence of
wrongdoing by managers, corporations are es-
sentially forced to pay large sums to avoid
even larger expenses associated with their
legal defense. The ultimate loser, of course, is
the individual long-term investor whose share
value was diminished as a result of these
suits.

Mr. Speaker, let me assure my colleagues
that the reform measure before us continues
to protect investors. It recognizes the impor-
tant role the private litigation system has
played in maintaining the integrity of our cap-
ital markets. Yet, at the same time, the bill
recognizes that forum shopping cannot be a
new pathway for enterprising parties to gain
new profits. The rights of the aggrieved inves-
tor to seek justice and restitution is main-
tained, while the opportunity to manipulate
procedures to the detriment of the company
and legitimate investors is hopefully ended.

The Securities Litigation Uniform Standards
Act is supported by the Securities and Ex-
change Commission and the administration
and I urge its support.

f

THE GROWING U.S. TRADE
DEFICIT WITH CHINA AND JAPAN

HON. WILLIAM O. LIPINSKI
OF ILLINOIS

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998

Mr. LIPINSKI. Mr. Speaker, I rise today to
speak about our rapidly growing trade deficit
with China and Japan and to strongly urge the
Administration to take stronger measures to
lower foreign trade barriers to American goods
and services.

China and Japan are this nation’s largest
deficit trading partners. In 1997, our respective
trade deficits with China and Japan were $53
billion and $58.6 billion. That’s a combined
deficit of over $110 billion. Needless to say,
but nevertheless an important issue to empha-
size, the massive trade deficits with Japan and
China costs us billions of dollars of exports
and tens of thousands—even hundreds of
thousands of jobs.

The Administration bears a large part of the
blame by deferring to our deficit trading part-
ners during negotiations instead of being more
aggressive in promoting fair trade agreements
that advance the interests of American work-
ers. It’s not as if the Administration does not
have the tools to force foreign nations to open
up their markets. They do. Section 301 of the
Trade Act of 1974 comes to mind. It just
seems to me that they lack the will and initia-
tive. Do they even care about the great Amer-
ican middle class, or are they just pandering
for political posturing?

I strongly believe with all of my heart that
the Administration can do more to open up
foreign markets, especially with our largest
deficit trading partners: China and Japan. Sec-
tion 301 is a powerful tool in our arsenal. Con-
gress gave it to the executive branch, but this
Administration has been extremely reluctant to
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use it. Since this Administration came into of-
fice in 1992, not once has a Section 301 in-
vestigation been initiated against China de-
spite the overwhelming evidence of massive
trade barriers to American products.

Back in 1991, the Bush Administration initi-
ated a Section 301 case against China. We
pushed, and China blinked. Since then, how-
ever, China has consistently failed to follow
through with their obligations outlined in the
agreement. It’s time to pull out Section 301
again, because American jobs and American
working families are at stake here. It’s time to
stop talking about the problem and time to
start doing something about the problem.
f

PERSONAL EXPLANATION

HON. JOHN CONYERS, JR.
OF MICHIGAN

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998

Mr. CONYERS. Mr. Speaker, yesterday
evening I was at the White House and missed
three Roll Call votes.

On rollcall vote No. 330, I was unavoidably
detained. Had I been present, I would have
voted ‘‘no,’’ and I ask unanimous consent that
this statement be placed in the appropriate
portion of the RECORD.

On rollcall vote No. 333, I was unavoidably
detained. Had I been present, I would have
voted ‘‘present,’’ and I ask unanimous consent
that this statement be placed in the appro-
priate portion of the RECORD.

On rollcall vote No. 334, I was unavoidable
detained. Had I been present, I would have
voted ‘‘aye.’’
f

TRIBUTE TO MINISTER O’LANDA
DRAPER

HON. HAROLD E. FORD, JR.
OF TENNESSEE

IN THE HOUSE OF REPRESENTATIVES

Friday, July 23, 1998

Mr. FORD. Mr. Speaker. I rise today to
honor the memory of international—acclaimed
gospel music recording artist Minister O’landa
Draper, whose recent death at the age of thir-
ty-four has marked a tragic loss for the city of
Memphis, Tennessee, the music industry, and
humankind.

The growth and evolution of this twentieth
century psalmist has its roots in the richest
tradition of Memphis music. O’landa Draper’s
phenomenal musical talents were recognized
by his mother, Marie Draper, and others early
in his childhood. In order to prepare for what
he knew to be his calling in life, O’landa stud-
ies at Overton Performing Arts High under the
director of his mentor, Ms. Lula Hedgemon. It
was here that he first directed and led a choir,
a skill which he continued to develop at the
University of Memphis, directing the Univer-
sity’s Gospel Choir. At the age of twenty-two
with these experiences, O’landa set out on his
own and formed a twelve member gospel
choir known as ‘‘O’landa Draper and the Asso-
ciates.’’

From that point, O’landa Draper’s reputation
as an innovative arranger, composer, and mu-
sician catapulted him into the heights of the
gospel music industry. Most notably, his de-

monstrative, energetic method of choir direc-
tion became a signature style which changed
the face of the musical genre of contemporary
Gospel.

‘‘O’landa Draper and the Associates’’ played
a significant role in the development of a cre-
ative revival of the gospel music industry. The
heightened exposure and renewed appeal of
gospel music attracted a new generation of
fans. Minister Draper was a five-time Grammy
nominee and a Dove, Vision, and Stellar
award winner. A member of he Board of Gov-
ernors for the National Academy of Recording
Arts and Sciences, Minister Draper performed
for Presidents Carter, Bush, and Clinton, and
for the 1994 Grammy Awards show. Some of
the most esteemed members of the gospel
and secular music industries recorded and
performed with Minister Draper because of his
dynamism, excellence and creativity. With only
six albums to their credit, ‘‘O’landa Draper and
the Associates’’ has already set an inter-
national standard for gospel music choirs.

O’landa’s is a message of love, that defined
the invigorating life of this ordained Church of
God in Christ minister. His efforts to reach out
to the distressed communities of this nation
were evidenced by his support for AIDS vic-
tims and teenage mothers. His humani-
tarianism shown brightly with his established
scholarship fund and financial support of
homeless shelters. His love of God illuminated
the lives of many as he shared the beautiful
precepts of faith and hope through the won-
drous gift of song.

His voice has now joined the heavenly choir
to sing before the throne of our God forever,
in that place where trouble shall cease and joy
shall have no end.

For his life and magnanimous contributions
to the community, Mr. Speaker, I would ask
you and my colleagues in the U.S. House of
Representatives to join with me in honoring
the memory of this champion of God’s cru-
sade Minister O’landa Draper.
f

INTRODUCTION OF THE ENDAN-
GERED SPECIES CONSOLIDATION
ACT

HON. DON YOUNG
OF ALASKA

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998

Mr. YOUNG of Alaska. Mr. Speaker, today
I am introducing the Endangered Species
Consolidation Act which is a very simple, good
government bill. This bill will reduce the num-
ber of federal agencies with direct responsibil-
ity for implementing and enforcing the Endan-
gered Species Act.

The Endangered Species Act was originally
enacted in 1973 to provide a federal program
to insure that our plant and wildlife resources
were protected from extinction. The Endan-
gered Species Act or ESA as it is more com-
monly called, divides responsibility for its im-
plementation and enforcement between two
different federal agencies in two separate fed-
eral Departments. The Fish and Wildlife Serv-
ice within the Department of the Interior is the
primary federal agency with responsibility for
enforcing the law. The 1997 budget for direct
endangered species enforcement within the
Fish and Wildlife Service is approximately $80
million. The Fish and Wildlife Service is re-

sponsible for listing and developing rules to
protect all land based endangered or threat-
ened species and all fresh water fish.

The National Marine Fisheries Service
(NMFS), a division of the National Oceanic
and Atmospheric Administration (NOAA) within
the Department of Commerce has responsibil-
ity to implement and enforce the Endangered
Species Act when it involves fish in the
oceans or which migrate to the oceans, as
well as marine mammals and sea turtles.
Their annual buget is approximately $20 mil-
lion.

The Fish and Wildlife Service has approxi-
mately 800 employees assigned to protect en-
dangered species, while the National Marine
Fisheries Service has approximately 270 em-
ployees assigned to protect endangered spe-
cies.

With the listing of various species of salmon
which can migrate hundreds of miles inland to
spawn, the jurisdictional reach of the National
Marine Fisheries Service now overlaps that of
the Fish and Wildlife Service. Many compa-
nies and individuals are being required to ob-
tain permits for land based activities from both
the Fish and Wildlife Service and the National
Marine Fisheries Service for the same activi-
ties because of the presence of species that
are under the regulation of both agencies. In
addition, federal agencies that impact endan-
gered species must conduct consultations with
both the Fish and Wildlife Service and the Na-
tional Marine Fisheries Service in many cases.
For example, a timber company in Washington
with land adjacent to a stream where salmon
migrate and with spotted owl habitat will have
to obtain a permit from both agencies to con-
duct its business.

Having two agencies with overlapping re-
sponsibility is a waste of taxpayer funding and
takes away resources that can be spent di-
rectly on species recovery.

This bill would simply transfer authority for
enforcement of the Endangered Species Act
to the Fish and Wildlife Service. The National
Marine Fisheries Service would continue to
regulate all other fishing activities and fisheries
management, as well as continuing to protect
all marine mammals.

Under the ESA, all federal agencies are re-
quired to use their resources and authorities to
protect endangered species. Whenever the
actions of any federal agencies are likely to
impact an endangered speices, that federal
agency is required to enter into a consultation
with the federal agency that has primary re-
sponsibility for endangered species—The Fish
and Wildlife Service, except when the species
is one under the jurisdiction of the National
Marine Fisheries Service. In that case, the
agency must consult with NMFS. This duplica-
tion of effort and overlapping of responsibility
has become very burdensome, expensive, and
time consuming, not just for private citizens
but for federal agencies as well.

It is time for us to consolidate the ESA func-
tions of these two agencies into one primary
agency. This means that when the NMFS will
conduct an activity that affects an endangered
species, such as issuing fishing permits, it will
also be required to consult with the Fish and
Wildlife Service, to insure that its activities do
not harm those species.

This bill will save time and money for every-
one involved in protecting endangered species
and most of all will give the taxpayers the
most and best conservation for our taxpayer
dollars.
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H. CON. RESOLUTION ON UGANDA

HON. HOWARD L. BERMAN
OF CALIFORNIA

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998

Mr. BERMAN. Mr. Speaker, today, I join my
colleague Mr. Payne in submitting this resolu-
tion condemning the forced abduction of chil-
dren by the rebel Lord’s Resistance Army
(LRA) in Northern Uganda. The LRA, a bizarre
Christian group supported by the fundamental-
ist Islamic government in Sudan, has kid-
napped some 10,000 Ugandan children and
forced them to fight as insurgents. Some of
these children are as young as eight years
old.

Captive children raid and loot villages and
serve in the front lines against the Ugandan
army. They are also forced to help kill other
abducted children who try to escape. Young
teenage girls suffer the additional horror of
serving as ‘‘wives’’ to ranking rebel soldiers. If
they resist, they are beaten, sometimes se-
verely. Girls may be given to several men in
the course of a year.

I am heartened that the children’s plight is
getting more international attention. In March,
the U.N. Commission on Human Rights con-
demned ‘‘in the strongest terms’’ the abduction
of children in Northern Uganda, and the First
Lady addressed the issue in a speech while
visiting the country. Much more needs to be
done, however.

This resolution condemns the abduction of
children by the LRA in northern Uganda and
calls for the immediate release of all LRA child
captives. It urges the recently-appointed U.N.
Special Representative on Children and
Armed Conflict to aggressively address the sit-
uation, and encourages the U.N. Committee
on the Rights of the Child to investigate. The
resolution also calls on the Al-Bashir Govern-
ment in Sudan to stop supporting the LRA and
asks President Clinton to provide more sup-
port to U.N. agencies and non-governmental
organizations working to rehabilitate and re-
integrate former child soldiers into society.

I am proud to be an original cosponsor of
this important legislation and I urge all my col-
leagues to support it. Let us help end the
nightmare for children in Northern Uganda.

f

PERSONAL EXPLANATION

HON. CAROLYN B. MALONEY
OF NEW YORK

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998

Mrs. MALONEY of New York. Mr. Speaker,
on Monday, July 20, I was unavoidably de-
tained and missed rollcall votes 297–306. Had
I been present, I would have voted ‘‘yes’’ on
rollcall votes 297, 298, 299, 300 and 301, ‘‘no’’
on rollcall vote 302, ‘‘yes’’ on rollcall votes
303, 304, and 305, and ‘‘no’’ on rollcall vote
306. Please place this in the appropriate place
in the RECORD.

MR. STARR: WAIVE REPORTERS’
PRIVILEGE OF SILENCE AND
ALLOW THEM TO TELL WHAT
THEY KNOW

HON. JOHN CONYERS, JR.
OF MICHIGAN

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998

Mr. CONYERS. Mr. Speaker, Independent
Counsel Kenneth Starr is now the subject of
multiple investigations of whether he and his
staff illegally leaked confidential information to
the media. Those investigations include a con-
tempt hearing to be held by Chief Judge
Norma Holloway Johnson of the federal court
in Washington, and inquiries by the Office of
Professional Responsibility of the Justice De-
partment, and the D.C. Bar Counsel. In addi-
tion, the Independent Counsel is supposed to
be investigating himself.

Mr. Starr has already admitted that he and
his chief deputy, Mr. Jackie Bennett, routinely
talk to the media on an off-the-record basis re-
garding their investigation of the President.
The Independent Counsel claims, however,
that his discussions were legal because the
rule of grand jury secrecy does not reach in-
formation until it is presented to a grand jury.
That argument, in my view, is incorrect.

An important question in these leak inves-
tigations will be exactly what was said during
meetings between the prosecutors and report-
ers. In order to have a full and complete
record of what went on during those sessions,
the Independent Counsel should publicly re-
lease the reporters from their vows of silence.
After all, is it fair for the Independent Counsel
to share confidential information with report-
ers, and then force them to cover-up possible
misdeeds?

I fully respect a reporter’s First Amendment
right not to reveal a source. But the Independ-
ent Counsel can relieve the reporters from
having to make a difficult decision to stand
mute. Given the significance of issues involv-
ing the investigation of the President, Mr. Starr
should allow the court and public to know
what his media contacts have to say on this
subject.

On more than one occasion, the Independ-
ent Counsel has called on the President to
urge others to waive privileges and testify. The
first was when he wrote to the White House
Counsel, Mr. Ruff, asking that the President
tell Susan McDougal to waive her Fifth
Amendment rights and testify before the White
water grand jury. Mr. Starr did that even
though Ms. McDougal had her own lawyer to
advise her, and publicly said that she would
not listen to what the President said. In addi-
tion, the spokesman for the Independent
Counsel, Mr. Bakaly, criticized the President
for refusing to urge Ms. McDougal to give up
her rights.

A second instance involved the Secret Serv-
ice. In April of this year, after the Secret Serv-
ice argued that its agents could not be com-
pelled to testify about the President, Mr. Starr
requested that the President waive any Secret
Service privilege and order the agents to ap-
pear before the grand jury. Mr. Starr made
that request even though the privilege was as-
serted by the Secret Service and not the
President, and the Secret Service’s director,
Mr. Merletti, considered the matter to be one
of great national significance.

The President was right when he refused
the Independent Counsel’s ill-considered re-
quests. But I cannot see any public interest in
Mr. Starr’s refusal to waive the privilege that
requires his media contacts to remain silent in
the face of these leak investigations. The
Independent Counsel has made clear that he
views the invocation of privileges as a road-
block to the truth. How, in good conscience,
can he take a different position simply be-
cause he has now become the focus of the in-
vestigation?
f

STATEMENT FROM SOME VER-
MONT HIGH SCHOOL STUDENTS

HON. BERNARD SANDERS
OF VERMONT

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998

Mr. SANDERS. Mr. Speaker, I would like to
have printed in the RECORD this statement by
a high school student from my home state of
Vermont, who was speaking at my recent
town meeting on issues facing young people
today. I insert this statement in the CONGRES-
SIONAL RECORD as I believe that the views of
this young person will benefit my colleagues:
STATEMENT BY ERIK KENYON, MEGAN WILLEY,

KELLY COOK AND JUSTIN STURGES REGARD-
ING GAY-STRAIGHT ALLIANCE

ERIK KENYON: Thank you.
United Nations here from the Bellows Free

Academy Gay-Straight Alliance. You have
already heard about gay-straight alliances,
so we are just going to tell you a bit today
about the way our school works.

Like most places in Vermont, St. Albans—
over that way—is fairly isolated. For the
first two years of high school, I just didn’t
date anyone. It was something I had no real
urge to do. I never thought, well, maybe I’m
gay, because the word never came up at all,
until I went off to the Vermont Youth Or-
chestra—which is really cool—I have to get a
plug in here; we have a concert tomorrow by
the way—which is where I met my first gay
person, and that United Nations. ‘‘That
makes sense. Why didn’t I think of that?’’
This is how isolated St. Albans really is. And
St. Albans is actually a big progressive for
the State of Vermont, if that tells you any-
thing.

And so, at the beginning of the year, some
students got together, and we wanted to
start something, and the gay-straight alli-
ance is what we decided on, and here is Jus-
tin to tell you about that.

JUSTIN STURGES: When we began, it was a
new thing, you know, no one had even
thought about GSAs, and so we were met
with a certain degree of resistance. There is
a story that goes along with this. When we
first went into our headmaster’s office, there
were three of us, Erik, myself and another
guy, who couldn’t be here. He asked us, Well,
how many of you people are there? And that,
right there, set the mood. He has gotten bet-
ter, and I think that we are the reason, to an
extent. It was this sense of newness, this
sense of an unchartered area that no one had
been to yet, and we broke that.

And we have been met with certain degree
of resistance from several people, from peo-
ple in the school, from outside influences,
from adults, from the teachers.

Here is Kelly. Kelly is going to talk about
an experience of her’s.

KELLY COOK: Hi.
Yeah. I joined GSA about three weeks ago,

I think. One time, I was walking up to a cof-
fee house which we put on quite often. And a
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lot of people don’t accept different people,
like they call me a freak at my school. I’m
like: Okay, whatever. I am just walking out
with a whole bunch of people and suddenly
these people come by with a truck and throw
stones at me. That is the kind of stuff you
have to get rid of.

And a lot of people just don’t accept gay,
bi, or different people at all, and I will hand
it over to Erik.

ERIK KENYON: But we have been making
success this year, and when we were starting
out, there were some people all for us and
supportive, and some people that were really
against us. But most of the people were just
sort of indifferent, and we won over most of
them. And we have been working on the rest
of them.

And a lot of the time this sort of change—
well, the bills and all the policies help a
great deal, but a lot of the times, it is that
little things. Like an experience I had just
last week, just in the cafeteria, and just
bringing my tray up and dumping my gar-
bage and all that, and behind me I could hear
a chant of, ‘‘Queer, queer, queer,’’ getting
louder and louder. It started as a stage whis-
per, which is hard with microphones. But it
was just—it is kind of commonplace.

So I just did my thing, put all my stuff
away, and then walked over to the table
where it was coming from—it was quite obvi-
ous—and just stood there and stared at
them. And they were just like: Hi. What?
They got really uncomfortable, you know.

So I didn’t say a thing, just walked away
out in the hall, did something or other. And
I was really surprised, the boy at the table
that was doing it, came that and apologized
to me. He said, you know: ‘‘I’m sorry, I
didn’t mean it,’’ and all that. And I was like:
Okay, thanks. And he said, ‘‘No, really, I’m
sorry. I was just trying to show off. It was
stupid.’’ And he shook my hand. That was
just, like: Oh, wow. That was change, and
this is how a lot of these changes happen.

And a lot of other things have come up
through the course of the day, about things
that people would like to get put into place.
And we can speak for some of those, like the
harassment policy, which doesn’t get exer-
cised enough. It doesn’t get exercised, be-
cause it is really difficult to exercise, but
through our group, we had have had, I think
three people so far who have gone through
the process and done the paperwork to file
the complaint, and the harassment has
stopped.

We also put on a number of coffee houses,
just to read poetry and stuff. It is a nice, re-
laxed atmosphere. It was odd at the first one,
we had 100 people, out of a student body of
1,000, so you get that kind of one in ten, ten
percent, and that was kind of neat.

We also have a Web page, put together for
the GSA in the state, to try to help us net-
work. It is a start, but we could use a lot
more.

And, Justin?
JUSTIN STURGES: What we see needs to hap-

pen—we are obviously here for a purpose—we
see, for the advancement of such things as
we have been doing, we find it necessary for
teachers to be trained. That is the one thing
that has been left out. You know, we have
done what we can for the student population,
and will continue to try to educate them, to
get them to be more open to our organiza-
tion and anyone who is different from what
they may see.

We find it necessary for the teachers to be
trained, because they are the source, to an
extent, because they are there in the class-
room with all the students, because they
come into contact with every student in that
school. And, sometimes, they let things slip
that, perhaps, they shouldn’t.

Outright Vermont, right here in Bur-
lington, does do a program, and we have

talked to them about it, but there were re-
strictions in our school because of the
amount of assemblies we have had and the
amount of inservice time that we have had,
and we couldn’t get anything off the ground.
But support for that is the one thing we are
rallying for currently, the one thing we see
that needs to happen.

Congressman SANDERS: Thank you very
much

STATEMENT BY CHRISTIE NOLD REGARDING
CHILD LABOR

CHRISTIE NOLD: My name is Christie Nold.
I am an eighth grade student at Shelburne
Community School.

For the past several weeks, I have been re-
searching the topic of child labor in the U.S.
and throughout the world. This is a brief
summary of my findings.

The problem: Around the world, there are
250 million underaged children in the work
force. There are nearly 300,000 underaged
workers in the United States. Working con-
ditions include: Wages as low as $1.50 per
day; sexual abuse; physical punishment; ex-
posure to dangerous chemicals; and children
chained to their machines.

Companies that utilize child labor include:
GAP, Nike, J.C. Penny, Esprit, Disney and
many others. For example, workers are paid
6 cents to produce a 101 Dalmations outfit
that is sold in the U.S. for $20.

Progress in the fight against child labor:
As awareness of this problem that has grown,
there has been progress in the fight to end
child labor. My research has uncovered that
our own congressman, Congressman Sanders,
has been the leading spokesman in the U.S.
Congress against child labor, and specifically
against Nike. His efforts are producing re-
sults. As recently as Tuesday May 12, Phillip
Knight, the CEO of Nike, announced the fol-
lowing changes in his companies practices:
They will raise the minimum age of its
workers to 16 at its clothing factor, and 18 at
its shoe factories; they will adopt U.S. stand-
ards or fresh air inside their factories; they
will ask individual foundations and rights
groups to monitor Nike plants worldwide;
they will begin having on-site education pro-
grams at their factories.

Congratulations, Congressman Sanders.
Your efforts are paying off.

There is still much work to be done, as the
ultimate goal is to bring jobs back to the
U.S. and pay American workers a living
wage. The Foul Ball Campaign is another
area where progress has been made. For
years, the vast majority of soccer balls were
made and stitched in Pakistan using child
labor. FIFA, the governing body of soccer,
has determined that it will not put its
stamps on soccer balls made by child labor.

The Rugmark campaign has also made
progress. Hand-made oriental rugs are com-
monly made by children who are chained to
their machines and guarded by men with
guns. The Rugmark label was created in 1997
to indicate rugs that were made without
child labor. Now, when you purchase an Ori-
ental rug, you can look for this label.

In conclusion, child labor continues to be
one of the worst social and economical prob-
lems in the world today. The goal of our gen-
eration is to help eliminate this problem by:
Becoming aware of companies that utilize
child labor and take our business elsewhere;
let the leaders of these companies know that
we have a lot of consumer power, and will
not purchase their products; support those
who are leading the fight against child labor.

Thank you.
Congressman SANDERS: That was an excel-

lently written and presented paper. That was
really good.

STATEMENT BY AMANDA BEAN, REBECCA WEST,
NOEL BAKER, JESSICA DAILEY, SARAH
MCDONOUGH, NIKKI ERNO, LOUISE
MARTINEK, STACEY ZAK, JODY JERNIGAN
AND CELINA COGLAN REGARDING TEEN PREG-
NANCY/WELFARE REFORM

JESSICA DAILEY. Jessica.
I would like to speak about teens and the

resources that we seem to be lacking. We
found that there are very few resources for
teens either who are pregnant, or who aren’t
but need help. There is the Lund Family
Center, which is pretty much the only one of
its kind in the area. And we need more help.
There is really nowhere for us to go.

There is also a problem with people who
aren’t pregnant. They have no really good
teen pregnancy prevention programs out
there for people at high risk, and we feel
there needs to be put more of an emphasis on
prevention and giving education for that.

Congressman SANDERS. Other thoughts?
We would like to hear from as many folks as
possible. Please don’t be shy. Who else? Just
pass the mike along.

JESSICA DAILEY. Nikki wanted me to say
something for her.

Congressman SANDERS. Sure.
JESSICA DAILEY. Also, the program called

Spectrum for people who have had children
who are in SRS custody who are over the age
of 16. However, there are no programs like
that for people under 16, and a lot of people
are falling through the cracks. There needs
to be programs out there for people who are
under 16 who are in SRS custody towed.

AMANDA BEAN. I know I am in SRS cus-
tody, and I have a daughter. I am not 16, and
therefore I can’t go into the Spectrum pro-
gram because of that fact, and I have been
living at the Lund Family Center for a very
long time. And there are no programs for me
except Lund, which, to me, feels like I am
staying there a long time, when other girls
could be coming into my spot, which could
be helping them, when I have already been
helped, but, yet, I am not old enough to go
into that program that they have.

NOEL BAKER. I think that the schools real-
ly need to support our decision. In my case,
school told me to get my GED or my adult
diploma, and I am not old enough to do that.
And I really wanted to get my education and
everything, and Lund is the only resource
out there that I could go to get my schooling
and to parent my son. I really do think that
the support of school would really help us
right now.

JODY JERNIGAN. My name is Jody, and I’m
14. And I just wanted to say, make the point
really clear that there is not much out there
for teens, and pregnant teens. Lund has been
really helpful, but we need more out there.
We need things for teens to do so they are
not getting pregnant, and also things for
teens to do that are pregnant or that do have
children, because there is nothing out there.

LOUISE MARTINEK. I just wanted to say
that I think day cares need to be given more
money. Day care workers are like making
nothing and our day care has no money to do
anything.

JESSICA DAILEY. About day care, I am un-
able to have my child in the day care center
at Lund because there aren’t enough spots
open. It was unreal trying to find a day care
that would take subsidy. And even when
they did, I am still having to pay extra, and
it is very, very difficult. And a lot of the day
cares that will accept full subsidy, workers
are being paid so low that you are not really
getting quality with your child care.

I think that something needs to be done
about that, because, I mean, it is pretty bad
when you walk into a day care and you have
a bunch of kids, hardly any day care work-
ers, and they are not paying attention to



CONGRESSIONAL RECORD — Extensions of RemarksE1428 July 24, 1998
them. I have run into them a couple of
times.

Congressman SANDERS. Other comments?
AMANDA BEAN. I was wondering about

longer hours of day care, like not longer
days, but being open longer. Most day cares
are 5:00 or 6:00, and what about people who
work until 9:00 or 10:00 at night and have to
pay someone extra, and weekend day cares. I
work on the weekends, and I have to pay
somebody unreal amounts of money to baby-
sit my kid, and there goes most of my
money.

Congressman SANDERS. The issue that we
are talking about obviously is a very per-
sonal and difficult issue. I very much ap-
plaud you all for coming up, and I thank you
for doing that.

f

HONORING SGT. JOHN PETERSON

HON. MARGE ROUKEMA
OF NEW JERSEY

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998

Mrs. ROUKEMA. Mr. Speaker, I rise to call
attention of my Colleagues to a tragedy in my
Congressional District earlier this month. Sgt.
John Peterson, a loyal and dedicated Alpine,
New Jersey, police officer was critically injured
on the job. His case has brought an outpour-
ing of sympathy from our community.

Sgt. Peterson was directing traffic around a
Bell Atlantic cable-stringing crew on Hillside
Avenue in Alpine about 1:30 p.m. July 2 when
he was struck by a car. The car turned from
Church Street onto Hillside, then increased in
speed while ignoring Sgt. Peterson’s orders to
stop. The sergeant finally attempted to jump
out of the way but was struck by the car and
suffered broken bones in his nose, pelvis,
chest and shoulders, among other injuries. He
was flown by helicopter to Hackensack Univer-
sity Medical Center, where he was listed in
critical but stable condition at last report. A 71-
year-old Cresskill woman has been changed
with failing to comply with the directions of a
police officer.

Sgt. Peterson has patrolled the streets of Al-
pine for more than 25 years, becoming well-
known among the residents of the affluent
Bergen County borough. He, his wife, Marie,
two adolescent children and one grandchild
live in nearby Emerson. The couple also have
two adult children. When word of the accident
and severe injuries spread, the community
was shocked. As a result, Alpine residents Ed
and Sally Desser have begun a fund-raising
campaign to help Sgt. Peterson and his family
pay for medical expenses. A fundraising bar-
becue will be held at the Desser’s home this
weekend.

Mr. Speaker, we all know that police officers
are among the most valued members of our
communities. They work nights, weekends and
holidays to protect us, our families and our
property. Their work is hard and their pay
modest. And every day they know they may
be called on to put their lives on the line. Offi-
cers’ spouses and children pray each day that
they will return home from work safely—not a
worry most of us have to face. In a small and
relatively crime-free community such as Al-
pine, those worries seldom turn into real-life
tragedy. But this terrible accident reminds us
of the dangers a police officer faces every mo-
ment of every day—whether chasing drug
dealers through a crime-ridden corner of a

major city or directing traffic in a peaceful sub-
urb.

I ask all the Members of the House to join
me in offering their gratitude to the hard work
and dedication of officers like Sgt. Peterson
across our nation. Let us strive to keep Sgt.
Peterson and his family in our thoughts and
prayers.
f

PERSONAL EXPLANATION

HON. XAVIER BECERRA
OF CALIFORNIA

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998

Mr. BECERRA. Mr. Speaker, on July 15, I
was unavoidably detained during roll call vote
number 282, on final passage of H.R. 3267, a
bill concerning the Salton Sea. Had I been
present for the vote, I would have voted ’’no‘‘.
f

EXPRESSING CONDOLENCES TO
THE STATE AND PEOPLE OF
FLORIDA FOR LOSSES SUF-
FERED AS A RESULT OF WILD
LAND FIRES

SPEECH OF

HON. CARRIE P. MEEK
OF FLORIDA

IN THE HOUSE OF REPRESENTATIVES

Monday, July 20, 1998

Mrs. MEEK of Florida. Mr. Speaker, I rise in
strong support of House Concurrent Resolu-
tion 298. The people in the northeast and cen-
tral regions of the state of Florida have experi-
enced great hardship because of the destruc-
tion of nearly 500,000 acres of land and over
$276,000,000 dollars in aggregate damages.

I would like to express my heartfelt sym-
pathy to the people who have personally in-
curred loss, or who had family and friends
who sustained losses due to the brush fires
that damaged or destroyed nearly four hun-
dred homes and businesses in Florida.

We must also recognize the firefighters,
from forty-seven states across this nation who
unselfishly worked around the clock in ex-
treme heat to combat these fires.

At the same time, this incident underscores
the need to prepare ourselves in advance for
future catastrophes. I am hopeful that we can
learn from our experiences in this matter and
apply our knowledge to prevention.

With the victims and families of this disaster
in mind, I strongly urge my colleagues in the
U.S. House of Representatives to vote for
House Concurrent Resolution 298.
f

TRIBUTE TO CAROLE PONCHETTI

HON. GEORGE P. RADANOVICH
OF CALIFORNIA

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998

Mr. RADANOVICH. Mr. Speaker, I rise
today to pay tribute to Fresno Businesswoman
Carole Ponchetti, President and Chief Execu-
tive Officer of J.E. Ethridge Construction Inc.,
for her efforts and success in the business
arena. Carole Ponchetti’s climb and dedication
to her current position in a traditionally male-

dominated field has made her very deserving
of this recognition.

Mrs. Ponchetti has clearly demonstrated a
drive for success. She attended California
State University, Fresno, earning her license
as a Class B General Building Contractor. In
1971, Mrs. Ponchetti began her career with
Ethridge, working as a secretary in a one-em-
ployee office. Steadily climbing the corporate
ladder in the mid 1980’s, Mrs. Ponchetti was
a key figure in the renovations of the Fresno
Bee and the Fresno Metropolitan Museum.

Mrs. Ponchetti has served the community in
more ways than one. She is currently on the
Chamber of Commerce Board of Directors, a
board member of the San Joaquin Business
Investment Group (a minority interest), and a
member of the Fresno Business Council.

Mr. Speaker, it is with great honor that I pay
tribute to Carole Ponchetti for her effort with
J.E. Ethridge Construction Inc. Her commit-
ment and unfailing dedication serve not only
as a model for current heads of business, but
also for women who wish to enter and suc-
ceed in the business field. I ask my colleagues
to join me in wishing Carol Ponchetti many
more years of success.
f

RECOGNIZING LARRY D. HAAB

HON. GLENN POSHARD
OF ILLINOIS

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998
Mr. POSHARD. Mr. Speaker, I rise today to

pay tribute to my constituent, Mr. Larry D.
Haab, who will be retiring from the Illinova
Corporation, a power company in my congres-
sional district. He has honorably served as
Chairman, President and Chief Executive Offi-
cer, and will resign from the latter post this
summer after more than 25 years of service.
I wish him all the best during his retirement.

Larry attended Millikin University in my dis-
trict and earned his bachelor of science de-
gree in 1959. He recognized that commitment
to his career and Illinova was essential in the
business world. Larry established his career in
the early 1970’s when he was appointed man-
ager of data processing at Illinova. His supe-
rior service to the company resulted in his pro-
motion to vice president two years later, and
reelection in the subsequent years until he
achieved the presidency in 1989. By 1991,
Larry had achieved the offices of Chairman
and Chief Executive Officer. Larry recognized
the potential of Illinova, and he wanted to ex-
pand it into larger and new markets. During
his career, he helped in the growth of the cor-
poration from a local utility to a nationwide
business to an international operation.

In addition, Larry devotes his energy to
serving on dozens of boards and councils with
dynamic leadership and integrity. He under-
stands the importance of being involved and
committed to the Decatur community. From
the Illinois Energy Association and the Millikin
University Alumni Board to the Decatur County
Economic Development Foundation, Larry has
maintained active involvement with business
and community issues. He is married to Ann
Haab, and has two daughters and a son.

Mr. Speaker, please help me in recognizing
Mr. Larry D. Haab for his dedication and com-
mitment to Illinova and his community. As a
member of the House Small Business Com-
mittee, it is a pleasure to witness businessmen
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such as Larry Haab succeed. I wish him the
best during his retirement. He has been very
successful with Illinova, and it has been a
pleasure to represent him in the United States
Congress.
f

EDUCATION FUNDING

HON. BOB SCHAFFER
OF COLORADO

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998

Mr. BOB SCHAFFER of Colorado. Mr.
Speaker, just yesterday, I met with principals
from schools in the 4th Congressional District
of Colorado and I would ask my colleagues to
consider the issues raised by these education
professionals. Congress, they told me, has
mounted bureaucratic obstacles which prevent
them from putting federal education dollars to
use for their students. The paperwork and bu-
reaucratic red-tape associated with federal
money are hurdles which prevent dollars from
reaching the classroom.

Principal Betsy Dumph from the town of
Hudson, Colorado, stated that small schools
like hers simply do not have the money to hire
professional grant writers to negotiate the ex-
tensive federal grant applications and are
therefore at a competitive disadvantage to
large districts when seeking federal grants.
Another principal described how bureaucratic
rules often keep her school ineligible for fed-
eral grants. The entire group expressed frus-
tration with federal rules concerning special
education which restrict them from removing
dangerous students.

These principals aren’t the only ones who
feel this way. Teachers and parents in north-
ern Colorado told the Committee on Education
and the Workforce they share the same senti-
ments. Over 79% of respondents to an edu-
cation survey in my district support sending
the majority of all federal education funds di-
rectly to the classroom. Nearly 85% would
support efforts to eliminate onerous federal
mandates affecting education.

The objective of these Oversight hearings
was to produce the Education at a Crossroads
report to Congress. Based on witness testi-
mony, the Subcommittee has made four rec-
ommendations—send dollars to the classroom
not the education bureaucracy, strengthen
local control, emphasize basic academics, and
promote parental involvement. These sugges-
tions came after two years of investigations
and the testimony of 225 witnesses in 15
states including Colorado. The report was
adopted by the Subcommittee on the 17th of
July.

Before developing these recommendations,
the Subcommittee made several observations:
There are 760 federal education programs. An
average of 48.6 million hours are spent doing
paperwork. As little as 65 cents of every fed-
eral tax dollar makes it to the classroom.
There are over 18,000 federal employees and
full-time equivalents administering federal edu-
cation programs.

There are disturbing national trends that
Congress should address. For example, al-
most half of America’s fourth-graders do not
read at even a basic level. Half of all students
from urban school districts fail to graduate on
time, if at all. The average 1996 NAEP scores
among 17-year-olds are lower than they were

in 1984. American senior high students only
outperformed two out of 21 nations in mathe-
matics according to the Third International
Mathematics and Science Study. Public higher
education institutions spend one billion dollars
on remedial education.

The answer to this situation is simple: Listen
to educators, parents, and administrators and
take their advice. For once, the government
needs to support what works and take the
suggestions of professionals who are making
the grade and making a difference.

Mr. Speaker, the principals I met with, the
letters, responses and phone calls I have re-
ceived have pointed to the same thing. The
findings in the Education at a Crossroads re-
port come as no surprise because they simply
state what people have been saying for some
time—get rid of the red tape and put dollars in
the classroom; trust teachers, local administra-
tors and parents to make decisions about pol-
icy and budgeting rather than Washington bu-
reaucrats in the Department of Education. It is
time we listen.

f

JULIAN BREECE: ONE OF D.C.’S
BRIGHT STARS

HON. ELEANOR HOLMES NORTON
OF THE DISTRICT OF COLUMBIA

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998

Ms. NORTON. Mr. Speaker, I rise today to
recognize one of the bright stars of the District
of Columbia, Julian O. Breece, Though only
seventeen years old, Julian has compiled an
exemplary academic record, extensive produc-
tion and anchoring experience in local and na-
tional television, served as a Youth Ambas-
sador to Israel, and participated in the Junior
Statesmen summer school program. Now, I
am proud to recognize his latest achievement:
a $10,000 scholarship in the Arts and Human-
ities category of the Discover Card Youth Pro-
gram. Julian joins a select group of only nine
award recipients from around the nation,
achievers who stand out personally and aca-
demically.

Julian Breece, like so many other D.C. stu-
dents, is a gifted and talented young man. His
4.0 grade point average at Benjamin Banneker
Academic Senior High School simply wasn’t
enough; Julian had to do more. He has
worked with the D.C. Public Schools cable
station, DC28, for two years, honing his skills
as an anchor, writer and producer. Julian is a
regular panelist on Black Entertainment Tele-
vision’s Teen Summit show, which airs nation-
ally each week. I am proud that Julian uses
his exceptional oratorical and communications
skills to serve his community.

Julian’s community service endeavors,
awards and activities are simply too numerous
to list here. From theater troupes to helping
the homeless, from foreign affairs programs to
science fairs, Julian Breece has made an im-
portant contribution to the life the District of
Columbia. I have no doubt that he will con-
tinue to contribute to this city and this nation
as he grows and matures, striving to promote
cultural understanding and community aware-
ness. My warmest congratulations to Julian on
his latest award, and my regards to his par-
ents, who have raised such a fine son!

ADDITION TO DEBATE ON HOUSE
RESOLUTION 392

HON. BENJAMIN A. GILMAN
OF NEW YORK

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998

Mr. GILMAN. Mr. Speaker, I would like to in-
clude the letter of July 16 from Chairman BILL
ARCHER and my reply of July 17 as part of the
record of the proceedings on House Resolu-
tion 392, relating to the role of Japan in solv-
ing the economic crisis in Asia, that took place
on the House floor on Monday, July 20:

COMMITTEE ON
INTERNATIONAL RELATIONS,

Washington, DC, July 17, 1998.
Hon. BILL ARCHER,
Chairman, Committee on Ways and Means,
House of Representatives.

DEAR BILL: Thank you for your letter
about the consideration of H. Res. 392, relat-
ing to the role of Japan in solving the eco-
nomic crisis in Asia.

I very much appreciate your willingness, in
view of the urgency of this matter, to forego
marking up the resolution in the Committee
on Ways and Means.

After consultation with Chairman Bereu-
ter and the minority, I am certainly pre-
pared to bring H. Res. 392 to the floor as or-
dered reported by the Committee on Inter-
national Relations on suspension without ad-
ditional amendment. I also accept the other
understandings set out in your letter.

I will be working with the Majority Leader
to arrange for early consideration of the Res-
olution on the suspension calendar.

With best wishes,
Sincerely,

BENJAMIN A. GILMAN,
Chairman.

COMMITTEE ON WAYS AND MEANS,
Washington, DC, July 16, 1998.

Hon. BENJAMIN A. GILMAN,
Chairman, Committee on International Rela-

tions,
House of Representatives, Washington, DC.

DEAR MR. CHAIRMAN: I am writing in ref-
erence to H. Res. 392, relating to Japan,
which was reported to the House by the Com-
mittee on International Relations, as amend-
ed, on June 25, 1998. The resolution was se-
quentially referred to the Committee on
Ways and Means until July 17, 1998, to ad-
dress provisions within the Committee’s ju-
risdiction.

On July 15, 1998, the Subcommittee on
Trade of the Committee on Ways and Means
held a hearing to review U.S.-Japan trade
policy. This very productive hearing allowed
the Subcommittee to address the necessity
for Japanese implementation of broad struc-
tural reforms, including deregulation of its
economy, reform of its banking system, im-
proved transparency, and the opening of its
distribution system to eliminate exclusion-
ary business practices.

Accordingly, in order to expedite consider-
ation of this important legislation, I do not
believe that a markup by the Committee on
Ways and Means will be necessary on H. Res.
392. However, this is being done only with
your assurance that you will bring the reso-
lution, as reported by the Committee on
International Relations, to the House for a
vote under suspension of the rules, with no
additional amendment. In addition, this ac-
tion by the Committee on Ways and Means
with respect to H. Res. 392 is being done with
the understanding that it does not in any
way prejudice the Committee’s jurisdictional
prerogative on this measure or any other
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similar legislation, and it should not be con-
sidered as precedent for consideration of
matters of jurisdictional interest to the
Committee in the future.

I would appreciate your response to this
letter, confirming this understanding with
respect to H. Res. 392, and would ask that a
copy of our exchange of letters on this mat-
ter be included in the record during floor
consideration. Thank you for your coopera-
tion and assistance on this matter.

With best personal regards,
BILL ARCHER,

Chairman.

f

TRIBUTE TO E.B. ‘‘SWEDE’’
ANTONELL, JOHN E. BOUDREAU,
ROBERT F. BOWMAN, ROBERT L.
STANFIELD AND HARVEY WIL-
LIAMS FOR THEIR SERVICE TO
THE CENTRAL SAN JOAQUIN
VALLEY AGRICULTURAL COMMU-
NITY

HON. GEORGE P. RADANOVICH
OF CALIFORNIA

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998

Mr. RADANOVICH. Mr. Speaker, I rise
today to pay tribute to E.B. ‘‘Swede’’ Antonell,
John E. Boudreau, Robert F. Bowman, Robert
L. Stanfield and Harvey Williams for their serv-
ice to the central San Joaquin Valley agricul-
tural community. Each of these gentlemen has
distinguished himself as a valued member of
the agriculture-water industry.

Mr. E.B. ‘‘Swede’’ Antonell was born in
Michigan and started his career as a chemist
for U.S. Industrial Alcohol after studying chem-
istry at Stanford University. His service on the
Southern San Joaquin Municipal Utility District
Board of Directors dates back to the earliest
days of water service from the Friant-Kern
Canal.

Mr. Antonell came to Kern County in 1938
as a farmer and produce packer. He farmed
citrus, potatoes, corn and cantaloupe. He saw
that farmers in the Delano and McFarland
areas were faced with the pumping of ground
water to sustain their agriculture production
and were depleting the subterranean water
supply. Mr. Antonell decided to actively sup-
port the Friant water project, which would en-
able modern irrigation and use surface water
to produce higher yielding crops. Mr. Antonell
has been a longtime advocate for agriculture
and water in the valley.

Long identified with water industry leader-
ship in Kern County, Mr. Antonell represented
the district as a Friant Water Users Authority
director since the Authority’s formation in Oc-
tober 1985. Beginning in January 1955, Mr.
Antonell served as the director of the Delano-
McFarland District of the Central Valley
Project—Friant Division. Mr. Antonell also
served as director of the Western Growers’
Association, the California Potato Growers As-
sociation, the United Fresh Fruit and Vegeta-
ble Association, the Association of California
Water Agencies Insurance Commission, and
Governor Ronald Reagan’s Citizens’ Commis-
sion for Agriculture. On June 2, his 96th birth-
day, Mr. Antonell resigned and retired from the
Southern San Joaquin Municipal Utility Board
of Directors.

John E. Boudreau joined the Terra Bella Irri-
gation District in 1968. He has managed all

administrative, engineering, operational and
maintenance duties for the system which de-
livers water to agricultural and municipal users
in this Tulare County community. Recently Mr.
Boudreau has overseen a project of over $5
million that includes a municipal and industrial
water treatment plant, a million gallon storage
tank, pumping facilities and four miles of water
lines.

Mr. Boudreau has managed the Friant
Power Authority since its inception in 1979
and plans to continue in that role after his re-
tirement from the irrigation district. He also
manages the San Joaquin River Water Power
Authority and has served on the Tulare Coun-
ty Grand Jury and as Chairman of the Tulare
County Flood Control Commission. In Terra
Bella, he has served as the past director of
the Terra Bella Chamber of Commerce and
the American Cancer Society. With the Asso-
ciation of California Water Agencies, he is the
past chairman of the Thermal Electric Water
Supply Committee and Manager-Engineers
Section, as well as a former Executive Board
member.

Mr. Boudreau earned his bachelor’s degree
in mechanical engineering at the University of
Santa Clara. He served in the United States
Army Reserve for eight years and achieved
the rank of captain.

Robert F. Bowman completed six successful
years as Chairman of the Board of the Friant
Water Users Authority in January. His intro-
duction to farming came 62 years ago when
his parents moved to Kern County from South-
ern California and bought 40 acres near
Buttonwillow. Mr. Bowman has farming inter-
ests in the Corcoran, Angiola and Tipton
areas. His crops have included cotton, alfalfa,
wheat, safflower and sugar beets.

Mr. Bowman has served on the Friant Water
Users Authority board since 1988 and was
vice chairman for two years. His other board
service includes the Upper San Joaquin Water
and Power Authority, Mid-Valley Water Author-
ity, Central Valley Project Authority, Associa-
tion of California Water Agencies, Central Val-
ley Project Water Association and California
Farm Water Coalition. He also chairs the
Friant Water Users Political Action Committee.
Mr. Bowman has distinguished himself as a
fighter for Friant water and San Joaquin Valley
water rights.

Robert Bowman is past chairman of the
California Ag Council, which is made up of the
state’s major agricultural cooperatives. He has
also served as director for both the Western
Cotton Growers’ Association and CalCot. Mr.
Bowman is a 1950 graduate of Cal Poly—San
Luis Obispo and served in World War II as an
U.S. Army infantry lieutenant.

Robert L. Stanfield is retiring from a 35-year
career with the Madera Irrigation District
where he has been the district manager for
the past 23 years. Mr. Stanfield’s family has
nearly 130 years of history in the Madera
area.

After earning a degree in civil engineering
from Chico State College, Robert Stanfield
began his career working part time for the
Madera Irrigation District (M.I.D.). He was then
recruited to become an engineer for the dis-
trict. After rising through the ranks he became
M.I.D.’s general manager/chief engineer in
1975. He has also served as the manager of
the Chowchilla-Madera Power Authority for
M.I.D. and the Chowchilla Water District. A
Madera Canal hydroelectric power plant was

named in honor of Robert Stanfield in 1986.
He has been involved with the Friant Power
Authority since its inception and the Upper
San Joaquin River Water and Power Authority.

Mr. Stanfield is a Madera County Chamber
of Commerce director and San Joaquin River
Conservancy board member. He has chaired
the Association of California Water Agencies
and the Madera City Planning Commission.
He also serves on the California Chamber of
Commerce Water Resources Committee and
the Friant Water Users Authority Advisory
Committee.

Harvey Williams served for 26 years in a va-
riety of positions with the U.S. Bureau of Rec-
lamation and has managed the Shafter-Wasco
Irrigation District for the last decade. Mr. Wil-
liams is from the state of Washington and
earned a degree in agricultural engineering
from Washington State College. He served
two years in the U.S. Army Corps of Engi-
neers in combat engineering.

In 1961, Harvey Williams joined the U.S.
Bureau of Reclamation on its Columbia Basin
Project in the Operation and Maintenance sec-
tion of the newly built irrigation systems which
brought farming to that region. In 1971, Mr.
Williams transferred to Fresno as the Bureau’s
operations chief in the Friant Division of the
Central Valley Project. He was appointed to
the district manager’s position in the Shafter-
Wasco Irrigation District in Kern County on
March 1, 1987. During his tenure with Shafter-
Wasco, the district developed a major pump-
ing plant and pipeline system that links the
several regional water projects. This efficient
system has increased and enhanced the over-
all water supply management and delivery to
its customers. As a result, more than 40,000
acre feet of water has been banked in lieu of
pumping valuable ground water.

Mr. Williams is a director of the Central Val-
ley Project Water Association and serves on
the Friant Water Users Authority Operation
and Maintenance Committee. He also serves
on the Kern County Water Advisory Commit-
tee, the Six District Ground Water Committee
and is an associate director of the Pond-
Wasco-Shafter Resource Conservation Dis-
trict.

Mr. Speaker, it is a great honor to pay trib-
ute to these five gentlemen. Each of these dis-
tinguished citizens has dedicated his life to the
agriculture and water industries of the San
Joaquin Valley and to his community. I ask my
colleagues to join me in congratulating these
men for their distinguished service to the San
Joaquin Valley.
f

IN MEMORY OF ALAN SHEPARD

HON. TIM ROEMER
OF INDIANA

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998

Mr. ROEMER. Mr. Speaker, I rise to ex-
press my deep sorrow on the death of a true
American pioneer and hero, Alan B. Shepard,
Jr. As a member of the House Committee on
Science and as a long-time fan of the Mercury
program, I would like to acknowledge Alan
Shepard’s service and many contributions to
the U.S. space program.

Alan Shepard was known for his determina-
tion, his wit and his courage. He was one of
seven Mercury astronauts named by NASA in



CONGRESSIONAL RECORD — Extensions of Remarks E1431July 24, 1998
April 1959, and he holds the distinction of
being the first American to travel in space.
Alan has been characterized as the most
eager to be chosen from among three Mercury
astronauts who were selected to fly the fa-
mous first space flignt—the Freedom 7 mis-
sion.

On that historic day, Alan Shepard—and the
entire nation—waited anxiously for more than
four hours as NASA worked feverishly to cor-
rect problems involving the launch vehicle’s
electrical system, the ground computer and
the rocket’s fuel pressure. This first flight in
space, which lasted 15 minutes (five of those
minutes in space) carried him to an altitude of
116 miles. Alan Shepard and the Freedom 7
mission marked the beginning of our journey
into space.

Alan Shepard prophetically referred to this
first space mission as ‘‘just the first baby step,
aimed for bigger and better things.’’ The suc-
cess of Freedom 7 and the bravery of Alan
Shepard resulted in tremendous enthusiasm
and excitement about the U.S. space program
and future prospects of space travel. Less
than three weeks after Alan Shepard’s flight,
President Kennedy set forth the goal of land-
ing on the moon by the end of the decade.
Alan Shepard returned to space and was the
fifth astronaut to walk on the Moon during the
Apollo 14 Mission in February 1971.

Mr. Speaker, I remember the first space
flights of the NASA’s Mercury program, and I
think we will always remember the lasting im-
pression Alan Shepard made on us and on
the rest of the world. We are grateful for Alan
Shepard’s service to our nation, his invaluable
contributions to NASA and we will remember
him as a shining star in our early spaceflight
missions. Our thoughts and prayers are with
his family.
f

RECOGNIZING CECILIA DUNBAR

HON. GLENN POSHARD
OF ILLINOIS

HON. JERRY F. COSTELLO
OF ILLINOIS

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998

Mr. POSHARD. Mr. Speaker, my colleague,
Mr. COSTELLO, and I rise today to commend
Mrs. Cecilia A. Dunbar, a distinguished stu-
dent and leader in Marion, Illinois. She cur-
rently attends John A. Logan College in the
19th congressional district and is spearhead-
ing an effort to create a national day of rec-
ognition for higher education. We applaud and
commend her efforts, and offer our support.

Cecilia has been focusing her energy to-
ward devoting a day of recognition to higher
education. She has worked diligently to en-
courage non-traditional students of four-year
and community colleges the importance of
education. Cecilia has not only experienced
the achievement of receiving a higher edu-
cation, she has also been an inspiration for
many non-traditional students to attend col-
lege. After confronting many personal hurdles,
Cecilia realized that she needed to exceed her
high school level education and go back to
school. John A. Logan College recognized her
potential and gave her the opportunity to enroll
as a student. From being the first John A.
Logan student trustee to be reelected to im-

proving student life through various student or-
ganizations such as being President of Phi
Theta Kappa, Cecilia has proven herself to be
an excellent asset to John A. Logan College
and the higher education community.

As a result, Cecilia has been pushing for a
national day of higher education recognition as
a way to thank her colleagues, and her men-
tors at John A. Logan College as well as
stress the importance of higher education to
others who face unique circumstances such
as herself. Cecilia’s proclamation has been
recognized by Illinois Governor Jim Edgar,
and she is now in the process of having it rec-
ognized by additional governors through the
National Governors Association. The first day
of observance is September 16, 1998 which
coincides with John A. Logan’s birthday.

Mr. Speaker, it has been an honor to meet
this inspiring student, and it is a pleasure to
have her recognized for her various achieve-
ments. Higher education is essential for our
citizens, and having people such as Cecilia
recognizing the urgency of this opportunity is
refreshing. Please help us in commending
Mrs. Cecilia Dunbar for her persistent efforts
in recognizing the importance of higher edu-
cation.
f

CHILD NUTRITION AND WIC REAU-
THORIZATION AMENDMENTS OF
1996

SPEECH OF

HON. MARGE ROUKEMA
OF NEW JERSEY

IN THE HOUSE OF REPRESENTATIVES

Monday, July 20, 1998
Mrs. ROUKEMA. Mr. Speaker, I am pleased

that we are reauthorizing the WIC program
here today.

The WIC program is a program that works,
and in the longer-term, actually saves federal
money. For every one-dollar used in the pre-
natal segment of the WIC program, Medicaid
saves untold monies and gives healthy pro-
ductive lives to these children and cannot be
measured in dollars and cents.

WIC works. It reduces the instances of in-
fant mortality, low birthweight, malnutrition and
the myriad other problems of impoverished
children. The WIC program also provides valu-
able health care counseling for expectant
mothers for both mothers and children.

Within the past year, Time and Newsweek
magazines have written feature articles on the
importance of the years from birth to age
three. These articles validate long-standing re-
search based on up-to-date studies of pre-
natal and early childhood development. WIC
funding is a big part of the future development
of these infants.

We want all of our children to have a good
start. Proper nutrition is essential for healthy
growth, the ability to learn, and the chance for
a future as a productive citizen.

This is a wise investment.
f

SALUTE TO THE ‘‘FALCONS’’

HON. BOB SCHAFFER
OF COLORADO

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998
Mr. BOB SCHAFFER of Colorado. Mr.

Speaker, I rise today to recognize the efforts

of some very special constituents, the Friends
of Arrowhead Lodge and Conservators of Na-
ture Society (the ‘‘FALCONS’’). This group of
dedicated volunteers worked to save an his-
toric lodge and outbuildings and operated the
facility as a successful visitors center on na-
tional forest land in the mountains of Colorado
for several productive years.

The Arrowhead Lodge, located along the
Poudre Canyon in Larimer County, Colorado,
has a long and distinguished history. Through
the years, church services, 4–H meetings,
pancake suppers, dinners, socials and parties
echoed from the walls of the Arrowhead
Lodge. The Forest Service bought the lodge,
but planned to tear down the buildings due to
budget constraints several years later. Only
the hard work and grass roots efforts of Mrs.
Elyse Bliss saved the buildings from destruc-
tion. She was instrumental in the designation
of the Arrowhead Lodge of the National Reg-
ister of Historic places and in founding the
non-profit FALCONS to see that it continued
to play an important role in the local commu-
nity and the state’s booming tourism industry.

Mr. and Mrs. Bliss, in partnership with the
Forest Service, operated the lodge for several
years. They, along with the other dedicated
volunteers, were always there to welcome
weary travelers, curious tourists and local
passers by with a friendly smile, hot coffee
and a wealth of good information. Sadly, man-
agement decisions within the Forest Service
forced the volunteers to abandon their efforts
after years of successful operations.

The loss of the FALCONS is a great loss to
the local community and the traveling public. I
thank Mr. and Mrs. Bliss for their hard work
and dedication and I thank all of the FAL-
CONS for their efforts as well. Their plight has
motivated me to investigate how to avoid such
troubling consequences in the future. I plan to
investigate how to encourage and facilitate,
rather than discourage, the efforts of volun-
teers like the FALCONS. Good volunteer work
creates an atmosphere of warmth and friendli-
ness on federal properties. It personalizes visi-
tors’ experiences and adds to the wealth and
identity of our natural heritage. Moreover, vol-
unteers could save the taxpayers millions of
dollars each year. Mr. Speaker, I fully support
volunteer activities on federal lands, and again
thank the FALCONS for their significant and
lasting contribution to the community and to
the public. I wish them well and encourage
them to explore other ways to continue their
good work.
f

TRIBUTE TO HUBERT H.
HUMPHREY

HON. JAMES L. OBERSTAR
OF MINNESOTA

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998
Mr. OBERSTAR. Mr. Speaker, I rise today

to pay tribute to former Vice President Hubert
H. Humphrey.

Fifty years ago this week, Harry S. Truman
was nominated for the Presidential ticket at
the Democratic convention in Philadelphia. An-
other profoundly memorable event occurred at
that same convention in 1948; Hubert A. Hum-
phrey, then the Mayor of Minneapolis and can-
didate for Senate from the State of Minnesota,
delivered a speech on civil rights that is re-
membered today for its eloquence, its vision,
and its idealism.
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1 My own recollections were rekindled by three
books I highly recommend: Carl Solberg’s biography
of Humphrey; Robert Mann’s ‘‘The Walls of Jericho’’
and Hubert Humphrey’s own memoir, ‘‘The Edu-
cation of a Public Man.’’ I am indebted to them and
to my colleague, Andie Tucher, for their contribu-
tions to this speech.

Many events across the country contributed
to the advancement of civil rights during the
past half century, including Rosa Parks’ coura-
geous refusal to sit in the back of the bus, the
landmark Civil Rights and Voting Rights Acts,
and dramatic acts of civil disobedience in the
deep south. But it was Hubert Humphrey’s
principled challenge at the 1948 Democratic
National Convention that catapulted civil rights
to the top of the nation’s agenda and launched
what became a 16-year national dialogue on a
race relations and racial injustice, culminating
in the passage of the Voting Rights Act of
1965.

Hubert Humphrey’s clarion call to con-
science on that night 50 years ago rings as
fresh and energizing today as it did then,
when he challenged convention delegates and
the nation to overturn social conventions and
traditions that not only deprived a whole seg-
ment of the American public their rightful place
in our economy and society, but even denied
an honest, forthright discussion of race in
America.

The galvanizing appeal of then-Mayor Hum-
phrey both inspires and challenges us now
today, as it did 50 years ago: ‘‘There are
those who say to you—we are rushing this
issue of civil rights. I say we are 172 years
late. There are those who say—this issue of
civil rights is an infringement on states’ rights.
The time has arrived for the Democratic Party
to get out of the shadow of states’ rights and
walk forthrightly into the bright sunshine of
human rights.’’

Those words jolted American politics like a
lighting strike and stirred the nation’s con-
science to a national debate on civil rights pol-
icy. Although divided, the convention dele-
gates ultimately voted to endorse a new and
timely commitment to civil rights. The party’s
decision to take a strong stand on civil rights
inspired citizens throughout the nation and
gave new life, purpose and charisma to the
civil rights movement.

Last month, the Hubert H. Humphrey Insti-
tute of Public Affairs at the University of Min-
nesota recognized the 50th anniversary of its
namesake’s landmark speech made by Hubert
H. Humphrey at the 1948 Democratic Conven-
tion in Philadelphia. Journalist Bill Moyers,
NAACP Chair Julian Bond, Author Richard
Rodriguez, and former Mississippi Governor
William Winter spoke on the legacy of the civil
rights movement since 1948. I am pleased to
share with my colleagues the personal re-
membrance that journalist Bill Moyers offered
at the Institute’s forum last month on Hubert
Humphrey’s influence on civil rights.

When Steve Sandell invited me to the Twin
Cities for this occasion, I accepted on the
spot.

Hubert Humphrey made a difference to my
life. He was the friend who toasted me on my
30th birthday and the mentor who nurtured
my political sentiments. Some of you will
remember that it was Senator Humphrey
who first proposed that young Americans be
offered the chance to serve their country
abroad in peace and not just in war. Newly
arrived in Washington, I read his speeches on
the subject and liberally borrowed from
them for the speech I helped to write for
Senator Lyndon B. Johnson during the cam-
paign of 1960 when, at the University of Ne-
braska, he proposed what we called ‘‘a youth
corps.’’ Two weeks later, on the eve on the
election, Senator John F. Kennedy called for
the creation of the Peace Corps. This, too,
was a speech that owed its spiritual lineage
to Hubert Humphrey.

After the election I finagled my way on to
the Peace Corps Task Force, where it was
my privilege to work with Senator Hum-
phrey on the legislation that turned the idea
from rhetoric to reality. Somewhat later
President Kennedy nominated me to be the
Peace Corps’ Deputy Director. The nomina-
tion ran into trouble on the Senate floor
when Senator Frank Lausche of Ohio an-
nounced that ’’a 28-year-old boy recently out
of college’’ was being given too much respon-
sibility, too fast, at a salary far too high for
someone so green behind the ears. Now, Sen-
ator Lausche was probably right about that
(although I had informed him during the
committee hearings that I was not a mere 28,
I was 28 and a half!), but it didn’t matter; he
was no match for Hubert Humphrey, who
rushed to the floor of the Senate not only to
defend me but to champion the cause of
youth in public service: ‘‘I know this man
well,’’ Senator Humphrey said of me. ‘‘I have
spent countless hours with him on the Peace
Corps legislation. He was in my office hour
after hour working out the details the period
of the hearings on the legislation and the
markup on the legislation. If I know any one
member of this Government, I know Bill
Moyers’’ (Some of you who knew Hubert H.
Humphrey knew there should have been a
fourth ‘‘H’’ in his name—for hyperbole. But
the hyperbole felt good to those on whom it
was showered).

And then . . . Hubert Humphrey took off,
his words rocketing across the Senate cham-
ber: ‘‘Did not Pitt, the younger, as a rather
young man, prove his competence as Prime
Minister of Great Britain? He did not have to
be 50, 60, or 65. He was in his twenties. I in-
vite the attention of my colleagues to the
fact that most of the great heroes of the
Revolutionary War period . . . were in their
twenties and early thirties . . . That many
great men in history, from Alexander to Na-
poleon, achieved greatness when they were
in their twenties . . . that the average age of
the signers of our Declaration of Independent
was 36. I do not wish to use any invidious
comparisons, but I have seen people who
have lived a long time who have not learned
a great deal, and I have seen people who have
lived only a short time who have learned a
very great deal. I think we should judge per-
sons, not by the calendar, but by their cali-
ber, by the mind and heart and proven capac-
ity . . . My good friend from Ohio said that
when this nomination comes to the floor of
the Senate he will be here to speak against
[it]. . . just as surely, I say the Senator from
Minnesota will be here to speak in favor of
[it].’’

He was, and he did. And I have been in-
debted to him ever since. I wish he knew my
grandchildren are growing up in his state,
and I wish he could see who is here tonight
to commemorate one of the great acts of
courage in politics, when the mayor of Min-
neapolis turned the course of American his-
tory.

It was the summer of 1948, July . . . three
weeks after the Republicans triumphantly
nominated Thomas E. Dewey and began
measuring the White House for new drapes.
The dispirited Democrats met in Philadel-
phia resigned to renominating their acciden-
tal president, Harry Truman. Truman had
surprised many Americans earlier that year
when he had demanded Congress pass a
strong civil rights package, but now he and
his advisers had change their tune. A strong
civil rights plank in the party platform, they
were convinced, would antagonize the South
and destroy Truman’s changes to reelection.
The spectre of a bitter fight dividing the con-
vention was all the more frightening to the
Democrats since for the first time ever tele-
vision cameras were making their debut on
the convention floor and the deliberations

would be carried out in broad daylight. So
the party leaders decided to back away from
a strong civil rights stand and offer instead
an innocuous plank not likely to offend the
South.

The mayor of Minneapolis disagreed. Hu-
bert Humphrey was 37. After graduating
magna cum laude from the University of
Minnesota he and his young wife Muriel
Buck—‘‘Bucky’’, he called her—had gone to
Louisiana for Humphrey to earn his master’s
degree. What they saw there of the ‘‘deplor-
able daily indignities’’ visited upon Southern
blacks was significantly responsible for his
long commitment to the politics of equal op-
portunity. He came back to Minneapolis to
run for mayor . . . was defeated . . . ran a
second time . . . and won. Under his leader-
ship the city council established the coun-
try’s first enforceable Municipal Fair Em-
ployment Practices Commission. He sent 600
volunteers walking door to door, to factories
and businesses, schools and churches, to ex-
pose discrimination previously ignored.
Their report, said Mayor Humphrey, was ‘‘a
mirror that might get Minneapolis to look at
itself.’’ He saw to it that doors opened to
blacks, Jews, and Indians. He suspended a
policeman for calling a traffic violator ‘‘a
dirty jew’’ and even established a human re-
lations course for police officers at the Uni-
versity of Minnesota. What Humphrey
preached about civil rights, he practiced.
And what he practiced, he preached.

So he arrived at the Democratic Conven-
tion in Philadelphia fifty years ago with con-
victions born of experience. As a charismatic
and articulate spokesman for the liberal
wing of the party he was named to the plat-
form committee, and when after a ferocious
debate that very committee voted down a
strong civil rights plank in favor of the
weaker one supported by the White House,
Humphrey agonized over what to do. Should
he defy the party and carry the fight to a
showdown on the convention floor? The pil-
lars of his own party said no. ‘‘Who does this
pip-squeak think he is?’’ asked one powerful
Democrat. President Truman referred to him
as one of those ‘‘crackpots’’ who couldn’t
possibly understand what would happen if
the south left the party. It was a thorny di-
lemma.1 If Humphrey forced the convention
to amend the platform in favor of a stronger
civil rights plank, the delegates might
refuse, not only setting back the fledgling
civil rights movement but making a laugh-
ing stock of Hubert Humphrey and spoiling
his own race for the Senate later that same
year. On the other hand, if he took the fight
to the floor and won, the southern delegates
might walk out and cost Harry Truman the
Presidency.

As he wrote in his memoir: ‘‘In retrospect,
the decision should have been easy. The
plank was morally right and politically
right. . . . [But] clearly, it would have grave
repercussions on our lives; it could make me
an outcast to many people; and it could even
end my chances for a life of public service. I
didn’t want to split the party; I didn’t want
to ruin my career, to go from mayor to ‘pip-
squeak’ to oblivion. But I did want to make
the case for a clear-cut commitment to a
strong civil rights program.’’

Years later he recalled the dilemma in a
conversation with an old friend, who said to
him, ‘‘That sounds like the politics of a nun-
nery—you’d rather have been right than been
president.’’ ‘‘Not at all,’’ Humphrey shot
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back. ‘‘I’d rather be right and be president.’’
Which might explain in part, said the friend,
why he never was.

It sounds like so little now. Here’s exactly
what the plank said: ‘‘We call upon Congress
to support our President in guaranteeing
these basic and fundamental rights: (1) the
right of full and equal political participa-
tion; (2) the right to equal opportunity of
employment; (3) the right of security of per-
son; and (4) the right of equal treatment in
the service and defense of our nation.’’

It sounds like so little. All people, no mat-
ter what their skin color, he was saying, had
the same right to vote, to work, to live safe
from harm, to serve their country. But it’s
hard to remember now, half a century later,
how radical those 50 words really were. In
1948 the South was still a different country.
Below the Mason and Dixon line—or, as some
blacks called it, the Smith and Wesson line—
segregation of the races was rigorously
upheld by law and custom, vigorously pro-
tected by violence if necessary. To most
whites, this system was their ‘‘traditional
way of life,’’ and they defended it with a holy
fervor. To most blacks, ‘‘tradition’’ meant
terror, oppression, humiliation, and, some-
times, death.

Take a minute to revisit with me what life
was like for black Americans in the late
nineteen-forties, when Hubert Humphrey was
facing the choice between dishonoring his
conscience and becoming a pipsqueak. Every
day, all over America but particularly in the
South, black people were living lives of quiet
desperation. The evidence was everywhere.

You see it in the numbers, the raw meas-
urements of the quality of life for black peo-
ple. Flip open the Census Bureau’s volumes
of historical statistics and look under any
category for 1948 or thereabouts. Health, for
instance. Black people died on average six or
seven years earlier than whites. Nearly twice
as many black babies as white babies died in
their first year. And more than three times
as many black mothers as white mothers
died in childbirth.

Or take education. Young white adults had
completed a median of just over twelve years
of school, while blacks their age had not got-
ten much past eighth grade. Among black
people seventy-five or older—those who had
been born during or just after slavery
times—fewer than half of them had even fin-
ished fourth grade.

Look at the standard of living. The median
family income for whites was $3310, for
blacks just over half that. Sixty percent of
white agricultural workers were full owners
of their farms and about a quarter were ten-
ants, while for blacks, the numbers were al-
most exactly opposite; only a quarter of
blacks owned their own farms, and 70% were
tenants. You could go on and on.

You see it throughout the popular culture,
full of cartoony creatures like Stepin
Fetchit, Amos ’n’ Andy, and Buckwheat, but
you could look till your eyes ached for a sin-
gle strong, admirable, human black char-
acter in a mainstream book or movie.
There’s a scene in one of the most beloved
movies ever made, Casablanca, in which
Bogart’s lost love, the beautiful Ingrid
Bergman, walks into Rick’s Cafe and says to
Claude Rains ‘‘The boy who’s playing the
piano—somewhere I’ve seen him . . .’’ She’s
referring, of course, to Dooley Wilson, who
at nearly fifty was almost twice Bergman’s
age . . . but in those days, to white eyes, it
was okay to call a black man a ‘‘boy’’.

You see it in a slim book written by Ray
Sprigle, an adventurous reporter for the
Pittsburgh Post-Gazette. With a shaven head
and a deep Florida suntan he traveled
through the south in 1948 posing as a black
man to see what life was really like on the
other side of the color line. Throughout his

trip his black hosts told him horrific stories
of indignities, humiliations, lynchings, and
murders. While nothing untoward happened
to Sprigle himself, it was because, as he put
it, ‘‘I gave nobody a chance. That was part of
my briefing; ‘Don’t jostle a white man.
Don’t, if you value your safety, brush a
white woman on the sidewalk.’ So I saw to it
that I never got in the way of one of the mas-
ter race. I almost wore out my cap, dragging
it off my shaven skull whenever I addressed
a white man. I ‘sirred’ everybody, right and
left, black, white and in between. I took no
chances. I was more than careful to be a
‘good nigger.’ ’’

You see it in the work of even such
thoughtful observers as Willie Morris, who in
his memoir of growing up in Mississippi dur-
ing the ’40s recalls his complicated and mys-
terious relationship with the black people of
his town, a relationship that warped and
scarred both black and white. As a small
child, he says, he had learned the special vo-
cabulary of racism: that ‘‘ ‘keeping house
like a nigger’ was to keep it dirty and
unswept. ‘Behaving like a nigger’ was to stay
out at all hours and to have several wives or
husbands. A ‘nigger street’ was unpaved and
littered with garbage.’’ He writes of casual
cruelties like the time he hid in the bushes
until a tiny black child walked by, then
leaped out to kick and cuff the child. ‘‘My
heart was beating furiously, in terror and a
curious pleasure,’’ he says frankly. ‘‘For a
while I was happy with this act, and my head
was strangely light and giddy. Then later,
the more I thought about it coldly, I could
hardly bear my secret shame.’’ In the small
town where I grew up in East Texas, there
were high school kids—classmates of mine—
who made a sport out of ‘‘nigger-knocking.’’
Driving along a country road they would ex-
tend a broom handle out of the rear window
at just the right moment and angle to de-
liver a stunning blow to an unsuspecting
black pedestrian. Then they’d go celebrate
over a few beers. While I never participated,
it was my secret shame that I never tried to
stop them.

There was a study done in 1946 by the So-
cial Science Institute at Fisk University, the
black college in Nashville, about white atti-
tudes toward black people. In interview after
interview, average citizens throughout the
south never talked of overt violence or flam-
ing hatred—but their detached and imper-
turbable calm was in some ways even more
grotesque than physical violence. Listen to
their voices:

A woman teacher in Kentucky: ‘‘We have
no problem of equality because they are in
their native environment. If we permitted
them to be equal they wouldn’t respect us.
We never have any riots because their inter-
ests are looked after by the white people.’’

A housewife in North Carolina: ‘‘They are
as lovable as anyone in a lower order of life
could be. . . . I had to go see an old sick
woman yesterday. We feel toward them like
we do about our pets. I have no horror of a
black man. Why, some of them are the nicest
old black niggers. They are better than a
barrel of monkeys for amusement.’’

A businessman in North Carolina: ‘‘I have
a feeling of aversion toward a rat or snake.
They are harmless but I don’t like them. I
feel the same toward a nigger. I wouldn’t kill
one but there it is.’’

Or a mechanic in Georgia: ‘‘During the war
I was stationed at a northern naval yard.
The southern Negro was given the same
privileges as white men. He was not used to
it, and it ruined a good Negro. In the south
he is treated as a nigger and is at home here.
He knows his treatment is the best for him.
. . . We have a good group around here. It’s
years and years since we’ve had a lynching.
It’s not necessary to lynch them. The sher-

iffs in this county take more care of the
darky than the white man.’’

By now these words are probably making
you twist and cringe in your seats. I have
trouble forcing them out of my mouth. But
these words, and others like them, were the
coin of the realm in 1948. After more than
two centuries of slavery and nearly another
of Jim Crow segregation, black people were
still struggling to realize their most basic
rights as human beings, let alone as citizens.
The framers of the Constitution made their
notorious decision in 1787 that for census
purposes each black American—nearly all of
whom were, of course, slaves—would count
as three-fifths of a person. In the minds of
many white Southerners in 1948, that frac-
tion still seemed about right.

Yet something was beginning to change,
and the old ways were coming under tough
new challenges. The steadfast but quiet re-
sistance long practiced by many southern
blacks was now being strengthened by a new
development: thousands of black veterans
were coming home from Europe and the Pa-
cific.

These men had fought for their country—
some had even fought for the right to fight
for their country, not just to dig ditches and
drive trucks and peel potatoes for their
country. They had served in a segregated
army that had accepted their labor and their
sacrifice without accepting their humanity.
Some of them had come home heroes, others
had come home embittered, and many had
also come home determined that things
would be different now—that they had
earned the respect of their fellow Americans
and it was time they got it. And that started
at the ballot box—a tool both practical and
symbolic in the struggle to ensure their sta-
tus as full citizens.

All over the South, where for decades
blacks had been systematically harassed, in-
timidated, or overtaxed to keep them from
voting, intense registration drives for the
1946 campaigns had swelled the rolls with
first-time black voters. And the white su-
premacists were fighting back. Sometimes it
was brute and random violence: in Mis-
sissippi a group of black veterans was
dumped off a truck and beaten up. In Georgia
two black men, one a veteran, were out driv-
ing with their wives when they were am-
bushed and shot by a mob of whites. The mob
then shot the women, too, because they had
witnessed the crime. In South Carolina, a
black veteran returning home by bus after
fifteen months in the South Pacific angered
the driver with some minor act that struck
the man as uppity. At the next stop the sol-
dier was taken off the bus by the local chief
of police and beaten so badly he went blind.
Permanently. Under pressure from the
NAACP, something unusual happened: the
chief was put on trial. Then normalcy re-
turned. The chief was acquitted, to the
cheers of the courtroom.

But the demagogues also made deliberate
efforts to stop the black vote—by whatever
means necessary. In Georgia, Gene Talmadge
ran for governor and won, on a frankly, even
joyfully racist platform. ‘‘If I get a Negro
vote it will be an accident,’’ he declared, and
his machine figured out ways to challenge
and purge the rolls of most of them. The few
brave black voters who went to the polls
anyway often paid dearly for their rights;
one, another veteran, the only black to vote
in Taylor County, was shot and killed as he
sat on his porch three days after primary,
and a sign posted on a nearby black church
boasted ‘‘The first nigger to vote will never
vote again.’’

In Mississippi, Theodore Bilbo was re-
elected to the Senate with the help of a cam-
paign of threats and violence that kept most
black people home on Election Day. ‘‘The
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way to keep the nigger from the polls is to
see him the night before,’’ Bilbo was fond of
saying. But this time black voters fought
back and filed a complaint with the Senate.
Nearly two hundred black Mississippians
trekked to Jackson—and its segregated
courtroom—to testify about the myriad pres-
sures, both subtle and brutal, that had kept
them from voting. But their eloquent testi-
mony failed to convince the honorable mem-
bers. Bilbo was exonerated by the majority
of the committee members—despite (or per-
haps because of) having used the word ‘‘nig-
ger’’ seventy-nine times during his own tes-
timony. It was a toxic word, a poisonous and
deadly word. And it was still prevalent as a
term of derision in the early 1960’s. In Au-
gust 1964, following the death of his father,
the writer James Baldwin said on television:
‘‘My father is dead. And he had a terrible
life. Because, at the bottom of his heart, he
believed what people said of him. He believed
he was a nigger.’’

So when Hubert Humphrey of Minnesota
stood up at the Democratic convention in
Philadelphia and urged the delegates to sup-
port his civil rights plank, he could have had
no doubt how ferociously most southern del-
egates would oppose his words—and how des-
perately all southern citizens, white and
black, really needed to hear them. It was a
short speech and it took less than ten min-
utes to deliver—doubtless some kind of
record for the man whose own wife report-
edly once told him, ‘‘Hubert, you don’t have
to be interminable to be immortal.’’

Most of the time he couldn’t help being in-
terminable. Someone said that when God
passed out the glands, Hubert took two
helpings. He set records for the number of
subjects he could approach simultaneously
with an open mouth. One day, at a press con-
ference in California, his first three answers
to questions lasted, respectively, 14, 18, and
16 minutes. No one dared ask him a fourth
question for fear of missing dinner!

But in Philadelphia in 1948, Hubert Hum-
phrey delivered a short speech. And these
not interminable words became immortal be-
cause they were right. He had agonized, he
had weighed the odds as any politician
must—remember he was a politician, and
this was a time when the way to get ahead
was not to go back on your party. But now
he was listening to his conscience, not his
party, and he was appealing to the best, in-
stead of the basest, instincts of his country,
and his words rolled through the convention
hall like ‘‘a swelling wave.’’

‘‘There are those who say to you—we are
rushing this issue of civil rights. I say we are
172 years late. There are those who say—this
issue of civil rights is an infringement on
states rights. The time has arrived for the
Democratic party to get out of the shadow of
state’s rights and walk forthrightly into the
bright sunshine of human rights.’’

We know of course what happened when he
finished. A mighty roar went up from the
crowd. Delegates stood and whooped and
shouted and whistled; a forty-piece band
played in the aisles, and the tumult subsided
only when Chairman Sam Rayburn ordered
the lights dimmed throughout the hall. The
platform committee was then overruled and
Humphrey’s plank voted in by a wide mar-
gin, and all of Mississippi’s delegate and half
of Alabama’s stalked out in protest. The
renegades later formed the Dixiecrat party
on a platform calling for ‘‘the segregation of
the races and the racial integrity of each
race,’’ and nominated Strom Thurmond for
their candidate. ‘‘There’s not enough troops
in the Army to break down segregation and
admit the Negro into our homes, our eating
places, our swimming pools, and our thea-
ters,’’ Thurmond would declare on the cam-
paign trail, and a majority of the voters in

South Carolina, Mississippi, Alabama, and
Louisiana agreed with him.

But Harry Truman didn’t lose. The Min-
neapolis Star got it right the morning after
the convention when it said Humphrey’s
speech ‘‘had lifted the Truman campaign out
of the rut of just another political drive to a
crusade.’’ Harry Truman won—and the
southern walkout to protest civil rights ac-
tually ended up helping the civil rights agen-
da. If a Democrat could go on to win the
presidency anyway, even without the solid
South behind him, then the segregationist
stranglehold on the party was clearly weaker
than advertised, and even the most timid
politician could see that supporting civil
rights might not be a political death sen-
tence after all. Not bad work for the mayor
from Minneapolis. The late Murray Kempton
once said that ‘‘a political convention is just
not a place from which you can come away
with any trace of faith in human nature.’’
This one was different, because Hubert Hum-
phrey kept the faith. There were other forces
at work of course. Just this week the Star
Tribune said rightly that it would be mis-
leading to suggest the democratic ship
turned on a few eloquent phrases from a
young upstart, or that the party had experi-
enced a moral epiphany. Politics is rarely
that simple or intentions that noble. There
were other forces at work—the need of Amer-
ica during the Cold War to put its best face
forward, the need for Democrats to consoli-
date their hold on the northern industrial
states, those returning black veterans. But
it would be equally wrong to underestimate
what Hubert Humphrey did. An idea whose
time has come can pass like the wind on the
sea, rippling the surface without disturbing
the depths, if there is no voice to incarnate
and proclaim it. In a democracy a moral
movement must have its political moment
to crystalize and enter the bloodstream of
the nation, so there can be no turning back.
This was such a moment, and Humphrey its
embodiment.

But nineteen forty-eight wasn’t the end of
the struggle, of course; it turned out to be
just the beginning. Sixteen years later, in
1964, Lyndon Johnson, another accidental
president, staked his reputation on getting a
comprehensive Civil Rights bill passed into
law. And Hubert Humphrey, now Senator
Humphrey, was the man assigned the gar-
gantuan challenge of shepherding the bill
through Congress in the face of a resolute
southern filibuster. Once again I was privi-
leged to work with him. By now I had be-
come President Johnson’s policy assistant,
and the Civil Rights Act of 1964 was our chief
imperative.

By then the face of the segregated South
had changed—somewhat. The landmark Su-
preme Court decision Brown vs. Board of
Education had given legal aid and comfort to
the long moral crusade to open the public
schools to all races, while courageous activ-
ists were putting their own bodies on the
line in determined efforts to desegregate the
buses, the lunch counters, the beaches, the
rest rooms, the swimming pools, and the uni-
versities of the South.

But all the court decisions and sit-ins in
the world had not changed the determination
of the diehard segregationists to defend their
vision of the South ‘‘by any means nec-
essary,’’ and the few federal laws on the
books were too weak to stop them. A lot of
this story, while awful, is familiar; we may
think we have a pretty good idea what was
at stake when Hubert Humphrey made his
second great stand for civil rights. We’ve all
seen the photographs and the television im-
ages; we all know about the ugly mobs
taunting the quiet black teenagers outside
the schools and inside the Woolworths, we
know about the beatings and attack dogs

and fire hoses, we know about the murders.
During Freedom Summer—the very same
summer the Senate completed work on the
civil rights bill—Mississippi endured 35
shootings, the bombing or burning of 65
homes and churches, the arrest of one thou-
sand activists and the beating of eighty, and
the killing of three volunteers with the ac-
tive connivance of the Neshoba County sher-
iff’s department, their bodies bulldozed into
an earthen dam.

But we don’t know as much about another,
more silent tactic of white resistance that
was just as oppressive, and in some ways
maybe even more effective than the violence.
I mean the spying, the smearing, the sabo-
tage, the subversion, all carried out by order
of the highest officials in states across the
south.

We were reminded of the twisted depths of
official segregation just this spring, when
after decades of court battles Mississippi was
ordered to open the secret files of something
called the State Sovereignty Commission.
This was an official government agency,
bountifully funded with taxpayer money,
lavished with almost unlimited police and
investigative powers, and charged with up-
holding the separation of the races. Most of
the southern states had similar agencies, but
Mississippi had a well-deserved reputation as
the worst of the bad.

I’ve seen some of those Sovereignty Com-
mission files. I’ve read them. And I under-
stand how a longtime activist in Jackson
could recently tell a reporter I know, ‘‘These
files betray the absolute paranoia and cra-
ziness of the government in those times.
This was a police state.’’

The Commission devoted astonishing
amounts of effort, time, and money to snoop-
ing into the private lives of any citizens who
supported civil rights, who might be support-
ing civil rights, or whom they suspected of
stepping over the color line in any way. It
tracked down rumors that this northern vol-
unteer had VD and that one was gay. It
combed through letters to the editor in local
and national newspapers, and wrote indig-
nant personal replies to anyone who held a
contrary opinion. It sent agents to a Joan
Baez concert at a black college to count how
many white people came, and posted people
at NAACP meetings to write down the li-
cense numbers of every car in the parking
lot. It stole lists of names from Freedom
Summer activists and asked the House Un-
American Activities Committee to check on
them. It went through the trash at the Free-
dom Houses and paid undercover informants
to report on leadership squabbles and wheth-
er the white women were fornicating with
the black men.

The most incriminating documents were
purged long ago, but buried deep in those
files is still ample evidence of violence and
brutality. I am haunted by the case of a
black veteran named Clyde Kennard. When
he insisted on applying to the local college,
one that happened to be for whites only, he
was framed on trumped-up charges of steal-
ing chicken feed and sent to Parchman, the
infamous prison farm, for seven years. While
there he developed colon cancer and for
months was denied treatment. Eventually,
after prominent activists brought public
pressure to bear on the governor, Kennard
was released, but it was too late. In July
1963, a year before the passage of the Civil
Rights Bill, Clyde Kennard died following
surgery. He was 36 years old.

Reading these files you are struck not only
by the brutality but by the banality of the
evil. You find in them the story of a divorced
mother of two who was investigated after
the Commission heard a rumor that her
third child was fathered by a black man. An
agent arrived to interview witnesses, con-
front the man, and look at the child. ‘‘I had
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a weak feeling in the pit of my stomach,’’ he
reported; he and the sheriff ‘‘were not quali-
fied to say it was a part Negro child, but we
could say it was not 100 percent Caucasian.’’
After that visit, the woman’s two older boys
were removed from her custody.

You can read about how a local legislator
reported to the Commission that a married
white woman had given birth to a baby girl
with ‘‘a mulatto complexion, dark hair that
has a tendency to ‘kink,’ dark hands, and
light palms.’’ A doctor and an investigator
were immediately dispatched to examine the
child, then shelled out $62 for blood tests to
determine its paternity. The tests came back
inconclusive but a couple of months later
shots were fired at night into the family’s
home and a threatening letter signed by the
KKK, referring to ‘‘your wife and Negro
child,’’ showed up on their doorstep. They
moved out immediately.

It was crazy—and it was official. This was
the rampant and unchecked abuse of state
power turned against citizens of the United
States of America. And this was the back-
ground music to Lyndon Johnson’s 1964 Civil
Rights bill, which called for the integration
of public accommodations, authorized the
attorney general to sue school districts and
other segregated facilities, outlawed dis-
crimination in employment, and further pro-
tected voting rights. When Hubert Humphrey
accepted the assignment as floor manager
for this bill, he knew how crucial as well as
how difficult it would be to gather enough
votes to end the southern filibuster; no one
had ever managed to invoke cloture with a
civil rights bill before. He also knew his own
career was again on the line, since LBJ was
using the assignment to test Humphrey’s
worth as his vice presidential candidate.

The filibuster began on March 9 and went
on, it seemed, forever. But Humphrey was
prepared and organized. A couple of times
during those long months of debate I slipped
into the gallery of the Senate to watch him
lead the fight. The same deep fire of justice
that burned in him at the 1948 convention,
burned within him still. He was utterly de-
termined. He had regular strategy meetings.
He issued a daily newsletter. He enlisted one
colleague to focus on each title of the bill.
He schmoozed and bargained with and coaxed
and charmed the key men whose support he
needed. He persuaded the Republican Leader,
Everett Dirksen, to retreat from at least 40
amendments that would have gutted the bill.
He orchestrated the support of religious or-
ganizations until it seemed the corridors and
galleries of Congress were overflowing with
ministers, priests, and rabbis). ‘‘The secret of
passing the bill,’’ he said, ‘‘is the prayer
groups.’’ But the open secret was Hubert
Humphrey. As Robert Mann reminds us in
The Walls of Jericho,’’ his good humor and
boundless optimism prevented the debates
from dissolving into personal recrimination.
Once again he kept the faith. As he told his
longtime supporters at the ADA after more
than two months of frustration and delay,
‘‘Not too many Americans walked with us in
1948, but year after year the marching throng
has grown. In the next few weeks the strong-
est civil rights bill ever enacted in our his-
tory will become the law of the land. It is
not saying too much, I believe, to say that it
will amount to a second Emancipation Proc-
lamation. As it is enforced, it will free our
Negro fellow-citizens of the shackles that
have bound them for generations. As it is en-
forced, it will free us, of the white majority,
of shackles of our own—for no man can be
fully free while his fellow man lies in
chains.’’

As we know, his skills and commitment
paid off. Seventy-five days later, on June 10,
the Senate finally voted for cloture with four
votes to spare. A California senator, ravaged

with cancer, was wheeled in to vote and
could manage to vote yes only by pointing to
his eye. After cloture ended the filibuster,
the bill passed by a wide margin. On July 2
President Johnson signed it.

During all that time Hubert Humphrey
broke only once—on the afternoon of June
17, two days before the historic vote. Sum-
moned from the Senate floor to take an ur-
gent call from Muriel, he learned their son
Robert had been diagnosed with a malignant
growth in his throat and must have imme-
diate surgery. There in his office, Hubert
Humphrey wept. As his son struggled for his
life and the father’s greatest legislative tri-
umph was in sight, Hubert Humphrey real-
ized how intermingled are the pleasure and
pain of life.

We talked about this the last time I saw
Hubert Humphrey. It was early in the sum-
mer of 1976. He came to our home on Long Is-
land where I interviewed him for Public tele-
vision. We talked about many things . . .
about his father who set such high standards
for the boy he named Hubert Horatio; about
his granddaughter Cindy (a little pixie, he
called her); about waking up on the morning
after he had lost to Richard Nixon by fewer
than 511,000 votes out of 63 million cast;
about the tyrannies of working for Lyndon
Johnson (Said Humphrey of Johnson: ‘‘He
often reminded me of my father-in-law and
the way he used to treat chilblains. Grandpa
Buck would get some chilblains and he said
the best way to treat them was put your feet
first in cold water, then in hot water. And
sometimes [with LBJ] I’d feel myself in hot
water, then I’d be over in cold water. I’d be
the household hero for a week and then I’d be
in the dog house.’’)

We talked about the necessity of com-
promise and the obligation to stand firm
against the odds, and the difficulty of mak-
ing the distinction. We talked about the life-
threatening illness he had himself recently
endured and what kept him going through
the vicissitudes of life. Growing up out here
on the great northern plains had made a dif-
ference, he said: ‘‘I used to think as a boy
that in the Milky Way each star was a little
place, a sort of light for somebody that had
died. . . . I used to go pick up the milk—we
didn’t have milk delivery in those days—I’d
go over to Dreyer’s Dairy and pick up a gal-
lon of milk—I can remember those cold, win-
try nights and blue sky, and I’d look up and
see that Milky Way and I’d think every time
anybody died they got a star up there. And
all the big stars were for the big people. You
know, like Caesar or Lincoln. It was a child-
hood fantasy. But it was a comforting
thing.’’

He was called ‘‘The Happy Warrior’’ be-
cause he loved politics and because of his
natural ebullience and resiliency. I asked
him: ‘‘Some people say you’re too happy and
that this is not a happy world.’’ He replied:
‘‘Well, maybe I can make it a little more
happy . . . I realize and sense the realities of
the world in which we live. I’m not at all
happy about what I see in the nuclear arms
race . . . and the machinations of the Sovi-
ets or the Chinese . . . the misery that’s in
our cities. I’m aware of all that. But I do not
believe that people will respond to do better
if they are constantly approached by a nega-
tive attitude. People have to believe that
they can do better. They’ve got to know that
there’s somebody that’s with them that
wants to help and work with them, and
somebody that hasn’t tossed in the towel. I
don’t believe in defeat, Bill.’’

He lost some elections in his long career,
but Hubert Humphrey was never defeated.
More than any man I know in politics, he
gave me to believe that in time, justice
comes . . . not because it is inherent in the
universe but because somewhere, at some

place, someone will make a stand, and do the
right thing, and seizing the helm of history
will turn the course of events.

So the next time you look up at the Milky
Way, look past the big stars, beyond the bril-
liant lights so conspicuous they can’t be
missed . . . the Caesars and the Lincolns . . .
and look instead for the constant star, a sure
and steady light that burns from some deep
inner core of energy . . . and remember how
it got there and for whom it shines. He was
one of your own.

f

THANKS FOR ‘‘RIGHT TO LIFE’’
SUPPORT

HON. JOHN SHIMKUS
OF ILLINOIS

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998

Mr. SHIMKUS. Mr. Speaker, today I rise for
two purposes. First to honor three women who
have dedicated their lives to the rights of the
unborn, and secondly to thank the 296 Mem-
bers of this body that voted yesterday to pro-
tect the right to life. Felicia Goeken, Mary F.
Jones, and Christy Holt have served the Illi-
nois Federation for Right to Life in countless
ways, and it is women like these that made
yesterday’s vote to ban partial birth abortions
possible. I have had the pleasure of knowing
each of these women personally, and I have
witnessed first hand their dedication, compas-
sion, and leadership.

Tomorrow these women will be honored for
their outstanding service and I wish them the
utmost congratulations and thanks for their ef-
forts. It is through the work of caring individ-
uals like Felicia, Mary, and Christy, that the
rights of the most vulnerable members of our
society will be protected. I know the hard work
these women have contributed to the fight,
and on their behalf I am proud to say that a
overwhelming majority of this Congress has fi-
nally proven its dedication to the unborn.
f

IN SUPPORT OF THE SHIPPING RE-
LIEF FOR AGRICULTURE ACT,
H.R. 4236

HON. NICK SMITH
OF MICHIGAN

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998

Mr. SMITH of Michigan. Mr. Speaker, I rise
in support of the Shipping Relief for Agri-
culture Act, H.R. 4236. U.S. domestic maritime
law is embodied in section 27 of the Merchant
Marine Act, known as the Jones Act. The
Jones Act requires that all cargo transported
from one U.S. port to another (even via a for-
eign port) must travel on vessels built, owned,
manned, and flagged in the United States.
While initially sounding pro-American, the
Jones Act has not protected the fleet. Accord-
ing to the U.S. Maritime Administration, there
are only 119 deep-sea ships left in the domes-
tic fleet (down from over 2,500 in 1945) and
only three of these are dry bulk vessels.

Only two bulkers have been built in U.S.
shipyards in the last 35 years. To contract for
a new ship would cost an American operator
over three times the international market rate
before any type of export subsidy was applied.
This practically assures no new bulkers will be
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built in this country. It is time that we stop fool-
ing ourselves that a renaissance in U.S. ship-
building is just around the corner.

Because of the Jones Act, U.S. agricultural
producers today do not have access to do-
mestic deep-sea transportation options avail-
able to their foreign competitors. There are no
bulk carriers operating on either coast of the
United States, in the Great Lakes, nor out to
Guam, Alaska, Puerto Rico, or Hawaii. This
puts American producers at a competitive dis-
advantage because foreign producers are able
to ship their products to American markets at
competitive international rates whereas U.S.
producers are not.

American agricultural producers also need
access to deep-sea transportation options be-
cause other modes of transportation are satu-
rated. Last year’s rail woes would have been
averted if just 2% of domestic agricultural pro-
duction could have traveled by ocean-going
vessel. With an expected record harvest on
the way, the bottlenecks and congestion of
last year will in all likelihood be revisited. Bur-
lington and Union Pacific have already notified
agricultural shippers to expect delays. This
raises rail rates to artificially high levels at a
time when commodity prices are already de-
pressed—directly impacting farm income.

The Shipping Relief for Agricultural Act will
eliminate the U.S. build requirement for deep-
water dry bulk vessels for the carriage of agri-
cultural products, dry bulk cargo, and forest
products. All vessels would still be required to
obey all U.S. law, including environmental,
safety, labor, and tax regulations. This bill
brings more ships to the U.S. fleet, allows
U.S. Agricultural shippers access to ships, and
will also provide much needed jobs for the
American Merchant Marine.
f

PERSONAL EXPLANATION

HON. JUANITA MILLENDER-McDONALD
OF CALIFORNIA

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998

Ms. MILLENDER-MCDONALD. Mr. Speaker,
on Friday, July 17, and Monday, July 20,
1998, I filed an official leave of absence and
was not available to cast votes on either of
those days. However, had I been present on
Friday, July 17, I would have voted ‘‘aye’’ on
rollcall vote 295, and ‘‘nay’’ on rollcall vote
296.

Had I been present on Monday, July 20, I
would have voted ‘‘aye’’ on rollcall votes 297,
298, 299, 300, 301, 303, 304, 305, and ‘‘nay’’
on rollcall votes 302, 306, 307, 308.
f

TRIBUTE TO SUSAN GAIL
YOACHUM

HON. ANNA G. ESHOO
OF CALIFORNIA

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998

Ms. ESHOO. Mr. Speaker, I rise today to
honor Susan Gail Yoachum, a magnificent
human being and extraordinary journalist of
the San Francisco Bay Area who passed
away on June 22, 1998. She was the devoted
wife of Mike Carlson, the daughter of Betty
and the late Charles G. Yoachum, and the sis-

ter and relative of Charles Yoachum and his
family of Dallas.

Susan Yoachum was a star from the mo-
ment she was born in Dallas, Texas on May
12, 1955. Her passion for writing emerged
early in her life as she became the National
Spelling Champion in 1969. She pursued her
talent at Southern Methodist University in Dal-
las, from which she graduated in 1975 with
Bachelor of Arts degrees in journalism and po-
litical science.

She was a reporter for the Dallas Morning
News, the Independent Journal in Marin Coun-
ty, the San Jose Mercury News, and the San
Francisco Chronicle, covering some of the
largest political stories of her era. Her talent
for seeking out and delivering breaking stories
went unmatched in political journalism. This
talent was recognized in 1990, when she was
part of a team that won a Pulitzer Prize for
breaking news, and again in 1994, when she
was honored as Journalist of the Year by the
Northern California chapter of the Society of
Professional Journalists. She earned a reputa-
tion amongst her peers and those about whom
she wrote as a tenacious, witty, and sophisti-
cated reporter, armed always with a penetrat-
ing question and a warm smile. Since 1990,
she had covered national, state, and local poli-
tics for the San Francisco Chronicle, where
she was promoted to Political Editor in 1994.
As a popular political analyst, she was often a
guest on TV and radio programs, from CNN’s
‘‘Inside Politics’’ to a myriad of Bay Area radio
shows.

In 1991, Susan Yoachum was diagnosed
with metastatic breast cancer. During her
seven-year struggle with breast cancer, she
not only continued to produce brilliant work,
but she also became a breast cancer activist.
In an effort to raise awareness about this hor-
rible disease, she frequently spoke to wom-
en’s organizations, political groups, and fellow
victims. In 1997, she courageously wrote
about her own battle with cancer, announcing
that after being in remission since 1992, her
cancer had returned. She strove to humanize
the statistic that 180,000 women get breast
cancer every year, personalizing the cold facts
with her own face.

Mr. Speaker, Susan Yoachum was an inspi-
ration to us all. She educated us with her
sharp journalistic talent, she personalized and
publicized what breast cancer is about, she
fought for a cure, and she made lasting con-
tributions to our community and our country.

Mr. Speaker, I ask my colleagues to join me
in paying tribute to a woman who lived a re-
markable yet all too brief life. We extend our
deepest sympathy to Mike Carlson and the
entire Yoachum family. Susan Yoachum’s life
was an example of the strength of the human
spirit, and because of her, hope lives on.
f

A SALUTE TO COLONEL JOSEPH A.
HAIG (U.S. ARMY, RET.)

HON. THOMAS M. BARRETT
OF WISCONSIN

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998

Mr. BARRETT of Wisconsin. Mr. Speaker,
today I am pleased to recognize a patriot and
honorable American from Milwaukee, Wiscon-
sin. As family and friends gather today to
honor Colonel Joseph A. Haig on the occasion

of his 100th birthday, I would like to take a
moment to acknowledge Colonel Haig’s long-
time service to our country.

Joseph A. Haig was born in Milwaukee,
Wisconsin on August 24, 1898, and enjoyed a
typical turn of the century boyhood. In the
summer of 1918, however, with the ‘‘war to
end all wars’’ still raging in Europe, Joseph
crossed the threshold into manhood, and
joined the United States Army, as part of the
Officers Candidate School. As one of the ‘‘60
day wonders’’, he received his commission
when he was only twenty years old.

After the war, Joseph returned to civilian
life, but remained active as a reservist. In
1923, he became a charter member of the Re-
serve Officers Association. Today, he is the
sole surviving charter member.

In the summer of 1940, before the United
States officially entered World War II, Joseph
was called to active duty as a major. He was
made the assistant commanding officer of the
Recruit Reception Center at Fort Sheridan, Illi-
nois. During the next three years, he proc-
essed nearly a quarter of a million draftees. In
1945, then Major Joseph Haig was assigned
to a camp in Pennsylvania as deputy post
commander. In that position, he had the pleas-
ant duty of facilitating the discharge of about
400,000 men, until he was discharged from
active duty.

Once again, the end of active duty did not
mean the end of his military career. Now Colo-
nel Joseph Haig continued on as a reservist
and remained involved and prepared to serve
his country, when needed, until his mandatory
retirement forty years ago.

Colonel Haig still attends the annual Re-
serve Officers Association meetings. Ten
years ago, when he was a mere 90 years old,
Colonel Haig was honored at the Association’s
annual meeting, as hundreds of generals and
admirals greeted him with a tremendous
standing ovation.

Another source of pride for Colonel Haig is
his family, which includes his children Janet,
Douglas, and Jerry, along with 20 grand-
children and 22 great-grandchildren. Colonel
Haig’s sons share in their father’s sense of
service to country and have served in the mili-
tary. Douglas is a retired Air Force colonel.
Jerry is a retired Naval Lieutenant Com-
mander. The Haig family’s combined years of
military service is a staggering 176 years.

I ask my colleagues in the House of Rep-
resentatives to join me in extending my appre-
ciation to Colonel Joseph A. Haig for his many
years of service to the people of the United
States and in offering a hearty congratulations
on the occasion of his 100th birthday.
f

POLITICALLY DRIVEN MANAGED
CARE REFORM DEBATE

HON. JAMES L. OBERSTAR
OF MINNESOTA

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998

Mr. OBERSTAR. Mr. Speaker, I rise today
to express my grave concern that the debate
today on managed care reform has deterio-
rated into a politically-driven exercise to serve
the narrow and partisan goals of the majority
party.

Neither the Republican leadership bill nor
the Dingell/Ganske substitute were subjected
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to the cleansing legislative process, in which
the American people expect public hearings,
open and full debate, a committee amendment
process, and a meaningful opportunity to
make specific changes to the legislation.

At each of these normal checkpoints of leg-
islative procedure, the public and their elected
representatives were denied the opportunity to
participate fully in the legislative process, to
offer and debate amendments and vote on
them to produce a legislative output that hope-
fully reflects a solid consensus, or, at least,
the end result of a democratic process.

Instead, we are engaged in a debate with-
out the opportunity to make substantive and
necessary changes to either piece of legisla-
tion through floor amendments, and we will be
compelled to vote these competing measures
either up or down without meaningful change.

Given the opportunity, I would have pre-
ferred that both bills be neutral on the issues
of abortion and assisted suicide.

While there has been a good faith attempt
in the Dingell/Ganske legislation to address
these two matters, I strongly believe that the
language on such issues must be so clear as
to withstand judicial scutiny that health care
plans are not required to provide assisted sui-
cide or abortion services.

Given the opportunity, I would have offered
the following language that would achieve this
important objective:

Amend Section 108 and 109 of H.R. 3605
by adding the following new subsection (c):

‘‘(c) Nothing in this Act shall be construed
as requiring a group health plan or health in-
surance coverage to provide, pay for, refer for,
or ensure the availability of or access to any
benefit or service, including the use of facili-
ties, related to an abortion or any item or serv-
ice for which use of Federal funds is prohib-
ited under the Assisted Suicide Funding Re-
striction Act of 1997. Nothing in the preceding
sentence shall be construed as allowing a
group health plan or health insurance con-
verge to deny any benefit or service related to
treatment for medical complications resulting
from an abortion.’’

Amend Section 141 of H.R. 3605 by adding
the following new subsection (b)(3):

‘‘(b)(3) Nothing in this Act shall be construed
to cause a group health plan or health insur-
ance issuer to violate its ethical, moral or reli-
gious benefits.’’

I have been assured by the distinguished
gentleman from Michigan, Mr. DINGELL, the
Ranking Democrat of the Commerce Commit-
tee, that it is his intent that the legislative his-
tory should reflect that his legislation seeks to
be neutral on these two issues.

With that statement of legislative intent, I
plan to support the Dingell/Ganske substitute.

I want to make it clear on this point that I
will seek inclusion of the legislative language
that I have just referenced in any further man-
aged care legislation that this Congress may
consider.

CHILD NUTRITION AND WIC REAU-
THORIZATION AMENDMENTS OF
1998

SPEECH OF

HON. JOSEPH P. KENNEDY II
OF MASSACHUSETTS

IN THE HOUSE OF REPRESENTATIVES

Monday, July 20, 1998

Mr. KENNEDY of Massachusetts. Mr.
Speaker, I rise today in strong support of H.R.
3874, the Child Nutrition and WIC Reauthor-
ization Act. This bill gives our states more op-
portunity to fight against a problem that
plagues our nation even in these prosperous
times—child hunger.

This bill is linked to almost every issue we
struggle with on this House floor. Every year,
we discover stronger links between child nutri-
tion and all the indicators of a child’s future.
Better nutrition means better learning, better
test scores, better health, better discipline.

But child hunger is alive and well in Amer-
ica. I’ve traveled all over my home state of
Massachusetts hearing about how and why
children go without adequate nutrition. And
I’ve heard about the safety net that keeps
many of our kids from going hungry—healthy
meals at school, after school, and at summer
feeding sites.

We can protect our children from hunger.
We can guarantee that every child has an op-
portunity to get good quality nutrition year
round. This bill doesn’t do everything I’d like,
but it takes big steps in the right direction.

This bill would allow more of our states to
experiment with universal free breakfast. In
districts that have tried free breakfast—in
Philadelphia, Baltimore, and parts of Min-
nesota—more kids are showing up for break-
fast, kids are doing better in school, and kids
are behaving better.

This bill allows more sites to participate in
the summer feeding service, and makes it
easier for the states to administer those pro-
grams. It allows more schools to use federal
funds to serve meals at after-school programs.
And it allows teenage children to get free
after-school snacks in low-income commu-
nities.

Mr. Speaker, this bill not only provides more
meals for more children, but it makes it easier
for the states to use federal money in their
own efforts to fight child hunger. I strongly
urge my colleagues to support this bill.
f

WAXMAN AMENDMENT REMARKS

SPEECH OF

HON. CHARLES E. SCHUMER
OF NEW YORK

IN THE HOUSE OF REPRESENTATIVES

Thursday, July 23, 1998

Mr. SCHUMER. Mr. Chairman, I rise in sup-
port of the Waxman amendment.

The Hudson River is drowning and we need
to throw it a life jacket.

It is time to put an end to Congress’s inter-
ference in the cleaning up of our communities
and eliminate the alarming language attached
to the VA–HUD appropriations report that will
suffocate public health and bulldoze environ-
mental protections.

It is time to demand of our federal govern-
ment that they not kowtow to big companies

like General Electric, big companies who need
to start taking responsibility for the deleterious
effect their factories are having on our society.

The Hudson River is now contaminated with
toxic PCBs—one of the most harmful pollut-
ants known, in large part because General
Electric and other companies allowed these
dangerous poisons to seep into our water-
ways.

General Electric maintains that the PCBs
are entombed under silt—that the river is
cleaning itself. Today there is new evidence
that the situation is worse than our worst
nightmare. PCBs are escaping from the sedi-
ments in the Hudson River and are being car-
ried downstream and settling in other parts of
the river contaminating more and more fish
and more and more people.

The New York regional administrator of the
EPA stated today that ‘‘the fact that these
PCBs are so rapidly reentering the river sys-
tem is startling. Given what we know about
the health risks of eating contaminated fish,
this information is even more startling.’’

Based upon all of the evidence, the EPA is
convinced, and so am I, that PCB contamina-
tion is a significant threat to public health and
the environment.

How much more evidence do we need?
How many more experts need to tell us that
something needs to be done? How many
more New Yorkers need to suffer from imme-
diate and long-term health problems posed by
toxic PCB pollution?

Mr. Chairman, we need to dredge the pol-
luted waters of the Hudson and we need to do
it now. New York City is built on islands sur-
rounding water, water which cannot be utilized
to its fullest potential because of the lethal lev-
els of contaminants. We need to seize this
moment and make a last ditch effort to clean
up the Hudson River waterfront and make it
the jewel it once was.

It is imperative that the Hudson not be sent
down the river and New Yorkers not be forced
to walk the plank.

Support the Waxman amendment. Eliminate
these dangerous riders.
f

U.N. DUES ARE A LEGAL
OBLIGATION

HON. LEE HAMILTON
OF INDIANA

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998
Mr. HAMILTON. Mr. Speaker, some observ-

ers have argued that we do not owe to the
United Nations the dues we have been as-
sessed by that organization. I would like to set
the record straight.

I recently posed a series of questions to the
Department of State regarding the nature of
our international legal obligations to the United
Nations. The reply I received to those ques-
tions indicates that while Congress can refuse
to pay the bills we owe, that in no way re-
lieves our responsibility to pay those bills.

I ask permission to include in the RECORD
my correspondence with the Department of
State on this subject, and encourage my col-
leagues to review it.

DEPARTMENT OF STATE,
Washington, DC, July 8, 1998.

Hon. LEE H. HAMILTON
House of Representatives

DEAR MR. HAMILTON: Thank you for your
letter of May 15, raising several important
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questions regarding the character and extent
of the obligations of the United States under
international law to pay amounts assessed
by the United Nations.

The Office of the Legal Adviser has pre-
pared the enclosed document, which responds
to your questions.

Please let us know if we can provide fur-
ther information.

Sincerely,
BARBARA LARKIN,

Assistant Secretary,
Legislative Affairs.

Enclosure: As stated.

RESPONSE TO REPRESENTATIVE HAMILTON’S
QUESTIONS REGARDING THE STATUS OF
UNITED STATES DUES TO THE UNITED NA-
TIONS

(1) On what basis does the United States
owe money to the United Nations?

In what document does the obligation
arise?

Does Article 17 of the United Nations Char-
ter, which states ‘‘the expenses of the Orga-
nization shall be borne by the Members as
apportioned by the General Assembly,’’ im-
pose a treaty obligation?

From a legal perspective, how does Con-
gress’ power of the purse under the Constitu-
tion square with any legal obligation to pay
dues to the United Nations?

When a treaty and a law conflict, which
prevails?

Does the power of Congress to withhold
funds release it from treaty obligations to
pay dues?

Does the lack of an enforcement mecha-
nism on the part of the United Nations to
compel payment nullify any legal U.S. obli-
gation to pay dues to that institution?

Answer: The international legal obligation
to pay such assessments arises under the
United Nations Charter, a treaty made with
the advice and consent of the Senate. The
Charter is binding on the United States
under international law. Article 17(2) of the
Charter states that: ‘‘The expenses of the Or-
ganization shall be borne by the Members as
apportioned by the General Assembly’’ (em-
phasis added). The consistent position of the
United States has been that Article 17 cre-
ates an obligation under international law to
pay amounts assessed by the United Nations.
While any particular assessment is not itself
a treaty, it is made pursuant to treaty (the
Charter), and legal obligation to pay it de-
rives from that treaty.

In the early 1960’s, when the former Soviet
Union, France and some other States refused
to pay assessments for Congo and Mid-East
peacekeeping operations, the United States
insisted that they had an obligation to do so
under international law. The United States
at that time said that:

The language of the provision [Article
17(2)] is mandatory: expenses ‘‘shall be
borne.’’ (Emphasis added.) Accordingly, the
General Assembly’s adoption and apportion-
ment of the Organization’s expenses create a
binding international legal obligation on the
part of States Members to pay their assessed
shares.

The history of the drafting of Article 17(2)
demonstrates that it was the design of the
authors of the Organization’s constitution
that the membership be legally bound to pay
apportioned expenses.

Written Statement of the United States, at
193, I.C.J. Pleadings, Certain Expenses of the
United Nations (Article 17, paragraph 2, of the
Chapter) (1962). When the International Court
of Justice gave an advisory opinion affirming
the international legal obligation to pay
such assessments in the Certain Assessments
case, Congress passed a resolution expressing
its satisfaction with the International Court
of Justice’s opinion, 22 U.S.C. 287k, and a res-

olution calling on the United Nations to
take ‘‘immediate steps to give effect’’ to the
Court’s opinion. 22 U.S.C. 2871.

This has remained the consistent legal po-
sition of the United States and has been re-
affirmed by successive administrations. For
example, a 1978 published opinion of the
State Department’s Legal Adviser reiterated
that Article 17(2) of the United Nations Char-
ter imposes a legally binding obligation on
Member States to pay the amount assessed
to them by the General Assembly. Nash, Di-
gest of United States Practice in International
Law 1979, 225 (1979).

While nothing in the Constitution compels
the Congress to refrain from passing a law
inconsistent with an existing international
legal obligation of the United States, U.S.
courts when faced with a conflict have—as a
matter of domestic law—applied the later-in-
time rule. Thus, Congress can, as a matter of
U.S. law, decline to appropriate amounts suf-
ficient to pay United States assessments
made pursuant to Article 17 of the Charter.
However, such action by Congress does not
relieve the United States of its responsibility
under international law. Instead, the failure
to pay renders the United States in breach of
its international obligations.

Article 19 of the Charter establishes that,
where a Member of the United Nations is two
years in arrears in paying its financial con-
tributions, it shall lose its vote in the Gen-
eral Assembly. The United Nations Secretar-
iat determines when a State is two years in
arrears such that this sanction applies. No
vote of the General Assembly is involved. In-
deed, the United States has insisted that Ar-
ticle 19 should operate automatically and
without a vote or other implementing action
by the General Assembly.

(2) A portion of the arrears owed by the
United States to the United Nations result
from ‘‘policy withholdings’’ by the executive
branch, not legislatively mandated
withholdings. In addition, the Administra-
tion has recognized, through seeking the cre-
ation of a ‘‘contested arrear’’ account, that
we simply intend to ‘‘write off’’ some $400
million in arrears to the U.N.

Why does this portion of U.S. arrears not
constitute a legal treaty obligation?

By what rationale do we argue that some
arrears are legally binding and others are
not?

Do past U.N. actions in suspending the re-
quirement for payment of arrears by other
countries provide a precedent for our argu-
ments?

Answer: As your letter notes, the United
States has not paid certain assessments be-
cause of differences with the United Nations
regarding matters of policy. A significant
amount of these non-payments reflects an
ongoing dispute between the United States
and the United Nations as to the specific
amounts that the United States is to provide
with respect to certain tax reimbursements.
Other non-payments reflect policy dif-
ferences regarding particular UN programs
or actions. Some of these ‘‘policy
withholdings’’ have been implemented by the
Executive Branch. Others, such as the 25%
ceiling on the amount the United States will
pay for peacekeeping operations, arise under
statute. Whatever their policy justification,
these withholdings do not relieve the United
States of its continuing international legal
obligation to pay the amount assessed.

(3) What are the legal consequences of our
failure to pay our arrears?

Who determines what the U.S. legal obliga-
tion is, the U.S. or the U.N.?

Answer: The only legal sanction for failure
to pay arrears specified in the Charter is the
loss of vote under Article 19, as previously
mentioned. Some governments have urged
that the United Nations adopt additional

measures to sanction countries that are sig-
nificantly in arrears, such as limitations on
procurement or on recruitment of their na-
tionals. The United States has opposed all of
these proposals. Thus far, none has been
adopted. However, sustained U.S. non-pay-
ment of its assessments has lead to growing
criticism that the United States does not
abide by international law.

COMMITTEE ON
INTERNATIONAL RELATIONS,

Washington, DC, May 15, 1998.
Hon. MADELEINE K. ALBRIGHT,
Secretary of State, Department of State, Wash-

ington, DC.
DEAR MADAM SECRETARY: I want to ask

clarification of the status of United States
dues to the United Nations.

Some commentators have suggested in-
creasingly that the United States may not
be obligated legally to pay its assessed dues
to the United Nations. The Administration
has stressed that these dues are inter-
national legal treaty obligations of the
United States. I would appreciate answers to
the following questions, in hopes of clarify-
ing discussion of this issue.

(1) On what legal basis does the United
States owe money to the United Nations?

In what document does the obligation
arise?

Does Article 17 of the United Nations Char-
ter, which states ‘‘the expenses of the Orga-
nization shall be borne by the Members as
apportioned by the General Assembly,’’ im-
pose a treaty obligation?

From a legal perspective, how does Con-
gress’ power of the purse under the Constitu-
tion square with any legal obligation to pay
dues to the United Nations?

When a treaty and a law conflict, which
prevails?

Does the power of Congress to withhold
funds release it from treaty obligations to
pay dues?

Does the lack of an enforcement mecha-
nism on the part of the United Nations to
compel payment nullify any legal U.S. obli-
gation to pay dues to that institution?

(2) A portion of the arrears owed by the
United States to the United Nations result
from ‘‘policy withholdings’’ by the executive
branch, not legislatively mandated
withholdings. In addition, the Administra-
tion has recognized, through seeking the cre-
ation of a ‘‘contested arrear’’ account, that
we simply intend to ‘‘write off’’ some $400
million in arrears to the U.N.

Why does this portion of U.S. arrears not
constitute a legal treaty obligation?

By what rationale do we argue that some
arrears are legally binding and others are
not?

Do past U.N. actions in suspending the re-
quirement for payment of arrears by other
countries provide a precedent for our argu-
ments?

(3) What are the legal consequences of our
failure to pay our arrears?

Who determines what the U.S. legal obliga-
tion is, the U.S. or the U.N.?

I appreciate your cooperation in providing
answers to these questions.

With best regards,
Sincerely,

LEE H. HAMILTON,
Ranking Democratic Member.

f

FAMINE IN SUDAN

HON. TONY P. HALL
OF OHIO

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998
Mr. HALL of Ohio. Mr. Speaker, I rise today

to let our colleagues know about the people in
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southern Sudan, who are dying of starvation
by the tens of thousands. The prospects are
especially dim for the million Sudanese who
are facing deaths in the next three months.

I was in Sudan a few weeks ago, visiting
people in the famine-stricken region and meet-
ing with aid workers and government officials.
Since then, one of the feeding centers I went
to has been bombed, and a village—where I
watched the United Nations’ biggest humani-
tarian airlift in history in operation—has been
attacked. The small amount of food captured
was turned into a funeral pyre for the people
who were too weak to run from the raiders. It
was a small village, and I’m sure that some of
the people I met were among those who either
died or fled.

As all of us know who visit people in such
situations, their faces stay with you long after
their bodies surely have failed. The faces of
Ethiopians I saw during that country’s great
famine inspired the humanitarian work that I
am privileged to do. Since then I have seen
others suffer similar fates. Many other Afri-
cans, Koreans, Bangladeshis, too many other
countries’ citizens. Many of them elderly peo-
ple; many more of them children.

But for me, nothing had rivaled Ethiopia in
the depth of its famine, until I saw the people
of southern Sudan a few weeks ago. It was
not my first trip to that country, so I know what
is happening is extraordinary.

The feeling of slowly starving is unimagina-
ble for most of us. Thankfully, so is the agony
of watching our own children slide into the
nightmare of famine. But the wrenching im-
ages of their fate confront us more and more
in our media, and we all are diminished by the
fact that this tragedy was not prevented.

The problems that have brought famine to
2.6 million Sudanese people are complex. Su-
dan’s civil war has not merely split the nation
into two groups; it has splintered it into many
factions. The hatreds are racial and religious,
and atrocities committed on all sides have
deepened the divisions.

Some observers blame Sudan’s problems
on the National Islamic Front, which controls
its government; but all parties to this conflict
have blood on their hands. But blame won’t
save the people of southern Sudan—and time
spent trying to parcel it out threatens to dis-
tract us. The only endeavor that can ease
these innocent people’s suffering is whatever
can get relief to them immediately. Beyond
that, our time would be best spent in pressing
for a political settlement, so that this famine
does not spill into next year.

The United States has led the international
community in humanitarian aid to Sudan this
year, I am proud to report. European nations,
except for Great Britain, have lagged shame-
fully. And nations such as Japan and those in
the Middle East—who have ample resources
to share, and whose own security is threat-
ened by turmoil in Sudan—have been down-
right niggardly. Our allies and others should
do far more to respond to this crisis, and
America’s generosity gives us the moral au-
thority to press them harder. We have contrib-
uted nearly half of the total raised so far by
the United Nations, and an even greater share
of the assistance delivered by Christian and
other charities.

Of course, the percentages that well-fed na-
tions use to track progress toward filling
United Nations appeals mean little to people
who are starving. In the end, what it means—

that half of the appeal remains unmet, that the
United Nations is struggling to get food to
those in need—is that ‘‘stick people’’ who
have walked for days to reach feeding centers
are being turned away every day.

Two more facts are equally clear. First, a
million more people are likely to die—as many
as in Ethiopia’s two-year famine. Second, our
nation and our citizens can do far more. We
have given generously, but the amount of food
still needed is well within our capacity to pro-
vide.

The grain-purchase initiative that President
Clinton announced last week may help some
American farmers significantly, but it will be
the difference between life and death for hun-
dreds of thousands of people facing starvation
and malnutrition. In Sudan, our donation will
be welcome relief, because war has prevented
planting throughout much of this fertile region
and so food shortages will continue even after
the fall harvest. But it will not save those fac-
ing starvation, because it will arrive too late.

The only aid that will make a difference to
these people is food that can be purchased in
the region, and the urgent immediate loan of
additional cargo planes to Operation Lifeline
Sudan, so that the United Nations can get the
food to those in need. Our law permits such
action, and the urgency of this crisis certainly
warrants it.

In addition to aid, though, the people of
Sudan sorely need peace. This is the second
catastrophic famine to strike the same area
this decade. We cannot let ‘‘donor fatigue’’
dampen our response to the plight of so many
people, but neither can we ignore what ob-
servers have been saying for years: that hu-
manitarian aid cannot be a substitute for a po-
litical solution to Sudan’s war. We have a
moral obligation to respond generously to the
immediate needs, but we have an equal obli-
gation to step up our efforts to help end the
war that has caused—and sustained—this
famine and the last one.

Frank Wolf and I, along with other Members
who share our concern, have called on Presi-
dent Clinton to make peace in Sudan a higher
priority. When the need for peace in Northern
Ireland became acute, President Clinton sent
one of our nation’s leading negotiators.
Former Senator George Mitchell traveled to
that country 100 times to secure an agree-
ment. In Bosnia, and again in Kosovo, Richard
Holbrooke was dispatched. Former Secretary
of State James Baker III is making superb
progress in western Sahara’s dispute.

But when it comes to black Africa, our ‘‘A
Team’’ has remained on the bench. Those
Americans who are involved are dedicated,
but they do not move in the high-level circles
where decisions are made that can make a
difference in Sudan. Our allies in Kenya and
Britain (the regional leader and the former co-
lonial power, respectively) are doing their best
to press for peace. But they lack the high-level
American counterpart that could lend momen-
tum to their work.

A few days ago, Sudan’s government and
rebels agreed to a cease-fire. This might help
aid workers do their jobs—if they can get the
food and medical supplies they need. But this
first cease-fire in four years also dangles the
possibility that this three-month truce could be
extended into a lasting one, or allow con-
fidence-building measures on which to base
peace talks.

Next month, Sudan and its neighbors will re-
turn to peace negotiations. It is an opportunity

we should not squander. Naming a well re-
spected special envoy—someone with stature
who can work with our allies toward peace,
and who can inform policy making in our
country—would let us seize that opportunity.

It would show that Sudan is on the priority
track that the situation warrants. And it would
uphold the commitment that President Clinton
made on his historic trip to Africa earlier this
year. He promised then that the United States
would never again let atrocities like we saw in
Rwanda go unanswered. Yet the slavery and
butchery that happens every day in Sudan
rival Rwanda’s violence. And the number of
people who already have died is three times
the number of Rwandan dead.

Mr. Speaker, a peaceful Sudan could feed
its own people—and much of Africa. It almost
certainly would stop undermining the fragile
progress of its many neighbors. Peace would
allow Sudan to flourish without relying on ter-
rorists and their client states for support. Most
importantly, peace would cap Sudan’s rising
death toll, which already has passed the two
million mark.

Mr. Speaker, it is in America’s national inter-
est to help provide such hope to Africa’s larg-
est nation, and especially to the 2.5 million
people there who face starvation this year. We
cannot afford to see Khartoum continue to be
the ‘‘viper’s nest of terrorists’’ that Secretary of
State Albright has described. We should not
consign ourselves to merely continuing to sup-
port Sudan’s neighbors in their battles against
it—until we exhaust the opportunities for
peace. And we certainly cannot afford to feed
Sudan and vast areas of Africa that Sudan’s
people could feed without U.S. aid if they were
left in peace.

In have found that when Americans learn
about what is happening in Sudan, they agree
that helping to ease suffering there is in keep-
ing with their own values. Christians in particu-
lar hear this call to help, because it was our
missionaries brought our faith to the people of
Sudan. We cannot turn our back on their suf-
fering now, because it is in part inflicted on
them because their religion differs from their
fundamental Islamic enemies.

I have appreciated the kind offers of help
that have been extended by our colleagues,
Mr. Speaker, as well as the many concerned
Americans who have contacted me. There are
strong, responsible humanitarian organizations
working to relieve suffering in Sudan, and
some of the most heroic and dedicated aid
workers I have ever met are on the job every
day there.

I would like to close by listing these organi-
zations, along with ways for people who share
my concern can contact them to learn more
about their good work: Adventist Development
and Relief Agency; CARE; Catholic Relief
Services; Christian Reformed World Relief
Committee; Church World Service; Doctors
Without Borders; Friends of the World Food
Program; International Rescue Committee; Is-
lamic African Relief Agency; Jesuit Refugee
Services; Lutheran World Relief; Mercy Corps
International; Norwegian People’s Aid (c/o
U.S. Committee for Refugees); Oxfam Inter-
national; Oxfam U.S.A.; World Concern Devel-
opment Organization; World Vision U.S.; U.S.
Committee for UNICEF.

For additional information, those interested
also can contact Interaction, the American
Council for Voluntary International Action, at
202/667–8277.
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SECURITIES LITIGATION UNIFORM

STANDARDS ACT OF 1998

SPEECH OF

HON. EDWARD J. MARKEY
OF MASSACHUSETTS

IN THE HOUSE OF REPRESENTATIVES

Tuesday, July 21, 1998

Mr. MARKEY. Mr. Speaker, pursuant to the
gentleman from Virginia’s unanimous consent
request of July 21, 1998 that all Members be
given 5 legislative days within which to revise
and extend their remarks on H.R. 1689 and to
insert extraneous material, I wish to take the
opportunity to extend upon my earlier remarks
regarding this legislation and to respond to
some rather incredible—and I believe inac-
curate—remarks made by some of my distin-
guished colleagues regarding this legislation.

As I have indicated, I oppose this bill. If this
bill is to become law, however, it is imperative
that we clarify what the scienter requirement
will be under the national standards created
by H.R. 1689. My colleague from California—
Representative Cox—seems to believe that
standard should not include recklessness. I
strongly disagree.

The federal courts have long recognized
that recklessness satisfies the scienter re-
quirement of Section 10(b) and Rule 10b-5—
the principal antifraud provisions of the federal
securities laws. It is true, as some of my col-
leagues have noted, that in Ernst & Ernst v.
Hochfelder, the Supreme Court left open the
question of whether recklessness could satisfy
the scienter requirement of Section 10(b) and
Rule 10b-5. My colleague from California,
however, omits to state that the Court explic-
itly recognized that ‘‘in certain areas of the law
recklessness is considered to be a form of in-
tentional conduct for purposes of imposing li-
ability for some act.’’ My colleague from Cali-
fornia also neglects to state that since
Hochfelder was decided, every court of ap-
peals that has considered the question — ten
in number — has interpreted the text of Sec-
tion 10(b) and Rule 10b–5 to impose liability
for reckless misconduct.

And these courts had good reason to so
hold. Recklessness is vital to protect investors
and the integrity of the disclosure process.
Without liability for reckless misstatements, in-
jured investors would be able to recover only
if they were able to prove that a defendant
had intentionally lied. This would enable de-
fendants who deliberately disregarded avail-
able information to avoid liability for investor
losses, and would encourage corporate chief-
tains to bury their heads in the sand.

The recklessness standard promotes mean-
ingful disclosure. Our securities laws are pre-
mised on disclosure. Issuers of securities must
make full and fair disclosure of material facts
to investors when offering their securities. If
issuers of securities are liable for
misstatements and omissions only when they
consciously make false disclosures, they will
have less incentive to conduct a probing in-
quiry into any potentially troublesome areas
they discover in the course of preparing their
disclosure documents. The recklessness
standard helps ensure that disclosure is thor-
ough and meaningful because it encourages
issuers to know what is taking place in their
own companies.

Finally, the recklessness standard helps
bring deliberate securities violators to justice

by preventing them from hiding behind evi-
dentiary hurdles. Proving a defendant’s actual
knowledge of fraud in a securities case is
often not possible. Defendants in securities
fraud cases do not as a matter of course
admit their fraudulent intent. Proving actual
knowledge is particularly daunting when, as is
often true in securities cases, the evidence re-
lating to the defendant’s state of mind is en-
tirely circumstantial. As the U.S. Court of Ap-
peals for the Second Circuit—one of the ten
courts of appeals to have put their stamp of
approval on recklessness—has noted: ‘‘Proof
of a defendant’s knowledge or intent will often
be inferential . . . and cases thus of necessity
[are] cast in terms of recklessness. To require
in all types of 10b–5 cases that a factfinder
must find a specific intent to deceive or de-
fraud would for all intents and purposes dis-
embowel the private cause of action under
§ 10(b).’’

I do agree with my colleague from the state
of California that the 1995 Private Securities
Litigation Reform Act did not change the
scienter requirement for liability. I am deeply
troubled, however, by his attempt to attribute
to the Reform Act Conference Committee—of
which I was a member—an intention to raise
the pleading standard beyond that of the Sec-
ond Circuit—which, at the time of the Reform
Act was the strictest pleading standard in the
nation. That clearly was not my understanding
nor my intent. Indeed, not only is my col-
league attempting to revise history, he is doing
so in a manner that would create an illogical
result. Because the antifraud provisions allow
liability for reckless misconduct, it follows that
plaintiffs must be allowed to plead that the de-
fendants acted recklessly. To say that de-
frauded investors can recover for reckless
misconduct, but that they must plead some-
thing more than reckless misconduct defies
logic.

Likewise, I must take strong exception to
the suggestion of my colleague from California
about the Conference Committee’s intentions
regarding a footnote in the Statement of Man-
agers. That footnote, inserted at the last
minute without my knowledge and without any
discussion of the matter by the Members dur-
ing the Conference Committee meetings,
states that the Committee chose ‘‘not to in-
clude in the pleading standard certain lan-
guage relating to motive, opportunity, or reck-
lessness.’’ Contrary to my colleague’s state-
ments, this footnote—and make no mistake
about it, that’s all it is, merely a footnote—
does not mean that recklessness has been
eliminated either as a basis for liability or as
a pleading standard. Existence of this footnote
in no way mandates that courts not follow the
Second Circuit approach to pleading. The
Conference Committee and the Congress that
passed the Reform Act also chose not to ex-
pressly include conscious behavior in the
pleading standard. Yet surely no one would
suggest that in doing so, the Conference
Committee and Congress intended to elimi-
nate liability for conscious misconduct.

My colleague points to the fact that the
President vetoed the bill because of his con-
cerns that the conferees intended to adopt a
pleading standard higher than the Second Cir-
cuit’s. Members in both the House and the
Senate following the veto made clear that we
did no more than adopt the Second Circuit
standard. In this regard, I strongly agree with
my colleague from California, Congresswoman

LOFGREN, who stated in the legislative history
following President Clinton’s veto: ‘‘The Presi-
dent says he supports the second circuit
standard for pleading. So do I. That is what is
included in this bill.’’

I would suggest that it is the gentleman from
California, rather than myself and other oppo-
nents of this legislation, that are trying to re-
write history. I continue to feel that both the
Reform Act of 1995 and the present legislation
are bad for investors and bad for our financial
markets. We do not need to compound the
harm done by this legislation with revisionist
histories that seek to surreptitiously eliminate
liability for reckless behavior.
f

DISAPPROVAL OF MOST-FAVORED-
NATION TREATMENT FOR CHINA

SPEECH OF

HON. TIM ROEMER
OF INDIANA

IN THE HOUSE OF REPRESENTATIVES

Wednesday, July 22, 1998

Mr. ROEMER. Mr. Speaker, I rise in strong
opposition to H.J. Res. 121, disapproving Most
Favored Nation trading status with China. I
rise in strong support of normal trade relations
and continued constructive engagement with
China. I support constructive engagement with
China as a method of improving our critically
important bilateral relationship and pursuing
our foreign policy goals to advance human
rights and religious freedom. While progress is
at times slow and painful, talks and diplomacy
are key aspects of this bilateral relationship.

Last year’s trip by President Jiang Zemin to
the United States to participate in the first
U.S.-China Summit in a decade was the first
step in achieving our goals through construc-
tive engagement. President Clinton’s highly
successful trip to China last month dem-
onstrated that constructive engagement is the
most effective way to advance our national in-
terests and promote our values. The United
States is committed to improving human rights
conditions in China, and I strongly believe
human rights should remain a firm pillar of
U.S. foreign policy.

Under our policy of constructive engage-
ment, China has acted forthrightly to address
our differences, including human rights, both
privately and publicly, advancing American
values and principles of freedom and democ-
racy. Within the past year, Chinese authorities
released numerous political dissidents includ-
ing Wei Jingsheng and Wan Dan as well as
religious leaders like Bishop Zhou. China also
signed the United Nations Covenant on Eco-
nomic and Social Rights and has pledged to
sign the UN Covenant on Civil and Political
Rights in the fall. This has resulted in mean-
ingful improvements in the lives of millions of
Chinese.

Despite official restrictions, the number of
religious adherents in China is growing rapidly,
with tens of thousands of churches, both reg-
istered and unregistered, and with tens of mil-
lions of worshipers. I am pleased that Presi-
dents Clinton and Jiang agreed to continued
exchanges among officials and religious lead-
ers to improve our mutual understanding of
the role of religion in each country. The Chi-
nese government has hosted several delega-
tions of U.S. and foreign religious leaders and
the UN Working Group on Arbitrary Detention.
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These are positive steps and clearly dem-
onstrate that China is working to expand co-
operation with us. We must continue to press
for more religious freedom in China. As Billy
Graham has written, ‘‘Do not treat China as an
adversary but as a friend.’’ Revoking normal
trade relations and disengaging China will not
help its people achieve religious freedom or
improved human rights conditions.

Our policy of constructive engagement has
also helped expand cooperation with China in
critical areas important to our national security:
improving financial stability in Asia, preventing
the spread of chemical and biological agents
on ballistic missiles, combating international
crime and drug trafficking, protecting the envi-
ronment and expanding free trade. China’s re-
sistance to devaluing its currency is a prime
example of China’s efforts to work with the
international community to help slow the finan-
cial crisis in Asia. This is how the United
States benefits from constructive engagement
with China.

It is also important to recognize that revok-
ing normal trade relations could actually in-
crease our $15.7 trade deficit. At this time,
China represents the fastest growing market
for U.S. exports and accounts for more than
$150 million of exports from my State of Indi-
ana alone. Since every other major trading
partner extends normal trade relations to
China, revoking this status would give our
competitors in Europe and Asia a competitive
edge in developing markets from the ground
up, thereby placing at risk more than 400,000
high-paying U.S. jobs and billions of dollars
worth of future exports. The best way to re-
duce our trade deficit with China is to use our
trade laws to our advantage in order to tear
down China’s tariff barriers and to help U.S.
exporters to compete in China’s markets. We
must continue to support policies consistent
with fair and free trade.

Mr. Speaker, I am confident that construc-
tive engagement with China will lead to more
positive results, advancing our trade interests
and foreign policy goals regarding improved
religious freedom and human rights conditions.
I strongly encourage my colleagues to support
constructive engagement and vote against this
resolution to disapprove normal trade rela-
tions.
f

STRUCTURED SETTLEMENT
PROTECTION ACT

HON. E. CLAY SHAW, JR.
OF FLORIDA

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998

Mr. SHAW. Mr. Speaker, Mr. Speaker,
today I rise along with my colleague Mr.
STARK and a broad bipartisan group of our col-
leagues from the Ways and Means Committee
to introduce the Structured Settlement Protec-
tion Act.

The Act addresses serious public policy
concerns that are raised by transactions in
which so-called factoring companies purchase
recoveries under structured settlements from
injured victims.

Recently there has been dramatic growth in
these transactions in which injured victims are
induced by factoring companies to sell off fu-
ture structured settlement payments intended
to cover ongoing living and medical needs in

exchange for a sharply-discounted lump sum
that then may be dissipated, placing the in-
jured victim in the very predicament the struc-
tured settlement was intended to avoid.

As long-time supporters of structured settle-
ments and the congressional policy underlying
such settlements, we have grave concerns
that these factoring transactions directly un-
dermine the policy of the structured settlement
tax rules. The Treasury Department shares
these concerns.

Because the purchase of structured settle-
ment payments by factoring companies so di-
rectly thwarts the congressional policy underly-
ing the structured settlement tax rules and
raises such serious concerns for structured
settlements and injured victims, it is appro-
priate to deal with these concerns in the tax
context.

Accordingly, we are proposing legislation to
impose a substantial excise tax on the factor-
ing company that purchases the structured
settlement payments from the injured victim.
The excise tax would be subject to an excep-
tion for genuine court-approved hardship
cases to protect the limited instances of true
hardship.

The following is a detailed discussion of the
bill’s provisions.

BACKGROUND

In acting to address the concerns over fac-
toring companies that purchase structured
settlement payments from injured victims
the Treasury Department noted that: ‘‘Con-
gress enacted favorable tax rules intended to
encourage the use of structured settle-
ments—and conditioned such tax treatment
on the injured person’s inability to acceler-
ate, defer, increase or decrease the periodic
payments—because recipients of structured
settlements are less likely than recipients of
lump sum awards to consume their awards
too quickly and require public assistance.’’
(U.S. Department of the Treasury, General
Explanations of the Administration’s Reve-
nue Proposals (Feb. 1998), p. 122).

Treasury then observed that by enticing
injured victims to sell off their future struc-
tured settlement payments in exchange for a
heavily discounted lump sum that may then
be dissipated: ‘‘These ‘factoring trans-
actions’ directly undermine the Congres-
sional objective to create an incentive for in-
jured persons to receive periodic payments
as settlements of personal injury claims.’’
(Id., at p. 122 [emphasis added].)

The Joint Tax Committee’s analysis of the
issue echoes these concerns: ‘‘Transfer of the
payment stream under a structured settle-
ment arrangement arguably subverts the
purpose of the Code to promote structured
settlements for injured persons. (Joint Com-
mittee on Taxation, Description of Revenue
Provisions Contained in the President’s Fis-
cal Year 1999 Budget Proposal (JCS–4–98),
(February 24, 1998), p. 223).

The Treasury Department in the Adminis-
tration’s FY 1999 Budget has proposed a 20-
percent excise tax on factoring companies
that purchase structured settlement pay-
ments from injured victims. Under the Ad-
ministration’s proposal, ‘‘any person pur-
chasing (or otherwise acquiring for consider-
ation) a structured settlement payment
stream would be subject to a 20 percent ex-
cise tax on the purchase price, unless such
purchase is pursuant to a court order finding
that the extraordinary and unanticipated
needs of the original recipient render such a
transaction desirable.’’ (Treasury General
Explanation, at p. 122). The proposal would
apply to transfers of structured settlement
payments made after date of enactment.

DESCRIPTION OF THE ACT

1. STRINGENT EXCISE TAX ON PERSONS WHO AC-
QUIRE STRUCTURED SETTLEMENT PAYMENTS
IN FACTORING TRANSACTIONS

In its analysis of the Administration’s pro-
posal, the Joint Tax Committee notes the
potential concern that in some cases the im-
position of a 20-percent excise tax may result
in the factoring company passing the tax
along by reducing even further the already-
heavily discounted lump sum paid to the in-
jured victim for his or her structured settle-
ment payments. The Joint Committee notes
that ‘‘[o]ne possible response to the concern
relating to excessively discounted payments
might be to raise the excise tax to a level
that is certain to stop the transfers (perhaps
100 percent). . . .’’ (Joint committee on Tax-
ation, Description of Revenue Provisions
Contained in the President’s Fiscal Year 1999
Budget Proposal (JCS–4–98) (February 4,
1998), p. 223).

Factoring company purchases of struc-
tured settlement payments so directly sub-
vert the Congressional policy underlying
structured settlement and raise such serious
concerns for structured settlement and the
injured victims that it is appropriate to im-
pose on the factoring company a more strin-
gent excise tax rate applied against the
amount of the discount reflected in the fac-
toring transaction (subject to a limited ex-
ception described below for genuine court-
approved hardships).

Accordingly, the Act would impose on the
factoring company that acquires structured
settlement payments directly or indirectly
from the injured victim an excise tax equal
to 50 percent of the difference between (I) the
total amount of the structured settlement
payments purchased by the factoring com-
pany, and (ii) the heavily-discounted lump
sum paid the by the factoring company to
the injured victim.

Similar to the stiff excise taxes imposed on
prohibited transactions in the private foun-
dation and pension context—which can range
as high as 100 to 200 percent—this stringent
excise tax is necessary to address the very
serious public policy concerns raised by
structured settlement factoring trans-
actions.

Unlike the Administration’s proposed tax
imposed on the purchase price paid by the
factoring company, the excise tax imposed
on the factoring company under the Act
would use a more stringent tax rate of 50
percent and would apply to the excess of the
total amount of the structured settlement
payments purchased by the factoring com-
pany over the heavily-discounted lump sum
paid to the injured victim.

The excise tax under the Act would apply
to the factoring of structured settlements in
tort cases and in workers’ compensation.

A structured settlement factoring trans-
action subject to the excise tax is broadly
defined under the Act as a transfer of struc-
tured settlement payment rights (including
portions of payments) made for consider-
ation by means of sale, assignment, pledge,
or other form of alienation or encumbrance
for consideration.

2. EXCEPTION FROM EXCISE TAX FOR GENUINE,
COURT-APPROVED HARDSHIP

The stringent excise tax would be coupled
with a limited exception for genuine, court-
approved financial hardship situations.
Drawing upon the hardship standard enun-
ciated in the Treasury proposal, the excise
tax would apply to factoring companies in
all structured settlement factoring trans-
actions except those in which the transfer of
structured settlement payment rights (1) is
otherwise permissible under applicable Fed-
eral and State law and (2) is undertaken pur-
suant to the order of a court (or where appli-
cable, an administrative authority) finding
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that ‘‘the extraordinary, unanticipated, and
imminent needs of the structured settlement
recipient or his or her spouse or dependents
render such a transfer appropriate.’’

This exception is intended to apply to the
limited number of cases in which a genuinely
‘‘extraordinary, unanticipated, and immi-
nent hardship’’ has actually arisen and been
demonstrated to the satisfaction of a court
(e.g., serious medical emergency for a family
member). In addition as a threshold matter
the transfer of structured settlement pay-
ment rights must be permissible under appli-
cable law including State law. The Act is not
intended by way of the hardship exception to
the excise tax or otherwise to override any
Federal or State law prohibition or restric-
tion on the transfer of the payment rights or
to authorize factoring of payment rights
that are not transferable under Federal or
State law. For example, the States in gen-
eral prohibit the factoring of workers’ com-
pensation benefits. In addition, the State
laws often prohibit or directly restrict trans-
fers of recoveries in various types of personal
injury cases, such as wrongful death and
medical malpractice.

The relevant court for purposes of the
hardship exception would be the original
court which had jurisdiction over the under-
lying action or proceeding that was resolved
by means of the structured settlement. In
the event that no action had been brought
prior to the settlement, the relevant court
would be that which would have had jurisdic-
tion over the claim that is the subject of the
structured settlement or which would have
jurisdiction by reason of the residence of the
structured settlement recipient. In those
limited instances in which an administrative
authority adjudicates, resolves, or otherwise
has primary jurisdiction over the claim (e.g.,
the Vaccine Injury Compensation Trust
Fund), the hardship matter would be the
province of that applicable administrative
authority.

3. NEED TO PROTECT TAX TREATMENT OF
ORIGINAL STRUCTURED SETTLEMENT

In the limited instances of extraordinary
and unanticipated hardship determined by
court order to warrant relief under the hard-
ship exception, adverse tax consequences
should not be visited upon the other parties
to the original structured settlement. In ad-
dition, despite the anti-assignment provi-
sions included in the structured settlement
agreements and the applicability of a strin-
gent excise tax on the factoring company,
there may be a limited number of non-hard-
ship factoring transactions that still go for-
ward. If the structured settlement tax rules
under I.R.C. §§ 72, 130 and 461(h) has been sat-
isfied at the time of the structured settle-
ment, the original tax treatment of the
other parties to the settlement—i.e., the set-
tling defendant (and its liability insurer) and
the Code section 130 assignee—should not be
jeopardized by a third party transaction that
occurs years later and likely unbeknownst to
these other parties to the original settle-
ment.

Accordingly, the Act would clarify that if
the structured settlement tax rules under
I.R.C. §§ 72, 130, and 461(h) had been satisfied
at the time of the structured settlement, the
section 130 exclusion of the assignee, the sec-
tion 461(h) deduction of the settling defend-
ant, and the Code section 72 status of the an-
nuity being used to fund the periodic pay-
ments would remain undisturbed.

That is, the assignee’s exclusion of income
under Code section 130 arising from satisfac-
tion of all of the section 130 qualified assign-
ment rules at the time the structured settle-
ment was entered into years earlier would
not be challenged. Similarly, the settling de-
fendant’s deduction under Code section 461(h)

of the amount paid to the assignee to assume
the liability would not be challenged. Fi-
nally, the status under Code section 72 of the
annuity being used to fund the periodic pay-
ments would remain undisturbed.

The Act provides the Secretary of the
Treasury with regulatory authority to clar-
ify the treatment of a structured settlement
recipient who engages in a factoring trans-
action. This regulatory authority is provided
to enable Treasury to address issues raised
regarding the treatment of future periodic
payments received by the structured settle-
ment recipient where only a portion of the
payments have been factored away, the
treatment of the lump sum received in a fac-
toring transaction qualifying for the hard-
ship exception, and the treatment of the
lump sum received in the non-hardship situa-
tion. It is intended that where the require-
ments of section 130 are satisfied at the time
the structured settlement is entered into,
the existence of the hardship exception to
the excise tax under the Act shall not be
construed as giving rise to any concern over
constructive receipt of income by the injured
victim at the time of the structured settle-
ment.
4. TAX INFORMATION REPORTING OBLIGATIONS

WITH RESPECT TO A STRUCTURED SETTLE-
MENT FACTORING TRANSACTION

The Act would clarify the tax reporting ob-
ligations of the person making the struc-
tured settlement payments in the event that
a structured settlement factoring trans-
action occurs. The Act adopts a new section
of the Code that is intended to govern the
payor’s tax reporting obligations in the
event of a factoring transaction.

In the case of a court-approved transfer of
structured settlement payments of which the
person making the payments has actual no-
tice and knowledge, the fact of the transfer
and the identity of the acquirer clearly will
be known. Accordingly, it is appropriate for
the person making the structured settlement
payments to make such return and to fur-
nish such tax information statement to the
new recipient of the payments as would be
applicable under the annuity information re-
porting procedures of Code section 6041 (e.g.,
Form 1099–R), because the payor will have
the information necessary to make such re-
turn and to furnish such statement.

Despite the anti-assignment restrictions
applicable to structured settlements and the
applicability of a stringent excise tax, there
may be a limited number of non-hardship
factoring transactions that still go forward.
In these instances, if the person making the
structured settlement payments has actual
notice and knowledge that a structured set-
tlement factoring transaction has taken
place, the payor would be obligated to make
such return and to furnish such written
statement to the payment recipient at such
time, and in such manner and form, as the
Secretary of the Treasury shall by regula-
tions provide. In these instances, the payor
may have incomplete information regarding
the factoring transaction, and hence a tai-
lored reporting procedure under Treasury
regulations is necessary.

The person making the structured settle-
ment payments would not be subject to any
tax reporting obligation if that person
lacked such actual notice and knowledge of
the factoring transaction.

Under the Act, the term ‘‘acquirer of the
structured settlement payment rights’’
would be broadly defined to include an indi-
vidual, trust, estate, partnership, company,
or corporation.

The provisions of section 3405 regarding
withholding would not apply to the person
making the structured settlement payments
in the event that a structured settlement
factoring transaction occurs.

5. EFFECTIVE DATE

The provisions of the Act would be effec-
tive with respect to structured settlement
factoring transactions occurring after the
date of enactment of the Act.

f

ELECTIONS IN LEBANON

HON. LEE H. HAMILTON
OF INDIANA

IN THE HOUSE OF REPRESENTATIVES

Friday, July 24, 1998
Mr. HAMILTON. Mr. Speaker, I would like to

call my colleagues’ attention to correspond-
ence Congressman GILMAN and I had with the
Department of State regarding the importance
of the elections scheduled in Lebanon in 1998.

First, Lebanon had largely free and fair local
elections this past May and June. For the first
time in 35 years, Lebanon conducted munici-
pal elections, signaling the existence of a vi-
brant democracy at the local level.

The State Department commends the Leba-
nese in their efforts to implement a democratic
and constitutional process. It is hoped that
these changes will bring about reforms in the
current system and expand the basic rights of
the Lebanese.

Second, presidential elections in Lebanon
are scheduled for this fall. We hope they will
follow the trend of the municipal elections and
be another encouraging sign of the Lebanese
Government’s commitment to the will of its citi-
zens. The United States should continue to
support steps in Lebanon to further meaningful
representation and solidify the country’s demo-
cratic institutions and practices.

The correspondence between the State De-
partment and Congressman GILMAN and my-
self, including a letter of May 13, 1998 and a
State Department reply of July 21, 1998, con-
cerning the elections in Lebanon follows:

U.S. DEPARTMENT OF STATE,
Washington, DC, July 21, 1998.

Hon. LEE H. HAMILTON,
House of Representatives.

DEAR MR. HAMILTON: Thank you for your
letter of May 13 to Secretary Albright con-
cerning elections in Lebanon.

The municipal elections concluded on June
14. Thus far, Lebanese from all confessional
groups have participated in great numbers—
in some municipalities upwards of 75% of
registered voters—reinforcing our belief that
the Lebanese remain committed to the
democratic ideals they share with us. That
the polls have occurred with few disturb-
ances speaks volumes about the greatly im-
proved security situation in Lebanon and the
control the government maintains in most
areas of the country.

The Administration has been very active
in encouraging free and fair elections in Leb-
anon. Since the Lebanese government first
discussed holding these first municipal elec-
tions in 35 years, the Ambassador and Em-
bassy in Beirut have encouraged the political
leadership to demonstrate their commitment
to democracy and hold the elections.

This is true for the presidential election as
well, to take place in the fall. We have been
forceful in asserting that the Lebanese
should support democracy and constitutional
processes. We would like to see a president
who represents not only his confessional
group but all Lebanese.

In President Clinton’s National Day mes-
sage to President Hrawi last November, he
said: ‘‘In the past year, Lebanon has pro-
ceeded along the path towards reconstruc-
tion, reconciliation and support for demo-
cratic institutions and human rights. In the
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coming year, I anticipate these trends will
continue as your country holds presidential
and municipal elections.’’

In the May 21 State Department press
briefing, Spokesman James Rubin said in re-
sponse to a question: ‘‘With respect to Leb-
anon’s first municipal elections in 35 years,
we welcome these elections. The United
States and Lebanon share democratic tradi-
tions, and we have long urged the Lebanese
to uphold democracy and support their own
constitutional processes. We anticipate that
these elections will be free and fair, and we
urge the participation of all Lebanese in
these elections. It’s an opportunity for all
Lebanese to make their voices heard in this
first opportunity for two generations of Leb-
anese to determine their local leadership.’’

Like you, Mr. Hamilton, we remain com-
mitted to the goals of Lebanon’s full inde-
pendence, sovereignty and territorial integ-
rity. We look forward to the day when Leb-
anon, at peace with her neighbors and free of
all foreign forces, resumes her traditional
place in the community of nations. We hope
that the strong showing of support for de-
mocracy on the part of all Lebanese will help
make that possible.

We hope this has been of help. Please let us
know if there is any further information we
can provide.

Sincerely,
BARBARA LARKIN,

Assistant Secretary, Legislative Affairs.

COMMITTEE ON INTERNATIONAL
RELATIONS,

HOUSE OF REPRESENTATIVES,
Washington, DC, May 13, 1998.

Hon. MADELEINE K. ALBRIGHT,
Secretary of State, Department of State,
Washington, DC.

DEAR MADAM SECRETARY: We write regard-
ing United States policy toward Lebanon and
important events that are meant to take
place there.

First, we want to commend the Govern-
ment of Lebanon for scheduling municipal
elections, which we understand are to be
held on four consecutive Sundays, beginning
on May 24. Municipal elections have not been
held in Lebanon for over thirty years. We
hope that the United States will express pub-
licly the great importance we attach to
these elections and to their being held as
scheduled.

Second, we write regarding the Presi-
dential elections scheduled to be held in Leb-
anon this fall. As you recall, in 1995 the term
of President Elian Hrawi, the current Presi-
dent, was extended for an additional three
years. Syrian President Asad announced that
extension on October 11, 1995 while on a trip
to Cairo, after almost all of Lebanon’s major
politicians publicly opposed modifying the
constitution to permit the President to serve
more than one six-year term.

We have heard some reports that President
Hrawi’s term will again be extended an addi-
tional three years. We urge you to engage in
quiet, advance diplomacy for the purpose of
trying to preempt another subversion of Leb-
anon’s constitution. We also believe that the
United States should make clear publicly
that we expect the Presidential elections to
occur as scheduled.

We appreciate your consideration of these
two issues regarding Lebanon.

With best regards,
Sincerely,

BENJAMIN A. GILMAN,
Chairman.

LEE H. HAMILTON,
Ranking Democratic Member.
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Senate passed Transportation Appropriations, 1999.

Senate
Chamber Action
Routine Proceedings, pages S8953–S9000
Measures Introduced: Five bills were introduced,
as follows: S. 2351–2355.                              Pages S8995–96

Measures Reported: Reports were made as follows:
S. 1883, to direct the Secretary of the Interior to

convey the Marion National Fish Hatchery and the
Claude Harris National Aquacultural Research Cen-
ter to the State of Alabama, with amendments. (S.
Rept. No. 105–263)                                                 Page S8995

Measures Passed:
Transportation Appropriations, 1999: By 90

yeas to 1 nay (Vote No. 235), Senate passed S. 2307,
making appropriations for the Department of Trans-
portation and related agencies for the fiscal year end-
ing September 30, 1999, as amended.    Pages S8953–56

Pursuant to the order of Thursday, July 23, 1998,
the Chair appointed the following conferees: Senators
Shelby, Domenici, Specter, Bond, Gorton, Bennett,
Faircloth, Stevens, Lautenberg, Byrd, Mikulski, Reid,
Kohl, Murray, and Inouye.                                    Page S8956

Federal Credit Union Reform Act: Senate began
consideration of H.R. 1151, to amend the Federal
Credit Union Act to clarify existing law with regard
to the field of membership of Federal credit unions,
to preserve the integrity and purpose of Federal cred-
it unions, and to enhance supervisory oversight of in-
sured credit unions, with an amendment in the na-

ture of a substitute, taking action on amendments
proposed thereto, as follows:     Pages S8956–82, S8987–88

Pending:
Gramm Amendment No. 3336, to strike provi-

sions requiring credit unions to use the funds of
credit union members to serve persons not members
of the credit union.                                           Pages S8968–76

A unanimous-consent agreement was reached pro-
viding for further consideration of the pending
amendment, on Monday, July 27, 1998, with a vote
on a motion to table the amendment to occur at
5:30 p.m.                                                                Pages S8975–76

Communications:                                           Pagess S8994–95

Statements on Introduced Bills:            Pages S8996–99

Additional Cosponsors:                                       Page S8999

Amendments Submitted:                                   Page S8999

Notices of Hearings:                                              Page S8999

Additional Statements:                          Pages S8999–S9000

Record Votes: One record vote was taken today.
(Total—235)                                                                 Page S8956

Adjournment: Senate convened at 9:15 a.m., and
adjourned at 3:30 p.m., until 12 noon, on Monday,
July 27, 1998. (For Senate’s program, see the re-
marks of the Acting Majority Leader in today’s
Record on page S9000.)

Committee Meetings
No committee meetings were held.
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House of Representatives
Chamber Action
Bills Introduced: 10 public bills, H.R. 4326–4335;
and 2 resolutions, H. Con. Res. 308–309, were in-
troduced.                                                                         Page H6453

Reports Filed: Reports were filed as follows:
H.R. 379, a private bill, for the relief of Larry

Errol Pieterse (H. Rept. 105–644);
H.R. 2744, a private bill, for the relief of Chong

Ho Kwak (H. Rept. 105–645);
S. 1304, a private bill, for the relief of Belinda

McGregor (H. Rept. 105–646);
Conference report on H.R. 4059, making appro-

priations for military construction, family housing,
and base realignment and closure for the Department
of Defense for the fiscal year ending September 30,
1999 (H. Rept. 105–647);

H.R. 4328, making appropriations for the Depart-
ment of Transportation and related agencies for the
fiscal year ending September 30, 1999 (H. Rept.
106–648); and

H.R. 3254, to amend the Individuals With Dis-
abilities Education Act to clarify the requirements
relating to reducing or withholding payments to
States under that Act, amended (H. Rept. 105–649).
                                                                      Pages H6427–51, H6453

Patient Protection Act: The House passed H.R.
4250, to provide new patient protections under
group health plans by a yea and nay vote of 216 yeas
to 210 nays, Roll No. 339.                    Pages H6306–H6417

Rejected the Berry motion to recommit the bill to
the Committee on Education and the Workforce
with instructions to report it back to the House
with an amendment dealing with medical necessity
by yea and nay vote of 205 yeas to 221 nays, Roll
No. 338.                                                                 Pages H6415–16

Earlier, a point of order was sustained against the
Berry motion to recommit the bill to the Commit-
tees on Ways and Means and Education and the
Workforce with instructions to report it back to the
House with sundry amendments. Agreed to table the
motion to appeal the ruling of the Chair by a re-
corded vote of 222 ayes to 204 noes, Roll No. 337.
                                                                                    Pages H6412–15

Rejected the Dingell amendment in the nature of
a substitute that sought to establish standards to
protect access to care and contain the text of H.R.
3605, Patients’ Bill of Rights Act by yea and nay
vote of 212 yeas to 217 nays, Roll No. 336.
                                                                             Pages H6382–H6412

H. Res. 509, the rule that provided for consider-
ation of the bill, was agreed to by a yea and nay vote
of 279 yeas to 143 nays, Roll No. 335.
                                                                             Pages H6297–H6306

Late Reports: Conferees received permission to have
until midnight on July 24 to file a conference report
on H.R. 4059, making appropriations for military
construction, family housing, and base realignment
and closure for the Department of Defense for the
fiscal year ending September 30, 1999. Also, the
Committee on Appropriations received permission to
have until midnight on July 24 to file a report on
H.R. 4328, making appropriations for the Depart-
ment of Transportation and related agencies for the
fiscal year ending September 30, 1999.         Page H6395

Bipartisan Commission on the Future of Medi-
care: The Chair announced the Speaker’s appoint-
ment of Mrs. Colleen Conway-Welch of Tennessee to
the National Bipartisan Commission on the Future
of Medicare.                                                                  Page H6418

Legislative Program: Representative Thomas an-
nounced the Legislative Program for the week of
July 27.                                                                   Pages H6417–18

Meeting Hour: Agreed that when the House ad-
journs today, it adjourn to meet at 10:30 a.m. on
Monday, July 27.                                                       Page H6418

Calendar Wednesday: Agreed to dispense with Cal-
endar Wednesday business of July 29.            Page H6418

Senate Message: Message received from the Senate
appears on page H6297.

Amendments: Amendments ordered printed pursu-
ant to the rule appear on pages H6454–55.

Quorum Calls—Votes: Four yea and nay votes, and
one recorded vote developed during the proceedings
of the House today and appear on pages H6306,
H6412, H6414–15, H6416, and H6416–17. There
were no quorum calls.

Adjournment: Met at 9:00 a.m. and adjourned at
4:38 p.m.

Committee Meetings
DISTRICT OF COLUMBIA APPROPRIATIONS
Committee on Appropriations: Subcommittee on the
District of Columbia approved for full Committee
action the District of Columbia appropriations for
fiscal year 1999.
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FINANCIAL DERIVATIVES SUPERVISORY
IMPROVEMENT ACT
Committee on Banking and Financial Services: Continued
hearings on H.R. 4062, Financial Derivatives Super-
visory Improvement Act of 1998. Testimony was
heard from the following officials of the Department
of the Treasury: John D. Hawke, Under Secretary;
Michael Brosnan, Deputy Comptroller, Risk Evalua-
tion, Office of the Comptroller of the Currency; and
Kenneth Ryder, Executive Director, Research, Statis-
tics, and Analysis, Office of Thrift Supervision; Alan
Greenspan, Chairman, Board of Governors, Federal
Reserve System; Brooksley Born, Chairperson, Com-
modity Futures Trading Commission; Douglas H.
Jones, Senior Deputy General Counsel, FDIC; and
public witnesses.

ENHANCING RETIREMENT SECURITY
Committee on Commerce: Subcommittee on Finance and
Hazardous Materials held a hearing on Enhancing
Retirement Security Through Individual Investment
Choices. Testimony was heard from public witnesses.

TEAMSTERS GOVERNANCE AND PRACTICE
Committee on Education and the Workforce: Subcommit-
tee on Oversight and Investigations held a hearing
on International Brotherhood of Teamsters Govern-
ance and Practice. Testimony was heard from Aaron
Belk, Vice President, International Brotherhood of
Teamsters.

MISCELLANEOUS MEASURES; HUMAN
RIGHTS IN INDONESIA
Committee on International Relations: Subcommittee on
International Operations and Human Rights ap-
proved for full Committee action amended the fol-
lowing measures: H.R. 4083, to make available to
the Ukrainian Museum and Archives the USIA tele-
vision program ‘‘Window on America’’; H.R. 633,
to amend the Foreign Service Act of 1980 to provide
that the annuities of certain special agents and secu-
rity personnel of the Department of State be com-
puted in the same way as applies generally with re-
spect to Federal law enforcement officers; H. Con.
Res. 185, expressing the sense of the Congress on
the occasion of the 50th anniversary of the signing
of the Universal Declaration of Human Rights and
recommitting the United States to the principles ex-
pressed in the Universal Declaration; and H.R.
4309, Tortures Victim Relief Act of 1998.

The Subcommittee also concluded hearings on
Human Rights in Indonesia, Part II. Testimony was
heard from John Shattuck, Assistant Secretary, Bu-
reau of Democracy, Human Rights and Labor, De-
partment of State; and Franklin D. Kramer, Assist-
ant Secretary, International Security Affairs, Depart-
ment of Defense.

SPECIAL INVESTIGATIVE AUTHORITY TO
COMMITTEE
Committee on Rules: Held a hearing on H. Res. 507,
providing special investigative authority for the
Committee on Education and the Workforce. Testi-
mony was heard from Representatives Goodling,
Parker, Clay and Mink of Hawaii.

SSA—LABOR-MANAGEMENT RELATIONS
Committee on Ways and Means: Subcommittee on So-
cial Security concluded hearings to examine labor-
management relations at the SSA. Testimony was
heard from Paul D. Barnes, Deputy Commissioner,
Human Resources, SSA; and a public witness.

FUTURE IMAGERY ARCHITECTURE
Permanent Select Committee on Intelligence: Met in execu-
tive session to hold a hearing on Future Imagery Ar-
chitecture. The Committee was briefed by depart-
mental witnesses.
f

CONGRESSIONAL PROGRAM AHEAD

Week of July 27 through August 1, 1998

Senate Chamber
On Monday and Tuesday, Senate will resume con-

sideration of H.R. 1151, Federal Credit Union Re-
form Act.

During the balance of the week, Senate may con-
sider S. 2334, Foreign Operations Appropriations,
1999, S. 2333, D.C. Appropriations, 1999, S. 2330,
HMO reform, conference report on H.R. 4059, Mili-
tary Construction Appropriations, and any cleared
legislative or executive business.

(Senate will recess on Tuesday, July 28, 1998, from
12:30 p.m. until 2:15 p.m. for respective party con-
ferences.)

Senate Committees
(Committee meetings are open unless otherwise indicated)

Committee on Agriculture, Nutrition, and Forestry: July 29,
to hold oversight hearings on the Department of Agri-
culture’s progress in consolidating and downsizing its op-
erations, 9 a.m., SR–332.

July 30, Full Committee, to hold hearings to review
a recent concept release by the Commodity Futures Trad-
ing Commission on over-the-counter derivatives, and on
related proposals by the Treasury Department, the Board
of Governors of the Federal Reserve System, and the Se-
curities and Exchange Commission, 9 a.m., SD–106.

July 31, Full Committee, to hold hearings on pending
nominations, 9 a.m., SR–332.

Committee on Banking, Housing, and Urban Affairs: July
29, business meeting, to mark up S. 1405, to provide for
improved monetary policy and regulatory reform in finan-
cial institution management and activities, to streamline
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financial regulatory agency actions, and to provide for im-
proved consumer credit disclosure, 10 a.m., SD–538.

Committee on Commerce, Science, and Transportation: July
28, to hold hearings on the nominations of Ritajean
Hartung Butterworth, of Washington, and Diane D.
Blair, of Arkansas, each to be a Member of the Board of
Directors of the Corporation for Public Broadcasting, and
Kelley S. Coyner, of Virginia, to be Administrator of the
Research and Special Programs Administration, Depart-
ment of Transportation; to be followed by hearings to ex-
amine why cable rates continue to increase, 9:30 a.m.,
SR–253.

July 29, Full Committee, business meeting, to consider
pending calendar business, 9:30 a.m., SR–253.

July 30, Subcommittee on Communications, to hold
hearings to examine international satellite reform, 9:30
a.m., SR–253.

Committee on Energy and Natural Resources: July 28, to
hold hearings to examine the March 31, 1998 Govern-
ment Accounting Office report on the Forest Service, fo-
cusing on Alaska region operating costs, 9:30 a.m.,
SD–366.

July 29, Full Committee, business meeting, to consider
pending calendar business, 9:30 a.m., SD–366.

Committee on Environment and Public Works: July 29,
business meeting, to consider pending calendar business,
9:30 a.m., SD–406.

July 30, Subcommittee on Clean Air, Wetlands, Pri-
vate Property, and Nuclear Safety, to hold oversight hear-
ings on activities of the Nuclear Regulatory Commission,
9 a.m., SD–406.

July 30, Full Committee, to hold hearings on the
nominations of Romulo L. Diaz, Jr., of the District of
Columbia, to be Assistant Administrator for Administra-
tion and Resources Management, and J. Charles Fox, of
Maryland, to be Assistant Administrator for Water, both
of the Environmental Protection Agency, 2 p.m.,
SD–406.

Committee on Finance: July 28, business meeting, to con-
sider a proposed amendment to S. 442, the Internet Tax
Freedom Act, 10 a.m., SD–215.

July 29, Subcommittee on Social Security and Family
Policy, to hold hearings on S. 1858, to provide individ-
uals with disabilities with incentives to become economi-
cally self-sufficient, 2 p.m., SD–215.

Committee on Governmental Affairs: July 27, Subcommit-
tee on Oversight of Government Management, Restruc-
turing and the District of Columbia, to hold hearings to
examine safety issues relating to the District of Columbia,
3 p.m., SD–342.

July 29, Subcommittee on International Security, Pro-
liferation and Federal Services, to hold hearings to exam-
ine the satellite export licensing process, 2 p.m., SD–342.

July 30, Full Committee, to hold hearings to examine
issues in preparation for the Year 2000 Census, 10 a.m.,
SD–342.

Committee on the Judiciary: July 29, to hold hearings on
S. 1554, to provide for relief from excessive punitive
damage awards in cases involving primarily financial loss
by establishing rules for proportionality between the

amount of punitive damages and the amount of economic
loss, 9:30 a.m., SD–226.

July 29, Subcommittee on Immigration, to hold over-
sight hearings on enforcement activities of the Immigra-
tion and Naturalization Service, Department of Justice, 2
p.m., SD–226.

July 30, Full Committee, business meeting, to consider
pending calendar business, 9:30 a.m., SD–226.

July 30, Full Committee, to hold hearings on pending
nominations, 1 p.m., SD–226.

July 31, Full Committee, to hold hearings to examine
issues with regard to physician assisted suicide, 10 a.m.,
SD–226.

Committee on Labor and Human Resources: July 28, to
hold hearings to examine the science of addiction and op-
tions for substance abuse treatment, 10 a.m., SD–430.

July 29, Full Committee, business meeting, to mark
up S. 1380, Charter Schools Expansion Act, and S. 2213,
Education Flexibility Amendments of 1998, 9:30 a.m.,
SD–430.

Committee on Rules and Administration: July 29, to hold
hearings on S. 2288, to provide for the reform and con-
tinuing legislative oversight of the production, procure-
ment, dissemination, and permanent public access of the
Government’s publications, 9:30 a.m., SR–301.

Committee on Veterans Affairs: July 28, business meeting,
to consider pending calendar business, 3:30 p.m.,
SR–418.

Committee on Indian Affairs: July 29, business meeting,
to consider pending calendar business, 2 p.m., SR–485.

Select Committee on Intelligence: July 29, to hold closed
hearings on intelligence matters, 10 a.m., SH–219.

July 29, Full Committee, to hold closed hearings on
intelligence matters, 2:30 p.m., SH–219.

Special Committee on Aging: July 27, to hold hearings to
examine allegations of neglect in certain California nurs-
ing homes and the overall infrastructure that regulates
these homes, 1 p.m., SH–216.

July 28, Full Committee, to continue hearings to ex-
amine allegations of neglect in certain California nursing
homes and the overall infrastructure that regulates these
homes, 10 a.m., SH–216.

Special Committee on the Year 2000 Technology Problem:
July 31, to hold hearings to examine telecommunication
issues with regard to the Year 2000 information problem,
9:30 a.m., SD–192.

House Chamber

To be announced.

House Committees
Committee on Agriculture, July 28, hearing on H.R.

4149, Forest Service Cost Reduction and Fiscal Account-
ability Act of 1998, 2 p.m., 1300 Longworth.

July 30, hearing to review the state of the farm econ-
omy, 10 a.m., 1300 Longworth.

Committee on Banking and Financial Services, July 28,
hearing to review the Use of Deceptive Practices to Gain
Access to Personal Financial Information, 10 a.m., 2128
Rayburn.
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July 30, Subcommittee on Capital Markets, Securities
and Government Sponsored Enterprises, hearing on a
GAO Study of HUD’s Role as Mission Regulator of
Fannie Mae and Freddie Mac, 10 a.m., 2128 Rayburn.

Committee on Commerce, July 27, Subcommittee on En-
ergy and Power, hearing on Progress on Uranium Mill
Tailings Cleanup, 2 p.m., 2123 Rayburn.

July 29, full Committee, hearing on Electronic Com-
merce: The Global Electronic Marketplace, 10:30 a.m.,
2123 Rayburn.

Committee on Education and the Workforce, July 28, Sub-
committee on Early Childhood, Youth, and Families,
hearing on School Financing and the Federal Role in
Compensatory Education, 10 a.m., 2175 Rayburn.

July 29, full Committee, to mark up the following
bills: H.R. 4241, Head Start Amendments of 1998; H.R.
4271, Community Services Authorization Act of 1998;
and H.R. 4037, to require the Occupational Safety and
Health Administration to recognize that electronic forms
of providing Material Safety Data Sheets provide the same
level of access to information as paper copies and to im-
prove the presentation of safety and emergency informa-
tion on such Data Sheets, 10:30 a.m., 2175 Rayburn.

July 30, Subcommittee on Oversight and Investiga-
tions, hearing on ‘‘The Independent Review Board Over-
sight of the International Brotherhood of Teamsters: Is It
Effective?’’, 1:30 p.m., 2175 Rayburn.

July 30, Subcommittee on Workforce Protections,
hearing to review the Federal Mine Safety and Health Act
of 1997, 10 a.m., 2175 Rayburn.

Committee on Government Reform and Oversight, July 28,
Subcommittee on Government Management, Information,
and Technology, hearing on H.R. 3921, Federal Financial
Assistance Management Improvement Act of 1998, 1
p.m., 2247 Rayburn.

July 28, Subcommittee on National Economic Growth,
Natural Resources, and Regulatory Affairs, hearing on
‘‘State and Local Governments v. Clinton/Gore’’, 10 a.m.,
2154 Rayburn

July 29, Subcommittee on Human Resources, hearing
on Job Corps Oversight Part II: Vocational Training
Standards, 10 a.m., 2154 Rayburn.

July 30, full Committee, hearing on the Need for an
Independent Counsel in the Campaign Finance Investiga-
tion, 10 a.m., 2154 Rayburn.

July 31, hearing on Solving the Cancer Crisis: Com-
prehensive Research, Coordination and Care, 10 a.m.,
2154 Rayburn.

Committee on House Oversight, July 30, to consider pend-
ing business, 10:30 a.m., 1310 Longworth.

Committee on International Relations, July 29, hearing on
Recent Developments in the Middle East, 10 a.m., 2172
Rayburn.

July 29, Subcommittee on International Operations
and Human Rights and the Subcommittee on Africa,
joint hearing on the Crises in Sudan and Northern Ugan-
da, 1:30 p.m., 2172 Rayburn.

July 29, Subcommittee on Western Hemisphere, hear-
ing on Conflict Resolution: Chiapas, Mexico and the
Search for Peace, 1:30 p.m., 2200 Rayburn.

Committee on the Judiciary, July 28, to continue mark up
of H.R. 3789, Class Action Jurisdiction Act of 1998 and
to mark up the following: H.R. 4006, Lethal Drug Abuse
Prevention Act of 1998; H.R. 3843, to grant a Federal
charter to the American GI Forum of the United States;
H.R. 218, Community Protection Act of 1997; and pri-
vate immigration bills, 10 a.m., 2141 Rayburn.

July 29, hearing on H.R. 4277, Quality Health-Care
Coalition Act of 1998, 10 a.m., 2141 Rayburn.

July 30, Subcommittee on Commercial and Adminis-
trative Law, hearing on the following bills: H.R. 3396,
Citizens Protection Act of 1998; and H.R. 692, to amend
the independent counsel provisions of title 28, United
States Code, to authorize the appointment of an inde-
pendent counsel when the Attorney General determines
that Department of Justice employees have engaged in
certain conduct, 10 a.m., Rayburn.

July 30, Subcommittee on Crime, oversight hearing on
the use of controlled substances used to commit date
rape, 9:30 a.m., 2226 Rayburn.

July 30, Subcommittee on Immigration and Claims, to
mark up pending legislation, 9:30 a.m., B–352 Rayburn.

Committee on Resources, July 28, hearing on H.R. 3987,
Deer and Elk Protection Act, 2 p.m., 1324 Longworth.

July 28, Subcommittee on National Parks and Public
Lands, hearing on the following bills: H.R. 2125, to au-
thorize appropriations for the Coastal Heritage Trail
Route in New Jersey; H.R. 3950, Otay Mountain Wil-
derness Act of 1998; H.R. 3963, to establish terms and
conditions under which the Secretary of the Interior shall
convey leaseholds in certain properties around Canyon
Ferry Reservoir; H.R. 4144, Cumberland Island Preserva-
tion Act; H.R. 4211, to establish the Tuskegee Airmen
National Historic Site, in association with the Tuskegee
University, in the State of Alabama; H.R. 4230, El Porto
Administrative Site Land Exchange Act; and a measure to
make technical corrections and minor adjustments to the
boundaries of the Grand Staircase-Escalante National
Monument in the State of Utah, 10 a.m., 1324 Long-
worth.

July 28, Subcommittee on Water and Power, hearing
on the following bills: H.R. 3478, Colorado Ute Settle-
ment Act Amendments of 1998; and H.R. 745, to de-
authorize the Animas-La Plata Federal reclamation
project, and to direct the Secretary of the Interior to enter
into negotiations to satisfy, in a manner consistent with
all Federal laws, the water rights interests of the Ute
Mountain Ute Indian Tribe, 2 p.m., 1334 Longworth.

July 29, full Committee, to mark up the following
measures: H. Res. 494, expressing the sense of the House
of Representatives that the United States has enjoyed the
loyalty of the United States citizens of Guam, and that
the United States recognizes the centennial anniversary of
the Spanish-American War as an opportune time for Con-
gress to reaffirm its commitment to increase self-govern-
ment consistent with self-determination for the people of
Guam; H.R. 1110, Sudbury, Iceboat, and Concord Wild
and Scenic Rivers Act; H.R. 2370, Guam Judicial Em-
powerment Act of 1997; H.R. 2776, to amend the Act
entitled ‘‘An Act to provide for the establishment of the
Morristown National Historical Park in the State of New
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Jersey, and for other purposes’’ to authorize the acquisi-
tion of property known as the Warren property; H.R.
3445, Oceans Act of 1998; H.R. 4068, to make certain
technical corrections in laws relating to Native Ameri-
cans; H.R. 4079, to authorize the construction of tem-
perature control devices at Folsom Dam in California; and
H.R. 4326, Oregon Public Lands Transfer and Protection
Act of 1998; and to hold a hearing on H.R. 2743, Indian
Land Consolidation Amendment Act of 1997, 11 a.m.,
1324 Longworth.

July 30, Subcommittee on Fisheries Conservation,
Wildlife and Oceans, hearing on the status of oceano-
graphic monitoring and assessment efforts on both global
and local scales, 10 a.m., 1324 Longworth.

July 30, Subcommittee on Forests and Forest Health,
oversight hearing on NEPA Parity, 10 a.m., 1334 Long-
worth.

Committee on Rules, July 27, to consider the following:
the Transportation appropriations for fiscal year 1999;
and the Conference Report to accompany H.R. 629,
Texas Low-Level Radioactive Waste Disposal Compact
Consent Act; and to mark up H. Res. 507, providing
special investigative authority for the Committee on Edu-
cation and the Workforce,4 p.m., H–313 Capitol.

Committee on Science, July 28, Subcommittee on Energy
and Environment, hearing on S. 1418, Methane Hydrate
Research and Development Act of 1998, 10 a.m., 2318
Rayburn.

Committee on Small Business, July 27, to continue hear-
ings on Kyoto Protocol: The Undermining of American
Prosperity? Part 2—The Science, 1 p.m., 2360 Rayburn.

July 30, Subcommittee on Tax, Finance, and Exports,
hearing on ‘‘Helping Small Businesses—Will Tax Relief
Make a Difference?’’ 10 a.m., 311 Cannon,

Committee on Transportation and Infrastructure, July 29,
Subcommittee on Coast Guard and Maritime Transpor-

tation, hearing on the Needs of the U.S. Marine Trans-
portation System: The Waterways, Ports, and Their Inter-
modal Connections, 10 a.m., 2167 Rayburn.

July 30, Subcommittee on Aviation, hearing on the
Department of Transportation’s African Aviation Initia-
tive, H.R. 3741, Aviation Bilateral Accountability Act of
1998, and European Commission’s preliminary position
on 2 transatlantic alliances, 9:30 a.m., 2167 Rayburn.

Committee on Ways and Means, July 28, Subcommittee
on Trade, hearing on Trade Relations with Europe and
the new Transatlantic Economic Partnership, 11 a.m.,
1100 Longworth.

July 29, full Committee, to mark up the following
measures: the Miscellaneous Trade and Technical Correc-
tions Act of 1998; and H. Con. Res. 213, expressing the
sense of the Congress that the European Union is unfairly
restricting the importation of United States agriculture
products and the elimination of such restrictions should
be a top priority in trade negotiations with the European
Union, 10:30 a.m., 1100 Longworth.

July 30, Subcommittee on Human Resources, hearing
on Fatherhood and Welfare reform, 11 a.m., B–318 Ray-
burn.

Permanent Select Committee on Intelligence, July 28, execu-
tive, briefing on Korean Peninsula, 10 a.m., H–405 Cap-
itol.

July 28, Subcommittee on Technical and Tactical In-
telligence, executive, hearing on Support to Military Op-
erations, 2 p.m., H–405 Capitol.

Joint Meetings
Commission on Security and Cooperation in Europe: July 30,

to hold joint hearings with the House Committee on
International Relations to examine issues relating to reli-
gious intolerance in Europe, 10 a.m., 2172 Rayburn
Building.
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Next Meeting of the SENATE

12 noon, Monday, July 27

Senate Chamber

Program for Monday: After the transaction of any
morning business (not to extend beyond 1 p.m.), Senate
will resume consideration of H.R. 1151, Federal Credit
Union Act.

Next Meeting of the HOUSE OF REPRESENTATIVES

10:30 a.m., Monday, July 27

House Chamber

Program for Monday: To be announced.
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